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multiple-puncture  tuberculin  test;  camparison  with 
Mantoux  and  Vollmer,  (Coulter  and  Martin)  390 
HEART 

block,  complete  atrioventricular,  (Albert  and  Glass) 
382 

cardiac  rupture  and  hemopericardium  following  myo- 
cardial infarction,  (Trahan  and  Hertzog)  281 

cardiac  sarcoma,  primary,  case  report,  (Robinson  and 
Cummins)  480 
HEART  DEFECTS,  Congenital 

emergency  and  near  emergency  surgery  in  infants  with 
congenital  heart  disease,  (Morris)  428 


HEART  DEFECTS,  Congenital— Continued 

Failure:  See  Heart  insufficiency 

insufficiency,  oral  diuretics  as  an  adjunct  in  treatment 
of  congestive  failure,  (Leckert  and  others)  93 

Mechanical:  See  Oxygenator  Pump 

HEMORRHAGE:  See  also  under  names  of  diseases,  regions, 
and  organs  affected 

massive  upper  gastrointestinal  bleeding;  clinical  sig- 
nificance of,  (Kossover  and  Kaplan)  144 
HEMOPERICARDIUM 

following  myocardial  infarction  and  cardiac  rupture, 
(Trahan  and  Hertzog)  281 
HEREDITY 

in  diabetes  mellitus,  (McQuown)  409 
HERPES 

simplex,  treatment  with  gamma  globulin,  (Breffeilh) 

502 

HERPE5  Z05TER 

treatment  with  gamma  globulin,  (Breffeilh)  502 
HYPERGLYCEMIA 

diagnosis  of  diabetes  by  postprandial  blood  sugars, 
(McQuown)  409 
HYPERTENSION 

arterial,  treatment  with  rauwolf  ia-flumethiazide 
(Rautrax),  (Flake)  153 

effect  of  guanethidine  sulfate,  (Ziegler  and  others) 

221 

HYPN05IS 

natural  phenomenon,  man's  constitutional  endow- 
ment through  phylogeny,  (Fatter)  521 


I 

INFANTS:  See  also  Children;  under  names  of  specific 
diseases 

heart  disease,  congenital,  emergency  and  near 
emergency  surgery  in,  (Morris)  423 

thoracic  lesions,  requiring  urgent  surgical  care, 
(Ochsner)  511 

INFARCTION:  See  Myocardial  infarction 

INJURIES:  See  Fractures,  Trauma,  and  under  region  or 

structure  affected 

INSULIN 

dosage,  excessive,  and  resistance  in  diabetes,  (Locke) 
414 

use  in  glucose  given  in  acute  renal  insufficiency, 
(Lich  and  Howerton)  1 

INSURANCE 

vendor  payment  plan,  action  of  Louisiana  State  Medi- 
cal Society  House  of  Delegates,  and  on  the  Kerr- 
Mills  bill,  160-E 

INTERTRIGONOUS  AREAS 

tineal  infections,  treatment  with  griseafulvin,  (Jolly) 
240 

INTESTINES 

retroperitoneal  extravasation  of  barium  enema,  re- 
port of  two  cases,  (Clark  and  others)  90 


K 

KEFAUVER-CELLER  BILL 

would  hamper  pharmaceutical  industry,  347-E 

KERR-MILLS  BILL 

House  of  Delegates  of  Louisiana  State  Medical  So- 
ciety, action  on  vendor  payment  plan  and  on  the 
Kerr-Mills  bill,  160-E 

Public  law,  86-778  medical  assistance  for  the  aged, 
33-E 

KIDNEYS:  See  also  Urinary  System 

artificial,  criteria  for  dialysis  in  acute  renal  in- 
sufficiency, (Lich  and  Howerton)  1 
renal  failure,  acute,  in  obstetrical  patients,  (Mule  and 
Stewart)  321 

renal  insufficiency,  (Lich  and  Howerton)  1 
transplantation  in  identical  twins,  (Menville  and  others) 
173 

KNEE-CHEST  POSITION 

postpartal  pneumoperitoneum  following,  (Myers)  52 


L 

LABORATORY 

diagnosis  of  diabetes  mellitus,  (McQuown)  409 
LAWS  AND  LEGISLATION 

Kefauver-Celler  bill  would  hamper  the  pharmaceutical 
industry,  347-E 

Kerr-Mills  Bill,  public  law  86-778,  medical  assistance 
for  the  aged,  33-E 

Kerr-Mills,  House  of  Delegates'  action  on,  and  on 
the  vendor  payment  plan,  160-E 
LEGISLATION;  See  Laws  and  Legislation  above 
LEUKEMIA 

some  clinical  remarks;  case  reports,  (Mack)  100 
LOUISIANA  STATE  BOARD  OF  HEALTH 

part  in  fragmentation  of  community  health  services, 
(Freedman)  264 
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LOUISIANA  STATE  DEPARTMENT  OF  PUBLIC  WELFARE 
part  in  fragmentation  of  community  health  services, 
(Freedman)  264 

LOUISIANA  STATE  MEDICAL  SOCIETY 

House  of  Delegates  action  on  the  vendor  payment 
plan  and  on  the  Kerr-Mills  Bill,  160-E 
officers  for  the  year  elected  at  annual  meeting,  244-E 


M 

MAGNESIUM 

electrolyte  therapy,  little  appreciated  facts  and  oc- 
casional oversights  in,  (Myers)  45 
MEDICAL  CARE:  See  Medical  Service,  Old  Age 

MEDICAL  NEWS 

38,  78,  123,  166,  214,  252,  304,  353,  398,  448,  492,  530 
MEDICAL  SERVICE 

LSMS  House  of  Delegates  action  on  the  vendor  payment 
plan  and  on  the  Kerr-Mills  bill,  160-E 
MEDICINE  AND  THE  LAW 

medicolegal  aspects  of  urinary  tract  injuries,  (Gibson) 
403 

Mental  Health  law  of  Louisiana,  commitment  pro- 
cedures, (Slovenko  and  Super)  463 

need  for  autopsy  in  coroner's  cases  (Sanchez  and 
others)  418 

MEDICOLEGAL:  See  Medicine  and  the  Law  above 

MENTAL  DISORDERS 

commitment  procedures  in  Louisiana,  (Slovenko  and 
Super)  463 
DR.  LEON  MENVILLE 

Memorial  lecture  1961,  some  newer  electronic  develop- 
ments in  diagnostic  radiology,  (Stauffer)  330 
METALS 

trace,  properties,  toxic  effects,  and  importance  of 
chelating  agents  in  dermatology,  (Stewaet)  13 
MUSCLES 

Cramps:  See  Cramps,  Muscle  Relaxants 

Carisoprodol  (Soma)  evaluation  of,  in  physical  medi- 
cine, (Winokur)  83 

uses,  and  safeguards,  (Hansen)  456 
MYOCARDIAL  INFARCTION 

cardiac  rupture  and  hemopericardium  following,  (Tra- 
han and  Hertzog)  281 
MYRINGOTOMY 

probable  need  for  in  otitis  media  in  children,  (Blatt) 
149 


N 

NAILS 

tineal  infections  in  intertriginous  areas,  therapy  with 
griseofulvin,  (Jolly)  240 
NASAL:  See  Nose 

NEOPLASMS:  See  Cancer;  Sarcoma;  Tumors;  under  region 
or  organ  affected 
NERVES 

Nervous  woman,  (Jones)  287 
NEUROPATHY 

diabetic,  (Paddison  and  Thornhill)  359 
diabetic,  manifestations,  recognition,  and  causes,  445-E 
NOSE 

nasal  dysfunction  in  children,  surgical  correction, 
(Riggs)  257 

NOSEBLEED:  See  epistaxis 


O 


OBSTETRICS 

diuretics,  newer,  evaluation,  (Zuspan)  314 
renal  failure,  acute,  in  obstetrical  patients,  (Mule  and 
Stewart)  321 

OCULAR:  See  Eyes,  Vision 

OLD  AGE 

medical  assistance  for  the  aged  in  public  law  86-778, 
33-E 

vertigo,  causes  of,  in  the  geriatric  patient,  (Snydacker) 
217 

OPERATION:  See  Surgery;  under  names  of  specific  or- 

gan and  disease 


ORGANIZED  MEDICINE 

community  health  services  directed  by  nonmedical 
agencies,  threat  to  organized  medicine,  301 -E 
dangers  to,  from  fragmentation  of  community  health 
services  in  Louisiana,  (Freedman)  264 


OTITIS  MEDIA 

acute  suppurative,  in  children,  use  of  sulfa  and  anti- 
biotics, probable  need  for  myringotomy,  (Blatt)  149 
OTOSCLEROSIS 

surgical  treatment,  (Zoller)  507 


OXYGENATOR  PUMP  (mechanical  heart) 

in  emergency  and  near  emergency  surgery  in  infants 
with  congenital  heart  disease,  (Morris)  423 


ORGANIZATION  SECTION 

American  Medical  Association,  dues  increase,  37 
Annual  Meeting  in  New  York,  June  25-30,  164 
partial  report  on  actions  of  House  of  Delegates,  349 
special  meeting  AMA,  March  18,  to  discuss  health 
care,  164 

Summary  Report  on  actions  House  of  Delegates,  AMA, 
527 

Chiropractors  rehearing  by  Court  of  Appeals  of  suit 
to  declare  Medical  Practice  Act  unconstitutional,  77 
Chiropractors,  Louisiana  Supreme  Court  rules  against, 
121 

Dues,  State  and  AMA  for  1962,  now  payable,  S30 
doctor  diplomats,  AMA  recruitment  for  emergency 
service  in  foreign  mission  field,  491 
health  insurance,  a look  ahead  for,  120 
insurance,  voluntary,  a need  for  mutual  understand- 
ing, 121 

Kerr-Mills  bill.  Governor  Davis  to  sponsor,  213 
Legislation,  information  re  Forand  type  bill,  76 
Legislation,  Kerr-Mills  law  merits  public  support,  76 
Legislation,  resolution  introduced  by  Louisiana  House 
and  House  concurrent  to  express  appreciation  for 
first  aid  station  during  meeting  of  legislature,  303 
Legislation,  why  medicine  is  opposed  to  Forand  type, 
76 

Louisiana  State  Medical  Society 

abstracted  minutes  of  meeting.  House  of  Delegates, 
May  1961,  246 

odditional  committee  chairmen  since  list  of  August 
1960,  37 

annual  meeting,  1962,  committees,  490 
annual  meeting  to  be  held,  Roosevelt  Hotel,  May 
8-10,  164 

chairmen  scientific  sections,  annual  meeting  1961,  37 
chairmen  committees,  1961-62,  447 
House  of  Delegates,  special  meeting  re  Kerr-Mills 
bill,  163 

Leckert,  Dr.  Edmund  Lawrence,  honored  by  LSMS  by 
presentation  of  plaque,  395 

Owens,  Dr.  O.  B.  president  for  past  year,  biography, 
162 

report  of  the  president,  a year  of  challenge  and 
crucial  decision,  (Dr.  O.  B.  Owens)  212 
statement  of  Dr.  P.  H.  Jones  in  opposition  to  HR 

4222,  396 

malpractice,  growth  of  suits  in  U.S.,  35 
Medical  Assistants  in  Louisiana,  seeking  more  mem- 
bers and  more  chapters,  endorsement  by  Dr.  Cole, 
491 

Medicare  manual  no  longer  available  to  physicians 
of  Louisiana,  530 

national  election,  win  or  lose,  must  preserve  united 
front  against  socialized  medicine,  36 
press  award  nominations  due,  164 
Rural  Health,  Third  National  conference,  report,  121 
Social  Security,  Louisiana  trade,  business  groups  op- 
pose expansion  of,  213 

Tags,  medical  warning,  approved  by  Orleans  Parish 
Medical  Society,  36 

Louisiana  inheritance  and  estate,  brochure  on,  121 
Women  serve  the  public,  529 


P 

PARALYSIS 

vertigo  following  disturbances  of  central  nervous  sys- 
tem, (Snydacker)  217 
PARASITES 

sarcosporidiosis  in  ducks,  (Rainier  and  Newman)  224 
PAROTID  GLAND 

influence  of  salivary  gland  disease  upon,  (Blatt)  60 
PATCH  TEST 

in  tuberculosis  case  finding,  (Coulter  and  others)  339 
PERFORATION:  See  Bile  duct;  Intestines 

PERITONEUM 

Chylo,  acute  idiopathic,  (Wren,  Lucas)  69 
PERNICIOUS  ANEMIA 

review  of  the  method  and  the  results  of  the  Schilling 
tests  for,  (Stevens)  386 
PHARMACEUTICAL  MANUFACTURERS 

Kefauver-Celler  Bill  would  hamper  the  pharmaceutical 
industry,  347-E 
PHYSICAL  MEDICINE 

evaluation  of  a new  muscle  relaxant  in  the  practice 
of,  (Winokur)  83 
PHYSICIANS 

practicing,  urologic  diagnosis  in  general  practice, 
(Gibson)  307 
PLACEBO 

psychiatric  effects  of,  (Samuels  and  Edisen)  114 
PLEURA 

contamination  of,  in  pneumonia  in  children  requires 
surgical  treatment,  (Acree)  9 
PNEUMONIA 

in  children,  surgical  treatment  of  pulmonary  complica- 
tions, (Acree)  9 
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PNEUMOPERITONEUM 

postpartal,  caused  by  knee-chest  position,  52 
POLIOMYELITIS 

status  of  vaccination,  use  of  Salk  vaccine  until  oral 
is  ready,  393-E 
POLITICS 

Benjamin  Franklin  on,  74-E 
POLLENS 

seasonal  inhalant  asthma,  (Wilhelm);  184 
survey  in  Baton  Rouge  area,  (Harris,  Madey)  22 
POSTPARTUM:  See  Puerperium 

POTASSIUM 

hyperpotassemia,  fatal  complication  in  ocute  renal 
insufficiency,  (Lich  and  Howerton)  V 
little  appreciated  facts  and  occasional  oversights  in 
electrolyte  therapy,  (Myers)  45 
PROSTATECTOMY 

progress  in,  (Gibson)  Dec. 

PSYCHIATRY 

dynamic,  impact  of,  in  Louisiana,  (Adatto)  204 
placebo,  psychiatric  effects  on  100  psychotic  and  neu- 
rotic patients,  (Samuels  and  Edisen)  114 
PSYCHOANALYSIS 

growth  in  Louisiana,  (Adatto)  204 
PSYCHOLOGY 

risks  of  new  psychotropic  drugs,  (Arneson)  374 
PSYCHOLOGY,  INDUSTRIAL 
nervous  woman,  (Jones)  287 
PUERPERIUM 

postpartal  pneumoperitoneum,  caused  by  knee-chest 
position,  (Worley)  52 
PULMONARY:  See  Lungs 


Q 


QUACKERY 

First  National  Congress  on,  Oct.  6 and  7, 


488-E 


R 

RADIATION 

hazards  in  diagnostic  radiology,  210-E 
normal  amount  present  from  sun,  etc.,  525-E 
RADIOACTIVE  FALLOUT 

medical  attitude  toward,  525-E 
RADIOLOGICAL:  See  Roentgen  roys 
RAUTRAX:  See  Rauwolfia  serpentina 
RAUWOLFIA  SERPENTINA 

f lumethiazide  (Rautrax)  clinical  experience  in  treat- 
ment of  arterial  hypertension,  (Flake)  153 
infections,  upper  tract,  treatment  with  oxytetracycline, 
rected,  (Ranier  and  Newman)  224 
RENAL:  See  Kidneys 

RESPIRATORY  SYSTEM:  See  also  Bronchus;  Lungs 

injections,  upper  tract,  treatment  with  oxytetracycline, 
(Jacques  and  Fuchs)  200 
RINGWORM 

therapy  with  griseofulvin,  (Black)  235 
ROENTGEN  RAYS 

diagnosis,  abdominal  masses  in  children,  (Nice)  129 
diagnostic,  radiation  hazards,  210-E 
ROENTGENOLOGY:  See  Roentgen  Rays,  diagnosis 
RUPTURE 

cardiac,  and  hemoperitoneum,  following  myocardial 
infarction,  (Trahan  and  Hertzog)  281 


S 

SALICYLATES 

in  massive  upper  gastrointestinal  bleeding,  clinical 
significance,  (Kossover  and  Kaplan)  144 
SALIVARY  GLANDS 

diseases  about  the  major  glands,  differential  diagno- 
sis, (Blatt)  60 

SALK  VACCINE:  See  Poliomyelitis 
SARCOMA 

cardiac,  primary,  case  report,  (Kapsinow)  480 
SARCOSPORIDIOSIS 

popular  misconceptions  of  occurrence  in  ducks  cor- 
rected (Ranier  and  Newman)  224 
SCHILLING  TEST 

method  and  results  for  pernicious  anemia,  (Stevens) 
386 

SHOULDER 

acromion  resection  for  persistent  painful  shoulder, 
(Rose)  451 

SKIN:  See  also  Dermatology 

reactions,  phototoxic  and  photoallergic,  resulting  from 
modern  drug  therapy,  (Kennedy  and  others)  365 


SMEARS 

cytology,  community  program  in  Baton  Rouge,  (Griffon 
ond  Dougherty)  176 
SODIUM 

little  appreciated  facts  and  occasional  oversights  in 
electrolyte  therapy,  (Myers)  45 
SOMA:  See  Carisoprodol 
SOUTHERN  SOCIETY  OF  ANATOMISTS 

First  Annual  Meeting,  Tulane  University,  Nov.  3-4, 
1961,  abstracts  of  papers,  441  and  486 
SPINE 

acute  low  back  conditions  and  cervical,  muscle  re- 
laxant in  treatment,  (Winokur)  83 
STAPEDECTOMY 

with  vein  graft,  (Zoller)  507 
STAPHYLOCOCCUS 

in  pneumonia,  contamination  of  pleura,  surgical  treat- 
ment, (Acree)  9 

STEROIDS:  See  also  Corticotropin;  under  names  of  spe- 

cific steroids 

use  in  acute  adrenal  insufficiency,  (Lich  and  Hower- 
ton) 1 

STRABISMUS 

surgical  correction,  (Gray)  335 
SUNLIGHT 

skin  reactions,  phototoxic  and  photoallergic,  resulting 
from  modern  drug  therapy,  (Kennedy  and  others) 
365 

SURGERY:  See  also  under  specific  diseases,  organs,  and 
operations 

acromion  resection  for  persistent  painful  shoulder, 
(Rose)  451 

heart  block,  treatment  in  a patient  in  need  of  surgery, 
(Albert  and  Glass)  382 

in  infants  with  congenital  heart  disease,  (Morris)  423 
homorenaltransplantation  between  identical  twins, 
(Menville  and  others)  173 
muscle  relaxants,  use  in,  (Hansen)  456 
strabismus,  correction  of,  (Gray)  335 

thoracic  lesions  in  infants  requiring  urgent  surgical 
care,  (Ochsner)  571 
treatment  for  deafness,  (Zoller)  Dec. 
treatment  of  pulmonary  complications  in  children, 
(Acree)  9 
SYNCOPE 

tussive,  not  complete  loss  of  consciousness,  no  sym- 
ptoms of  epilepsy,  (Peters)  6 


T 

TEETH 

importance  of  dental  health  service,  (Bass)  157 
THERAPY 

chelating  agents  in  dermatologic  disorders,  (Stewart)  9 
congestive  heart  failure,  oral  diuretics  as  an  adjunct 
in  treatment,  (Leckert  and  others)  93 
electrolyte,  little  appreciated  facts  and  occasional  over- 
sights in,  (Myers)  45 
THORAX 

lesions  in  infants  requiring  urgent  surgical  care, 
(Ochsner)  51 1 
TINEA:  See  Ringworm 

TRANQUILIZING  DRUGS:  See  also  under  name  of  specific 
drugs 

fluphenczine,  (prolixin),  a new  phenothiazine  drug, 
clinical  experience  with,  (Kossover  and  Goldman) 
516 

risks  of  new  psychotropic  drugs,  (Arneson)  372 
TRAUMA:  See  also  Injuries;  under  name  of  specific 

disease  and  or  organ,  region,  or  structure  affected 
in  infants,  requiring  surgery,  (Ochsner)  Dec. 
urinary  tract,  (Gibson)  403 

cause  of  most  nasal  deformity  in  children,  (Riggs) 
257 

severance  of  common  bile  duct  due  to  external  blunt 
trouma,  (Stewart)  377 
TRICHINOSIS 

in  a Central  Louisiana  community,  (Caraway  and 
Uhrich)  295 

scientific  homespun  diagnosis,  (Culpepper)  300 
TUBERCULOSES  OF  LUNG 

application  of  Patch  test  in  case  finding,  (Coulter  and 
others)  339 

Heaf  type  multiple  puncture  test;  comparison  with 
Mantoux  and  Vollmer  in  case  finding,  (Coulter  and 
Martin)  390 

therapy,  adrenocortoids  (Coulter)  134 
TUMORS:  See  also  under  names  of  specific  organs  and 

types  of  tumors 

cardiac  sarcoma,  primary,  case  report,  (Robinson  ond 
Cummins)  480 

of  salivary  gland,  (Blatt)  60 

abdominal  masses  in  children,  roentgen  diagnosis  of, 
(Nice)  129 
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UNCONSCIOUSNESS:  See  also  Syncope 

tussive,  report  of  Sth  cose  in  literature,  (Peters)  6 
URINARY  SYSTEM:  See  also  Kidneys 

injuries  to,  (Gibson)  403 

obstruction  caused  by  prostatic  disease,  care  of,  (Gib- 
son) 49S 

symptoms,  in  acute  renal  failure  in  Obstetrical  pa- 
tients, (Mule  and  Stevrart)  321 
UROLOGY 

diagnosis  in  general  practice,  (Gibson)  307 
UTERUS 

community  cytology  program  in  Baton  Rouge,  (Grif- 
fon and  Dougherty)  176 
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VERTIGO 

Ocular  causes,  in  the  geriatric  patient,  (Snydacker)  217 
VIRUS 

producing  cancer  (Kapsinow)  475 


WOMAN 

nervous. 
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in  industry  and  the  home,  (Jones)  287 
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X-RAYS:  See  Roentgen  Roys 


AUTHOR  INDEX 


A 

Acree,  Page  W.,  9 
Adatto,  Carl  P.,  204 
Albert,  Harold  M.,  382 
Arneson,  Genevieve  A.,  372 

B 

Bass,  Charles  C.,  157 
Black,  Charles  I.,  235 
Blatt,  Irving  M.,  60,149 
Block,  Ted,  72 

Breffeilh,  Louis  Andren,  502 
Brooks,  A.  L.,  432 
Bruce,  John  M.,  339 

C 

Caraway,  Charles  T.,  295 
Chetta,  Nicholas  J.,  418 
Coulter,  Wm.  W.,  Jr.,  1 34  339,  390 
Crane,  E.,  292 
Creech,  Oscar,  Jr.,  173 
Culpepper,  Albert  L.,  300 
Cummins,  Sam  D.,  480 

D 

Davis,  Frank  H.,  227 
Dougherty,  Cary  M.,  176 
Dupuy,  H.  J.,  221 

F 

Fatter,  Esmond  A.,  521 
Flake,  Ernest  B.,  153 
Freedman,  Ben.,  264 
Friedman,  Lorraine,  231 
Fuchs,  Val  H.,  200 


G 

Gibson,  Thomas  E.< 

Glass,  B.  A.,  382 
Goldman,  Allan  M.,  516 
Gray,  Leon  F.,  335 
Griffon,  J.  P.,  176 

H 

Hagen,  Werner  J.,  439 
Hansen,  Robert  H.,  456 
Harris,  Francis  M.,  22 
Henington,  V.  Medd,  242,  365 
Hertog,  Ambrose  J.,  281 
Howerton,  Lonnie  W.,  1 


Isaacson,  J.  E.,  Jr.,  16 
J 

Jacques,  Armand  A.,  200 
Jolly,  Henry  W.,  Jr.,  240 
Jones,  Thomas  T.,  180,  287 

K 

Kaplan,  Murrel,  144 
Kapsinow,  Robert,  475 
Kennedy,  C.  Barrett,  242,365 
Kossover,  Meivyn  F.,  1 44,  516 

L 

Lich,  Robert,  Jr.,  1 
Leckert,  John  T.,  345 
Locke,  William,  414 
Lucas,  John,  69 


Me 

McQuown,  Albert  L.,  409 


M 

Madey,  Stephen  L.,  22 
Martin,  Murphy  P.,  339  390 
Medina,  Ignacio,  Jr.,  418 
Menville,  John  G.,  173 
Morris,  Clifton  T.,  Jr.,  423 
Mule,  James  G.,  321 
Myers,  M.  Bert,  45 


N 

Newman,  P.  P„  224 
Nice,  Charles  M.,  Jr.,  129 


O 

O'Quinn,  Silas,  365 
Ochsner,  John  L.,  51 1 


P 

Paddison,  Richard  M.,  359 
Perrett,  William  J.,  242,  365 
Peters,  Johan  T«,  6 
Pratt,  Albert  M.,  11,173 


R 

Ranier,  Andrew,  224 
Riggs,  Ralph  H.,  257 
Robinson,  E.  B.,  480 
Rosenthal,  J.  William,  72 


S 

Salvaggio,  J.,  292 
Sanchez,  Raphael  C.,  418 
Schlegel,  Jorgen  U.,  173 
Signorelli,  J.  J.,  221 
Slovenko,  Ralph,  463 
Snydacker,  Daniel,  217 
St.  Martin,  M.  E.,  56 
Stauffer,  Herbert  M.,  330 
Stevens,  Lehrue,  Jr.,  386 
Stewart,  Adrien  Aitkins,  13 
Stewart,  Charles  H.,  321 
Stewart,  James  H.,  377 
Super,  William  C.,  463 

T 

Thornhill,  Edward,  359 
Tilley,  Joe  C.,  365 
Trahan,  Evariste  J.,  281 

U 

Uhrich,  Edward  C.,  295 


W 

Wilhelm,  Rudolf  E.,  184 
Welborn,  Samuel  G.,  276 
Worley,  John  A.,  52 
Wren,  Herbert,  69 

Z 

Ziegler,  R.  W.,  221 
Zoller,  Harry,  507 
Zuspan,  Frederick  P.,  314 


307,  403,  495 


The  Journal  of  the  Ix)ui!5iana  State  MEOirAi,  Society 


Copyright  1961  by 
uisiana  State  Medical  Society. 
.00  per  arjnum,  35c  per  copy 


Published  monthly  by 
The  Journal  of  the  Louisiana  State 
Medical  Society,  Inc. 

1430  Tulane  Ave.,  New  Orleans  12 


Acute  Renal  Insufficiency 

Robert  Lich,  Jr.,  M.  D.,  and  Lonnie  W. 
Howerton,  M.  D.,  Louisville,  Kentucky 


Tussive  Unconsciousness  

Johan  T.  Peters,  M.  D.,  Sodus,  N.  Y. 


The  Surgical  Treatment  of  Pulmonary 
Complications  of  Pneumonia  in  Chil- 
dren   

Page  W.  Acree,  M.  D.,  Baton  Rouge 


The  Role  of  Chelating  Agents  in  Der- 
matology   13 

Adrien  Aitkens  Stewart,  M.  D.,  Lafayette 


Contents 


A Pollen  Survey  in  the  Baton  Rouge 
Area  22 

Francis  M.  Harris,  Jr.,  M.  D.,  and  Stephen 
L.  Madey,  M.D.,  Baton  Rouge 


Editorial 


33 


\V^  f* 

Organization  Section  35', 

Medical  News  Section  38 


Book  Reviews 


Index  to  Advertisers 


ANNUAL  MEETING-MAY  8-10,  1961-NEW  ORLEANS 


now 

Pitlvules® 

Ilosone" 

. . . in  a more  acid-stable  form  ...  for  gre^tfMberapeutic  activity 

• more  antibiotic  available  for  absorption 

• new  prescribing  convenience 

• same  unsurpassed  safety 


Pulvules  • Suspension  • Drops 


llosone^  (propionyl  erythromycin  ester  lauryl  sulfate.  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6.  INDIANA,  U.S.A. 


ICAL  SOCIETY 


ORLEANS  MEDICAL  and  SURGICAL  JOURNAL 

L .ORGAN  or  THE  LOUISIANA  STATE  MEDICAL  SOCIETY 


Second  Class  M,iil  Privileges  .\ntliorized  at  New  Orleans,  I.onisiana 


Announcing 

The  Twenty-Fourth  Annual  Meeting 
of 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

Conference  Headquarters  — Roosevelt  Hotel 
MARCH  6,  7,  8,  9,  1961 


GUEST  SPEAKERS 


Arthur  S.  Keats,  M.  D.,  Houston,  Tex. 

Anesthesiology 

Robert  R.  Kierland,  M.  D.,  Rochester,  Minn.  Leon  L.  Wiltse,  M.  D.,  Long  Beach,  Calif. 


Daniel  Snydacker,  M.  D.,  Chicago,  111. 
Ophthalmology 


Orthopedic  Surgery 

Sam  E.  Roberts,  M.  D.,  Kansas  City,  Mo. 
Otolaryngology 

S.  E.  Gould,  M.  D.,  Eloise,  Micb. 

Pathology 

Stuart  S.  Stevenson,  M.D.,  Jersey  City,  N.  J. 
Pediatrics 

Harry  E.  Bacon,  M.  D.,  Philadelphia,  Pa. 
Proctology 

Albert  Jutras,  M.D.,  Montreal,  Quebec,  Can. 
Radiology 

Herman  J.  Moersch,  M.  D.,  Rochester,  Minn.  j q Coffey,  M.  D.,  Wash.,  D.  C. 


Dermatology 

Frank  B.  McGlone,  M.  D.,  Denver,  Colo. 
Gastroenterology 

Thomas  T.  Jones,  M.  D.,  Durham,  N.  C. 
General  Practice 

John  C.  Ullery,  M.  D.,  Columbus,  Ohio 
Gynecology 

Walter  Lyon  Bloom,  M.  D.,  Atlanta,  Ga. 
Internal  Medicine 


Internal  Medicine 

William  A.  Sodeman,  M.  D.,  Phila.,  Pa. 
Internal  Medicine 

Jack  A.  Pritchard,  M.  D.,  Dallas,  Tex. 
Obstetrics 


Surgery 

Harwell  Wilson,  M.  D.,  Memphis,  Tenn. 
Surgery 

Thomas  E.  Gibson,  M.D.,  San  Francisco,  Cal. 
Urology 


Lectures,  symposia,  clinicopatbologic  conferences,  round-table  luncheons, 
medical  motion  pictures,  scientific  exhibits  and  technical  exhibits. 

Acceptable  for  a maximum  of  twenty-eight  and  one-half  (28%)  hours  Category  I 
postgraduate  education  by  the  American  Academy  of  General  Practice. 

(All-inclusive  registration  fee  — $20.00) 

THE  CLINICAL  TOUR  TO  THE  ORIENT  VISITING  HAWAII,  THE  PHILIPPINES, 

HONG  KONG  AND  JAPAN 

Leaving  March  10  via  air  and  returning  March  30,  1961 
(Optional  extensions  may  be  arranged) 

For  information  concerning  the  Assembly  meeting  and  the  tour  write 
Secretary,  Room  103,  1430  Tulane  Avenue,  New  Orleans  12,  La. 


Louisiana  State  Board  of  Health 


W.  J.  REIN,  M.D. 
President 


I)  K 1 IN  K 


Kvery  BoUle  Sterilized 


Prescription  Headqucaters  Since  1905 


A Symbol 
to  Support . . . 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St,  Chicago  10,  III, 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

147  South  Liberty  St. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 


January,  1961 — Vol.  11.3,  No.  1 


1 


extraordinarily  effective  diuretic.”' 

Efficacy  and  expanding  clinical  use  are  making  Naturetin  the 
diuretic  of  choice  in  edema  and  hypertension.  It  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.^  More  potent  than  other  diuretics, 

Naturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 

Naturetin  Naturetin^K  & 

Squibb  Benzydrofiumethtazide  Souibb  Berzydroliumethtazide  with  Potassium  Chloride 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide  and  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 
References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.: 
Monographs  on  Therapy  5:60  (Feb.)  1960.  2.  Ford,  R.  V.:  Current 
Therap.  Res.  2:92  (Mar.)  1960. 


'•«ru*cri«'X  4 Mw>M  t«AMw*aa 
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THK  .lOl'RNAI,  OF  TIIK  Lori.SIANA  STATK  MkDK'AL  SoCIKTY 


Illustrative 
case  summary 
from  the  files  of 
•istol  Laboratories’ 
‘dical  Department 


ACUTE  BRONCHITIS 


SYNCILLIN 
250  mg.  t.i.d. 


H.F.  45-year-old  white  female.  First  -seen  on 
Aug.  24,  1959  with  acute  bronchitis  of  3 days' 
duration.  Culture  of  the  sputum  revealed  alpha 
hemolytic  streptococci.  A 250  mg.  SYNCILLIN 
tablet  was  administered  3 times  daily.  Another 
sputum  culture  taken  on  Aug.  27  showed  no  growth. 
On  Aug.  30,  the  patient  appeared  much  improved 
and  SYNCILLIN  was  discontinued.* 

Recovery  uneventful. 


THE  ORIGINAL  phenethicillin 


SYNCILUN 


(phenoxyethyl  penicillin  potassium) 

FIRST  SYNTHESIZED  AND  MADE  AVAILABLE  BY  BRISTOL  LABORATORIES 


A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital : 
Syncillin  Tablets  - 250  mg.  (400,000  units) . . . Syncillin  Tablets  - 125  mg.  (200,000  units) 

Syncillin  for  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 
Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

* Streptococcal  infections  should  be  treated  for  at  least  10  days  to  prevent  the  development  of  rheumatic  fever 
and  as  prophylaxis  against  bacterial  endocarditis  in  susceptible  patients. 


Complete  information  on  indications, 
dosage  and  precautions  is  included  in  the 
circular  accompanying  each  package. 


BRISTOL  LABORATORIES,  Div.  of  Bristol-Myers  Go.,  SYRACUSE.  N.Y. 
/ 


CHLOROMYCETIN 

chloramplioiiicol,  Parke-Da\  is 
“Resistance  to  chloramphenicol  was  surprisingly  infre- 
quent (0-5%)”  among  strains  of  staphylococci  isolated 
from  outpatients  over  a 5-year  period.  It  was  impressive 
to  note  that  less  than  6%  of  310  strains  isolated  from 
patients  treated  in  the  emergency  room  were  resistant  to 
CHLOROMYCETIN.  Moreover,  it  would  appear  “...that 
chloramphenicol-resistant  staphylococci  disappear 
more  readily  after  leaving  the  hospital  environment.”^ 
Goslings  and  Biichli-  report  that  “. . .resistance  was  lost 
entirely  after  3 months . . .”  in  the  small  percentage  of 
patients  who  carried  staphylococcal  strains  resistant  to 
CHLOROMYCETIN.  Numerous  other  investigators  con- 
cur in  the  observation  that  staphylococcal  resistance  to 
CHLOROMYCETIN  is  of  a low  order.^'® 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  avail- 
able in  various  forms,  including  Kapseals®  of  250  mg.,  in 
bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  be- 
cause certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for 
minor  infections.  Furthermore,  as  with  certain  other  drugs, 
ade(juate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 

Bcfcrcnccs:  (1)  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.;  J.A.M.A. 
173:475.  1960.  (2)  Goslings.  W.  R.  O.,  & Biichli,  K.:  Arch.  hit.  Med. 
102:691.  1958.  (3)  Goodier.  T.  E.  W..  & Parry.  W.  R.:  Lancet  1:356,  1959. 
(4)  Fisher,  M.  W.;  Arch.  hit.  Med.  105:413,  1960.  (5)  Petersdorf,  R.  G., 
et  al.:  Arch.  hit.  Med.  105:398,  1960.  (6)  Glas,  W.  W.,  in  Symposium  on 
Antibacterial  Therapy.  Michigan  & Wayne  County  Acad.  Gen.  Pract., 
Detroit,  September  12.  19.59,  p.  7.  (7)  Modarress,  Y.;  Ryan,  R.  J.,  & 
Francis,  Sr.  C.  E:  /.  M.  Soc.  New  Jersey  57:168.  1960.  (8)  Rebhan,  A.  W., 
& Edwards,  H.  E.:  Canad.  M.  A.  J.  82:513,  1960. 

IN  VITRO  SENSITIVITY  OF  COAGULASE- POSITIVE 
STAPHYLOCOCCI  TO  CHLOROMYCETIN 
FROM  1955  TO  1959* 


These  sensitivity  tests  were  done  by  the  disc  method  on  310  strains  of 
coagulase-positive  staphylococci.  Strains  were  isolated  from  patients  seen 
in  the  emergency  room.  It  should  be  noted  that  among  inpatients,  resistant 
strains  were  considerably  more  prevalent. 

•Adapted  from  Bauer,  Perry,  & Kirby*  lOtto 


PARKE-DAVIS 


PARKE.  OAVIS  & COMPANY  • DETROIT  3?  MICHIGAN 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

FEBRUARY  28,  MARCH  1,  2 and  3,  1961 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on  sub- 
jects of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saying 

Technical  Exhibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and 
make  your  reservations  at  the  Palmer  House. 


Browne-McHardy  Clinics 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
New  Orleans  15,  La. 
TWinbrook  9-2376 

INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  M.  D. 
John  T,  Leckert,  M.  D. 

G.  Gordon  McHardy,  M.  D. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D. 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T.  Williams,  M.  D. 

DERMATOLOGY 

William  Burroughs,  M.  D. 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D. 


GRAVIER  ST.  DIVISION 
630  Gravier  St. 

New  Orleans  12,  La. 
524-1605 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 

GENERAL  SURGERY 

Claude  C.  Craighead,  M.  D. 
Raul  G.  Reyes,  M.  D. 

OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  Ayerst,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabezies,  M.  D. 

INDUSTRIAL  MEDICINE 
Ralph  J.  McDonough,  M.  D. 

INDUSTRIAL  SURGERY 
Irby  J.  Hurst,  M.  D. 


VETERANS  HIGHWAY  DIVISION 
8601  Veterans  Memorial  Hwy. 
Metairie,  La. 

VErnon  3-7341 


PEDIATRICS 

Robert  J.  Maraist,  M.  D. 

Bettina  C.  Hilman,  M.  D. 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 
Diabetics 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 
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against  gram-positive  organisms.  In  this  it  comes 
close  to  being  a “specific”  for  coccal  infections  — 
which  means  it  is  delivering  a high  degree  of  activity 
against  the  majority  of  common  infection-producing 
bacteria. 


re 


you  CM  r presen 
effective  antibiotic  than 

ERYTHROCIN 


Erythromycin,  Abbott 


How  much  “spectrum”  do  you  need  in  treating  an 
infection?  Clearly,  you  want  an  antibiotic  that  will 
show  the  greatest  activity  against  the  offending  or- 
ganism, and  the  least  activity  against  non-patho- 
genic  gastro-intestinal  flora. 

Weigh  these  criteria— and  make  this  comparison— 
when  treating  your  next  coccal  infection.  Erythrocin 
is  a medium-spectrum  antibiotic,  notably  effective 


And  against  many  of  the  troublesome  “staph”  strains 
—a  group  which  shows  increasing  resistance  to  peni- 
cillin and  certain  other  antibiotics— Erythrocin  con- 
tinues to  provide  bactericidal  activity.  Yet,  as  potent 
as  Erythrocin  is,  it  rarely  has  a disturbing  effect  on 
normal  gastro-intestinal  flora.  Comes  in  easy-to- 
swallow  Filmtabs'-  , 100  and  250  mg. 

Usual  adult  dose  is  250  mg.  every  six 
hours.  Children,  in  proportion  to  age 
and  weight.  Won’t  you  try  Erythrocin? 

©Filmtab— Film-sealed  tablets,  Abbott. 


ABBOTT 


011297 


In  over  five  vears 


Proven 


in  more  than  750  published  clinical  studies 


Effective 


for  relief  of  anxiety  and  tension 


Outstandingly  Safe 


1 

2 

3 

4 


simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

does  not  produce  ataxia,  change  in  appetite  or  lilrido 

does  not  produce  depression,  Parkinson-like  sym])toms, 
jaundice  or  agranulocytosis 


docs  not  imj)air  mental  efficiency  or  normal  behavior 


Milt  own 

mcprobiimjtp  (Wallacp) 

UxunI  (lo'ingr:  One  or  two  100  iiig.  laOlcIs  t.i.d. 

Sul>j)lir(l:  100  ni(>.  suiicd  taOk’U, '_’()()  m(;.  siij>ai  coaled  lalilcls. 

Also  as  MM’Koi  Alls*  — loo  nig,  iiinnarltcd , coaled  lalilels;  and 
a.s  Ml  I'Kosi’AN*—  100  nig.  and  UOO  nig.  cuiiliiiuaus  release  cap.siilcs. 

'WALLACE  LABORA  LORIES  / Craiibury,  N.  J. 


For  neuralgias,  dysmenorrhea,  upper  respiratory 
dist  ress,  postsurgical  conditions ...  new  compound 
kills  pain,  stops  tension,  reduces  fever— gives  more 
complete  relief  than  other  analgesics. 


Soma  Compound  is  an  entirely  new,  totally  dif- 
ferent analgesic  combination  that  contains  three 
drugs.  First,  Soma:  a new  type  of  analgesic  that 
has  proved  to  be  highly  effective  in  relieving 
both  pain  and  tension.*  Second,  phenacctin: 
a “standard”  analgesic  and  antipyretic.  Third, 


caffeine:  a safe,  mild  stimulant  for  elevation  of 
mood.  As  a result,  the  patient  gets  more  complete 
relief  than  he  does  with  other  analgesics. 

Soma  Corhpound  is  nonnarcotic  and  nonad- 
dicting. It  reduces  pain  perception  without  im- 
pairing the  natural  defense  reflexes.* 


NEW  NONNARCOTIC  ANALGESIC 


soma"  (]Jompound 


Composition:  Soma  (carisoprodol),  200  mg.; 
phenacctin,  160  mg,;  caffeine,  32  mg. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  apricot-colored, 
scored  tablets. 


NEW  FOR  MORE  SEVERE  PAIN 

soma^  Qompound+ codeine 

BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Compound  boosts 
the  effectiveness  of  codeine.  Therefore,  only  14  grain  of  codeine  phosphate 
is  supplied  to  relieve  the  more  severe  pain  that  usually  requires  Vi  grain. 

Composition:  Same  as  Soma  Compound  plus  14  grain  codeine  phosphate. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  white,  lozenge-shaped  tablets;  subject  to  Federal  Narcotics  Regulations. 


\?/WALLACE  LABORATORIES  • Crsnnbury,  N.  J. 


‘References  available  on  request. 


EFFECTIVE  ANTIHISTAMINE-DECONGESTANT  ACTION 


COVANAMINE 
OPENS., 


ALL  SINUS,  NASAL,  UPPER  RESPIRATORY 


PASSAGES 


COVANAMINE’S  combination  of  two  antihistamines  and  two 
decongestants  — shrinks  swollen  turbinates  — opens  blocked 
ostia  — promotes  drainage  — reestablishes  patency  — in  the 
treatment  of  common  colds,  rhinitis,  sinusitis,  nasal  allergies 
and  post  nasal  drip. 

Constant  therapeutic  levels  are  maintained  by  COVANAMINE’S 
Sustained  Action  Tablets  which  meter  out  the  active  ingredi- 
ents . . . with  minimal  side  effects,  less  drowsiness. 


COVANAMINE 


(TM) 


Sustained  Action  Tablets 


Also  available  as  Black  Cherry  Flavored  COVANAMINE 
LIQUID;  COVANAMINE  EXPECTORANT  provides  the  liquid 
formula  plus  glyceryl  guaiacolate. 


Each  Sustained  Action  (continuous  release)  COVANAMINE  tablet  contains: 
phenylephrine  HCI  15  mg.,  phenylpropanolamine  HCI  25  mg..  Chlorpheniramine 
maleate  4 mg.,  and  pyrilamine  maleate  25  mg. 

COVANAMINE  LIQUID  provides  Vi  the  tablet  formula  in  each  5 ml.  teaspoon. 
COVANAMINE  EXPECTORANT  provides  the  liquid  formula  plus  glyceryl  guaiaco- 
late 100  mg.  per  teaspoon. 

Dosage:  Tablets:  Adults— 1 tablet  (swallowed  without  chewing)  morning,  mid-after- 
noon and  at  bedtime;  Children.  6 to  12  years— W tablet.  Liquid  and  Expectorant; 
Adults— 2 teaspoonfuls  every  four  hours.  Children  6 to  12  years— 1 teaspoonful 
every  four  hours;  1 to  6 years— '/j  teaspoonful  every  four  hours;  under  1 year— 
Vi  teaspoonful  every  four  hours. 


VANPELT  AND  BROWN,  INC.  Richmond,  Virginia 
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salt  goes,  so  goes  edema 


NaClex 


a new  diuretic 
with  an 
unsurpassed 
faculty  for 
salt  excretion 


A basic  principle  of  diuresis  is  that  “increased  urine 
volume  and  loss  of  body  weight  are  proportional  to 
and  the  osmotic  consequences  of  loss  of  ions.”' 

Robins’  new  XaClex  is  a potent,  oral,  non-mercurial 
diuretic  that  helps  reduce  edema  through  the  appli- 
cation of  this  fundamental  principle.  It  limits  the 
reabsorption  of  sodium  and  chloride  in  the  renal 
pro.ximal  tubules  {ivith  a relative  sparing  of  potassium). 
The  body’s  homeostatic  mechanism  responds  by  in- 
creasing the  e.xcretion  of  e.xcess  extracellular  water. 
Thus  the  NaClex-induced  removal  of  salt  leads  to  a 
reduction  of  edema. 

a unique  chemical  structure 

NaClex  (benzthiazide)  is  a new  molecule  which  pro- 
vides a “pronounced  increase  in  diuretic  potency”^ 
over  its  antecedent  sulfonamide  compound.  Com- 
pared tablet  for  tablet  with  current  oral  diuretics,  it 
is  unsurpassed  in  diuretic  potency. 


twofold  value 

NaClex  produces  diuresis,  weight  loss,  and  sympto- 
matic improvement  in  edema  associated  with  various 
conditions.  It  also  has  antihypertensive  properties 
and  may  be  used  alone  in  mild  hypertension  or  with 
other  antihypertensive  drugs  in  severer  cases. 

For  complete  dosage  schedules,  precautions,  or  other  informa- 
tion about  .XaClex,  please  consult  basic  literature,  package 
insert,  or  your  local  Robins  representative,  or  write  to  the 
.1.  H.  Robins  Co.,  Inc. 

Supply:  Yellow,  scored  50  mg.  tablets. 

References:  I.  Pius,  R.  F.,  .Am.  J.  Med.,  24:745,  1958.  2.  Ford, 
R.  V.,  Cur.  Therap.  Res.,  2:51,  I960. 

A.  H.  ROBINS  COMPANY,  INC. 
RICHMOND  20,  VIRGINIA 
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acetylsalicylic  acid  (300  mg.)  and  chlormezanone  (50  mg.) 


prm 

M.  Tablets 


' v:  ^ 

It  '■ 


a broad  spectrum 
non-narcotic  analgesic 


Trancoprin,  a new  analgesic,  not  only  raises  the  pain  perception  threshold 
but,  through  its  chlormezanone  component,  also  relaxes  skeletal  muscle  spasm^  ® 
and  quiets  the  psyche.^-^’®  ’' 

The  effectiveness  of  Trancoprin  has  been  demonstrated  clinically®  in  a 
number  of  patients  with  a wide  variety  of  painful  disorders  ranging  from 
headache,  dysmenorrhea  and  lumbago  to  arthritis  and  sciatica.  In  a series  of 
862  patients,®  Trancoprin  brought  excellent  or  good  relief  of  pain  to  88  per  cent 
of  the  group.  In  another  series,®  Trancoprin  was  administered  in  an  industrial 
dispensary  to  61  patients  with  headache,  bursitis,  neuritis  or  arthritis.  The 
excellent  results  obtained  prompted  the  prediction  that  Trancoprin  . . will 
prove  a valuable  and  safe  drug  for  the  industrial  physician.”® 

Exceptionally  Safe 

No  serious  side  effects  have  been  encountered  with  Trancoprin.  Of  923 
patients  treated  with  Trancoprin,  only  22  (2.4  per  cent)  experienced  any  side 
effects.®’®  In  every  instance,  these  reactions,  which  included  temporary  gastric 
distress,  weakness  or  sedation,  were  mild  and  easily  reversed. 

Indications 

Trancoprin  is  recommended  for  more  comprehensive  control  of  the  pain 
complex  (pain tension —>■  spasm)  in  those  disorders  in  which  tension  and 
spasm  are  complicating  factors,  such  as:  headaches,  including  tension  head- 
aches / premenstrual  tension  and  dysmenorrhea  / low  back  pain,  sciatica, 
lumbago  / musculoskeletal  pain  associated  with  strains  or  sprains,  myositis, 
fibrositis,  bursitis,  trauma,  disc  syndrome  and  myalgia  / arthritis  (rheumatoid 
or  hypertrophic)  / torticollis  / neuralgia. 


The  usual  adult  dosage  is  2 Trancoprin  tablets  three  or  four  times  daily. 
The  dosage  for  children  from  5 to  12  years  of  age  is  1 tablet  three  or  four  times 
daily.  Trancoprin  is  so  well  tolerated  that  it  may  be  taken  on  an  empty  stomach 
for  quickest  effect.  The  relief  of  symptoms  is  apparent  in  from  fifteen  to  thirty 
minutes  after  administration  and  may  last  up  to  six  hours  or  longer. 

How  Supplied 

Each  Trancoprin  tablet  contains  300  mg.  (5  grains)  of  acetylsalicylic  acid 
and  50  mg.  of  chlormezanone  [TrancopaP  brand].  Bottles  of  100  and  1000. 


References:  l.  DeNyse.  D.  L.;  M.  Times  87:1512,  Nov.,  1959.  2.  Ganz.S.  E.:  J.  Indiana  M.  A.  52:1134,  July,  1959. 
3 Gruenberg,  Friedrich:  Current  Therap.  Res.  2:1,  Jan.,  1960.  4.  Kearney,  R.  D.:  Current  Therap.  Res.  2:127,  April, 
1960.  5.  Lichtman,  A.  L.:  Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958.  6.  Mullin,  W.  G.,  and  Epifano,  Leonard:  Am. 
Pract.  & Digest  Treat.  10:1743,  Oct.,  1959.  7.  Shanaphy,  J.  F.:  Current  Therap.  Res.  1:59,  Oct.,  1959.  8.  Collective 
Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  9.  Hergesheimer,  L.  H.:  An  evaluation  of  a muscle 
relaxant  (Trancopal)  alone  and  with  aspirin  (Trancoprin)  in  an  industrial  medical  practice,  to  be  submitted. 


Dosage 


Tablets  / non-narcotic  analgesic 


LABORATORIES , New  York  18,  N.  Y. 


Trancoprin  and  Trancopal  (brand  of  chlormezanone)  trademarks  reg.  U.  S.  Pal.  Off. 


I518M 


in  osteomyelitis 


Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 
in  this  as  in  a wide  variety 
of  bacterial  diseases. 

Supplied:  Capsules,  each 
containing  Panmycin* 

Phosphate  (tetracycline 
phosphate  complex ) , 
equivalent  to  250  mg. 
tetracycline  hydrochloride, 
and  125  rng.  Albamycin,* 
as  novobiocin  sodium,  in 
bottles  of  16  and  100. 

*TrademarK«  Reg.  U.  S.  Pat.  Off. 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


Panalba 


your  broad-spectrum 
antibiotic  of  first  resort 


* 
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an  antibiotic  improvement 

designed  to  provide  \ \ 
greater  therapeutic  effectivenes^ 

\ 


% 


now 

m--m  Pulvules 

Ilosone 

(propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 

in  a more  acid-stable  form 

assure  adequate  absorption  even  when  taken  with  food 


Ilosone  retains  97.3  percent  of  its  antibacterial  activity  after  exposui’e  to  gastric 
juice  (pH  1.1)  for  forty  minutes.  ^ This  means  there  is  more  antibiotic  available 
for  absorption — greater  therapeutic  activity.  Clinically,  too,  Ilosone  has  been 
shown2  3 to  be  decisively  effective  in  a wide  variety  of  bacterial  infections — with 
a reassuring  record  of  safety. ^ 

Usual  dosage  for  adults  and  for  children  over  fifty  pounds  is  250  mg.  every  six 
Supplied  in  125  and  250-mg.  Pulvules  and  in  suspension  and  drops. 

1.  Stephens,  V.  C.,  el  al.:  J.  Am.  Pharm.  A.  (Scient.  Ed.),  48:620,  1959. 

2.  Salitsky,  S.,  el  al.:  Antibiotics  Annual,  p.  893,  1959-1960. 

3.  Reichelderfer,  T.  E.,  el  al.:  Antibiotics  Annual,  p.  899,  1959-1960. 

4.  Kuder,  H.  V.:  Clin.  Pharmacol,  i Therap.,  in  press. 
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Acute  Keiial  IiisiilTicieiiey 

• A thorough  study  on  the  subject  which  is  of  interest  not  only  to  the 
urologist  but  to  all  clinicians. 


HE  treatment  of  acute  renal  insufficen- 
cy,  in  the  past  thirteen  years,  has  made 
great  strides.  There  have  been  established 
certain  basic  therapeutic  fundamentals 
which  demand  emphasis  in  an  effort  to 
erase  the  confusion  that  understandably 
exists  in  the  minds  of  many  physicians. 
The  importance  of  this  subject  is  set  forth 
by  the  following  statement : “there  is  no 
phase  or  speciality  of  medicine  in  which 
this  syndrome  may  not  be  encountered, 
wherefore  a knowledge  of  this  subject  is 
necessary  for  every  practicing  physician.”- 
It  is  the  purpose  of  this  presentation  to 
set  forth  the  logic  supporting  the  present 
day  therapeutic  perspective  of  acute  renal 
insufficiency. 

Homeostasis  protects  man  from  de- 
struction by  his  environment.  This  nor- 

Presented  at  meeting  of  the  Louisiana  State 
Urological  Society  and  the  Mississippi  State  Ur- 
ological Society,  Edgewater  Gulf  Hotel,  Edge- 
water  Park,  Mississippi,  August  20,  1960. 

* Professor  of  Urology  and  Chairman  of  the 
Section  on  Urology,  Department  of  Surgery, 
University  of  Louisville  School  of  Medicine, 
Louisville,  Kentucky. 

t Instructor  and  Fellow  in  the  Section  of  Ur- 
ology, Department  of  Surgery,  University  of 
Louisville  School  of  Medicine,  Louisville,  Ken- 
tucky. 


ROBERT  LICH,  .JR.  M.  I).* * 
LONNIE  W.  HOWERTON,  M.  D.t 
Louisville,  Kentucky 

mally  is  accomplished  by  the  functional 
capacities  of  the  T<idneys,  lungs,  gastro- 
intestinal tract  and  endocrine  system,  but 
the  kidneys  are  primarily  responsible  for 
the  volumetric  and  chemical  regulation  of 
body  fluids.  Thus,  the  reason  for  the  ser- 
ious consequences  of  acute  renal  insuffi- 
ciency are  apparent  and  the  treatment  of 
renal  failure  must  be  directed  toward  min- 
imizing and  re-adjusting  homeostatic  ab- 
normalities in  hopeful  anticipation  of  ren- 
al recovery. 

Causes 

Fundamentally,  acute  renal  insufficien- 
cy is  due  either  to  a group  of  factors  with 
associated  renal  circulatory  ebb  and  the  re- 
sultant anoxia  or  to  the  effects  of  exogen- 
ous toxins.  Luecke^®  visualized  the  lesion 
in  the  distal  tubule  (lower  nephron  ne- 
phrosis). However,  Oliver---^  demon- 
strated the  ischemic  lesion  as  disturbing 
“random  areas  of  random  tubules”  and 
histologically  characterized  by  “disruptive 
tubular  damage.”  In  the  shock  kidney  the 
basement  tubular  membrane  is  always  dis- 
turbed ; whereas,  in  the  nephrotoxic  kid- 
ney (poisoning  by  mercuric  chloride,  po- 
tassium chlorate,  etc.)  the  basement  mem- 
brane is  intact.  The  time  necessary  for 
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reversibility  is  proportional  to  the  degree 
of  tubular  damage. 

Basically  the  cause  of  death  in  acute 
renal  insufficiency  is  due  to:  (1)  hyper- 
potassemia  and/or  (2)  pulmonary  edema. 
The  cerebral  and  gastrointestinal  symp- 
toms associated  with  uremia  are  due  prob- 
ably to  an  accumulation  of  organic  acids 
in  the  body.  Azotemia  per  se  is  not  as- 
sociated with  lethality,  but  reflects  symp- 
tomatologically  the  associated  accumula- 
tion of  organic  acids,  phenols,  guanadine, 
catecholeamines,  conjugated  cortico-ster- 
oids  and  creatinine.  Therapeutically  it  is 
imperative,  therefore,  to  avoid  overhydra- 
tion (prevent  pulmonary  edema)  and  hy- 
perpotassemia  (circumvent  cardiac  fail- 
ure) . 

The  source  of  water  in  the  body  is  both 
exogenous  and  endogenous.  Endogenous 
water,  or  water  of  oxidation,  is  a real  lurk- 
ing hazard  in  these  patients.  This  water 
results  from  the  catabolism  of  fat  and  pro- 
tein stores  in  the  absence  of  adequate  cal- 
oric intake  with  a minimum  average  of 
500  cc.  per  day.  The  presence  of  any  cat- 
abolic process,  depending  upon  its  activity, 
may  vastly  increase  the  amount  of  endo- 
genous water;  i.e.,  fever,  infection,  en- 
docrine dysfunction,  trauma,  etc.  It  is  well 
to  remember  that  endogenous  water  is  free 
of  sodium  and  when  thrown  into  the  cir- 
culation in  large  quantities  it  may  dilute 
the  plasma  electrolyte  values.  This  is  clin- 
ically usually  insignificant  if  its  correc- 
tion is  resisted. 

Daily  Fluid  Intake 

The  daily  fluid  intake  requires  careful 
studied  consideration.  Assuming  the  water 
of  oxidation  to  be  500  cc.  per  day  and  the 
in.sensible  fluid  loss  of  the  body  (respira- 
tion, skin,  bowel)  to  be  1000  cc.  per  day 
the  500  cc.  deficit  must  not  be  exceeded  in 
the  daily  fluid  intake.  If  glucose  is  used 
its  volume  should  be  calculated  on  the 
basis  of  7 to  8 cc.  per  kilogram  body  weight 
and  in  infants  or  children  a replacement 
of  0.5  to  1.0  cc.  per  kilogram  body  weight 
per  hour  is  a fundamental  reciuirement.”'-' 
Fever  increases  the  insensible  water  loss 
and  should  be  replaced  by  calculating  the 


necessary  volume  since  each  degree  of 
fever  permits  a 13  per  cent  water  loss.^® 
Furthermore,  gastrointestinal  losses  must 
be  replaced  volumetrically.  The  amount  of 
vomitus  or  volume  by  gastric  suction 
should  not  be  equally  replaced  by  saline. 
Generally  a 50  per  cent  replacement  with 
normal  saline  and  the  remainder  in  dis- 
tilled water  with  dextrose  will  avoid  po- 
tential hypernatremia  with  its  associated 
pulmonary  edema. 

Water  replacement  is  most  accurately 
accomplished  by  daily  weighing  of  the 
patient.  Satisfactory  portable  bed  scales 
are  available.  The  loss  of  one-half  to  one 
pound  per  day  is  consistent  with  proper 
water  balance.  Weight  loss  in  excess  of  a 
kilogram  per  day  suggests  starvation  and 
fluid  deficit.-' 

The  presumed  les  bras  croises  program 
of  water  restriction  in  the  eyes  of  the  pa- 
tient and  his  family  may  result  in  appre- 
hension and  confusion  since  both  feel  that 
quantities  of  medication  and  “glucose” 
would  certainly  be  more  rewarding  than 
the  obvious  daily  “do  nothing”  program 
while  they  watch  the  patient’s  apparent 
decline  and  unimprovement.  The  necessity 
of  obtaining  the  confidence  of  the  family 
and  patient  in  respect  to  the  therapeutic 
regimen  may  be  as  trying,  but  an  equally 
important  therapeutic  facet.  Controlled 
accurate  hydration  is  the  very  crux  of  the 
treatment  of  acute  renal  insufficiency  and 
must  be  so  regarded  if  the  physician  is  to 
be  rewarded  with  a live  and  active  patient 
following  this  ordeal  of  seemingly  endless 
oliguria  and  anuria.  The  ostensibly  innoc- 
uous use  of  cracked  ice  must  be  permitted 
only  after  realizing  that  each  teaspoon 
represents  10  to  15  cc.  of  water. 

Caloric  Considerations 

Acute  renal  insufficiency  is  a .self  lim- 
ited disea.se  and  thus  a full  caloric  replace- 
ment is  not  necessary.  To  prevent  endo- 
genous and  exogenous  protein  breakdown 
is  the  primary  goal  since  the  end-products 
cannot  be  excreted  by  the  kidneys  (i.e., 
potassium,  nitrogenous  residues,  sulfates 
and  i)hosphates) . Under  normal  circum- 
stances 100  grams  of  gluco.se  per  twenty- 
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four  hours  is  sufficient.  However,  in  the 
presence  of  fever  or  trauma  this  is  not 
adequate  to  sufficiently  inhibit  protein 
catabolism  and  the  ketosis  of  fat  starva- 
tion. 

To  administer  highly  concentrated  dex- 
trose solutions,  in  order  to  minimize  the 
fluid  intake  and  prevent  venous  throm- 
bosis from  vein  wall  irritation  of  these 
solutions  in  smaller  veins  we  use  a poly- 
vinyl catheter  (14  to  16  F.)  in  the  vena 
cava  threaded  through  the  superficial 
saphenous  vein.-^  -*’  This  catheter  is  in- 
serted at  the  outset  of  the  illness  and  af- 
fords a simple  route  for  repeated  collection 
of  blood  for  chemical  analysis  without 
daily  venopuncture  and  associated  discom- 
fort to  the  patient,  the  administration  of 
packed  red  blood  cells,  salt  free  albumin, 
etc.  We  have  left  this  catheter  in  place 
for  a two  week  period  without  untoward 
effect  throughout  which  time  the  patient 
was  moderately  heparinized.  This  pro- 
cedure permits  unhampered  nursing  care 
and  a greater  degree  of  activity  for  the 
patient. 

It  is  our  practice  to  administer  200 
grams  of  glucose  per  twenty-four  hours  in 
400  cc.  of  water  as  the  basic  requirement. 
This  is  modified  as  indicated  by  factors 
such  as  gastrointestinal  loss,  trauma, 
and  fever. 

Insulin 

Insulin  hastens  the  conversion  of  glu- 
cose to  glycogen  by  the  liver  and  affords 
a glycogen-potassium  complex  within  the 
cell  which  prevents  or  materially  reduces 
extracellular  hyperpotassemia.-^  The  in- 
sulin should  be  added  to  the  glucose  to 
provide  a continuous  effect.  Regular  in- 
sulin is  used  in  the  pi’oportion  of  1 unit 
per  3 grams  of  glucose.  Frequent  blood 
sugar  examinations  are  essential  to  avoid 
confusion  between  the  symptoms  of  mild 
hypoglycemia  and  uremia. 

Steroids 

Androgens  have  been  shown  to  materi- 
ally reduce  protein  catabolism. i-"*  There  is 
some  divergence  of  opinion  in  this  regard 
in  the  literature,  but  we  have  considered 
it  helpful  provided  that  it  is  used  in  suf- 


ficiently large  doses  throughout  the  period 
of  oliguria  (25  to  50  mg.  per  day).-" 

Potassium 

Hyperpotassemia  is  a silently  fatal  com- 
plication. Exogenous  potassium  must  be 
carefully  avoided.  Orange  juice  and  beef 
broth  are  particularly  high  in  potassium. 
Beware,  the  solicitous  grandmother  who 
may  unwittingly  destroy  the  physician’s 
gains  with  a daily  portion  of  her  all  heal- 
ing “beef  stock.”  Floods  to  be  avoided  be- 
cause of  their  high  potassium  content  are: 
dried  fruits,  bran  flakes,  rye  flour,  gra- 
ham crackers,  nuts,  cocoa,  molasses,  po- 
tatoes, beets,  raw  cabbage,  raw  carrots, 
beans,  peas  and  popcorn.^ 

Transfusions  must  be  used  with  caution 
since  the  serum  potassium  content  of 
banked  blood  increases  with  the  age  of 
the  blood.'"'  Transfusions  in  acute  renal 
insufficiency  are  not  indicated  unless  the 
erythrocyte  count  falls  below  3,000,000 
and  the  hematocrit’ below  15.  Even  severe 
anemia  is  well  tolerated  by  the  uremic 
patient  and  is  apparently  occasioned  by 
the  homeostatic  mechanism  since  even 
with  transfusions  the  hematocrit  remains 
low.-’"'-"^  This  anemia  may  extend  well  into 
the  diuretic  phase  of  the  disease  and  should 
not  occasion  alarm.""--® 

Hyperpotassemia  may  be  controlled 
within  certain  limits  by  the  following 
methods:  (1)  insulin  (previously  dis- 

cussed), (2)  calcium,  (3)  sodium  and  (4) 
ammonium  carboxylate  cation  exchange 
resin. 

Calcium  acts  as  an  antagonist  toward 
potassium  without  changing  the  plasma 
level.  A 1 or  2 per  cent  solution  of  cal- 
cium gluconate  may  be  included  in  the 
infusion  when  there  is  evidence  of  cardio- 
toxic  effects  of  hyperpotassemia.  The 
dangers  of  digitalis  in  the  presence  of 
hyperpotassemia  and  calcium  will  be  dis- 
cussed later. 

H3^ponatremia  is  a normal  course  in  the 
oliguric  state.  This  is  of  no  clinical  signifi- 
cance. Only  in  the  instance  of  severe  de- 
hj^dration  and  sodium  depletion  is  there 
any  value  in  correcting  this  disturbance. 
The  use  of  intravenous  fluid  therapy  does 
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not  appear  to  be  a factor  in  producing 
hyponatremia,  but  is  probably  an  adap- 
tive homeostatic  mechanism  incident  to 
uremia.  Unless  there  is  an  actual  salt  de- 
pletion or  water  intoxication  there  is  no 
response  to  hypertonic  salt®  and  further- 
more its  use  may  initiate  sudden  pulmon- 
ary edema,  overhydration,  cardiac  failure 
and  death. 

Ion  exchange  resins  unquestionably  have 
merit  in  the  control  of  hyperpotassemia. 
However,  they  are  not  without  danger. 
Fundamentally  cation  exchange  resins 
are  synthetic  polymers  with  carboxylic 
side  chain  groups  which  substitute  hydro- 
gen or  ammonium  ions  for  other  cations 
such  as  sodium,  potassium  and  magnesium. 
Ammonium  resins  are  used  to  eliminate 
potassium  in  both  prophylactic  and  defini- 
tive therapy  of  potassium  intoxica- 
tion®- The  possibility  of  acidosis  due 

to  the  substitution  of  hydrogen  or  am- 
monium ions  for  potassium,  sodium  and 
calcium  ions  is  ever  present.  The  pos- 
sibility of  removing  calcium  ions  with 
a resultant  hypocalcemia  must  be  con- 
sidered. However,  even  in  the  face  of 
these  possibilities  we  find  that  the  use 
of  resins  by  mouth,  gastric  tube,  or 
per  rectum  has  been  gratifying.*  Resins 
must  be  used  with  controlled  caution,  with 
plasma  electrolyte  studies  to  demonstrate 
any  changes  particularly  of  potassium 
levels.  We  have  seen  instances  of  unex- 
pected hypopotassemia. 

Digitalis 

Digitalis  must  be  used  cautiously  in  the 
face  of  hyperpotassemia.  The  presumed 
cardiac  failure  associated  with  acute  renal 
insufficiency  is  of  the  high  output  type 
which  does  not  respond  favorably  to  dig- 
italis.* Characteristically  this  cardiac  dis- 
turbance demonstrates  tachycardia,  high 
venous  pre.ssure  and  a wide  pulse  pres- 
sure. In  spite  of  this  the  patient  should 
never  be  digitalized  in  the  presence  of 
hyperpotas.semia  unless  it  is  absolutely 
necessary  since  as  the  potassium  level  rises 
the  effect  of  digitalis  is  diminished.®-® 
F’urthermore,  the  combined  use  of  digi- 

* Smith,  Klein  and  French,  Special  Resin  (548. 


tabs  and  calcium  may  prove  dangerous. 
The  precise  risk  of  digitalis  in  the  presence 
of  hyperpotassemia  being  that  when  the 
potassium  level  falls  through  diuresis,  di- 
alysis or  resin  effect  the  previously  non- 
toxic amount  of  digitalis  may  become 
sufficiently  toxic  to  incite  ventricular  fi- 
brillation and  death.® 

Dialysis 

The  conservative  treatment  of  acute 
renal  insufficiency,  that  we  have  discussed, 
has  been  effective  in  approximately  80 
per  cent  of  our  cases.  Radical  therapy 
or  dialysis  has  been  necessary  for  the  re- 
maining 20  per  cent.  Dialysis  must  be 
undertaken  before  the  patient’s  condition 
has  undergone  profound  deterioration. 
The  precise  indications  for  dialysis  are 
difficult  to  outline  and  must  be  individual- 
ized for  each  patient. 

The  criteria  that  we  have  employed  are : 

(1)  a blood  urea  nitrogen  in  excess  of  150 
mg.  per  100  cc.  of  blood  unless  the  patient’s 
general  condition  suggests  earlier  dialysis, 

(2)  hyperpotassemia  in  excess  of  6.5  mEq. 
or  electrocardiographic  evidence  of  cardio- 
toxic  hyperpotassemia,  (3)  i)ulmonary 
edema,  (4)  congestive  heart  failure 
(early)  and  (5)  edema  due  to  overhydra- 
tion. 

It  is  important  to  realize  that  electro- 
cardiographic evidence  of  hyperpotassem- 
ia depends  not  upon  a single  tracing,  but 
a series  of  tracings  to  visualize  the  early 
progressive  changes  of  hyperpotassemia ; 
namely,  (1)  elevation  and  narrowing  of 
the  T waves,  (2)  diminished  R wave,  (3) 
prolongation  of  the  PR  and  QRS  intervals, 
(4)  depressed  ST  segments,  and  (5)  di- 
minished or  absent  P wave.®'* 

Hemodialysis  is  not  without  its  hazards, 
but  its  delay  may  result  in  a fatality  that 
otherwise  might  be  avoided.  It  is  beyond 
the  scope  of  this  presentation  to  discuss 
the  merits  and  shortcomings  of  the  var- 
ious methods  of  dialysis,  but  suffice  it  to 
say  that  the  patient  with  acute  renal  in- 
sufficiency should  be  transferred  to  a 
renal  center  sufficiently  early  to  offer 
him  every  opportunity.  All  too  often  the 
patients  are  transferred  after  all  else  fails 
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and  the  complications  have  introduced  an 
irreversible  situation. 

New  methods  of  hemodialysis  are  con- 
stantly under  study  and  there  is  good  rea- 
son to  believe  that  our  successes  will  in- 
crease preceptibly.'*- 

Summary 

Some  of  the  basic  therapeutic  concepts 
of  acute  renal  insufficiency  are  discussed. 
A method  for  the  conservative  phase  of 
management  is  outlined.  Granted  that 
much  has  been  left  unsaid,  but  this  is 
necessarily  occasioned  by  the  magnitude 
of  the  subject. 
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Tussive  Unconsciousness 


• The  author  gives  the  report  of  a case,  v/hich  he  believes  to  be  the 
fifth  of  this  disease  described  in  the  literature,  although  a few  otliers 
have  been  reported  in  whom  the  unconsciousness  was  not  complete  or 
there  was  a suspicion  of  epilepsy. 


qEVERAL  diseases  are  described  under 
the  name  “Tussive  Syncope”  which 
appear  to  be  different  entities.  What 
speaks  strongly  for  the  conception  of  dif- 
ferent entities,  is  the  fact,  that  every 
form  always  returns  with  just  the  same 
pattern,  never  going  over  from  one  form 
to  another.  The  three  diseases  which  un- 
til now,  are  called  by  the  same  name,  are : 

1.  Tussive  unconsciousness.  I could  find 
only  four  cases  of  this  disease  in  the 
French  and  English  literature.  In  the 
American  literature  I found  several  de- 
scriptions of  the  other  forms,  mentioned 
under  (2)  and  (3).  These  four  cases,  just 
as  the  fifth  case,  described  here  below,  al- 
ways showed  a special  pattern.  This  pat- 
tern returned  in  every  attack. 

2.  Tussive  syncope.  McCann  et  al.^  de- 
scribed this  form : Never  complete  loss  of 
consciousness;  never  symptoms  of  epilep- 
sy. It  appeared  to  be  that  the  syncopal 
response  to  coughing,  was  caused  by  cere- 
bral congestion,  followed  by  cerebral  an- 
oxia. 

3.  Tussive  epilepsy.  Signs  of  epilepsy, 
mostly  with  abnormal  cortical  potentials 
in  the  EEG;  no  signs  of  cerebral  conges- 
tion with  cerebral  anoxia. 

(’ase  Report 

The  case  described  here  was  a man  of  53  years 
from  Sodus,  N.  Y.  His  work  was  metal  .sorter 
(junk  business).  I had  examined  the  patient  sev- 
eral times  since  1952.  He  died  suddenly  on  June 
1,  1958  from  an  unknown  cause.  Autopsy  was  not 
permitted  by  the  family.  He  was  a stout  man  with 
abdominal  obesity.  His  weifrht  had  been  235 
pounds,  but  was  decreased  to  214  pounds.  He 
was  a heavy  cifcarette  smoker.  Limps  and  heart 
showed  no  abnormalities.  Chest  x-rays  within 

* Formerly  Visiting  Professor  of  Medicine. 
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normal  limits.  Blood  pressure  112/70.  Abdomen; 
liver  palpable  and  enlarged.  The  prostate  was 
much  enlarged,  about  twice  the  normal  size. 
However,  no  complaints  with  reference  to  the 
prostate  were  given.  Blood:  No  abnormalities, 
except  an  anemia  during  the  period  of  a duo- 
denal ulcer,  confirmed  by  x-ray.  At  that  time 
his  hemoglobin  was  12.4,  determined  by  the  cy- 
anidmethemoglobin  method.  The  duodenal  ulcer 
was  cured  by  a strict  diet  in  1954. 

Since  1941  the  patient  had  had  attacks  of 
tussive  unconsciousness.  The  attacks  generally 
came  twice  a week,  but  somtimes  he  was  free 
from  them  for  a whole  week  and  at  other  times 
the  attacks  came  three  times  a week.  “Ordinary” 
coughing  after  “colds”  never  ended  with  attacks, 
even  if  the  coughing  was  severe.  He  could  recog- 
nize the  innocent  coughing  immediately.  The 
more  dangerous  cough  began  always  with  a queer 
tickling  in  his  throat,  which  was  followed,  after 
a few  seconds,  by  a light  cough — never  a violent 
cough.  A few  seconds  later  the  unconsciousness 
began,  which  lasted  a few  minutes.  He  felt  the 
queer  tickling  on  the  right  side  of  the  throat  but 
the  mucosa  looked  normal  in  that  spot.  The 
tickling  in  the  throat  was  the  warning  signal. 
If  he  was  driving  his  auto,  he  had  to  go  im- 
mediately to  the  side  of  the  road.  Once  he  had 
a bad  collision,  for  which  he  said  that  not  he, 
but  the  other  fellow  was  to  blame.  The  un- 
consciousness was  complete.  He  could  not  re- 
member an  attack.  He  knew  of  it  only  if  his  wife 
saw  it  and  told  him  later,  or  if,  after  auto-driv- 
ing, he  awakened  standing  on  the  side  of  a 
road.  His  wife  noticed  that  during  the  uncon- 
sciousness his  face  was  pale.  The  face  was  never 
cyanotic  and  he  never  showed  shortness  of  breath. 
After  the  unconsciousness  he  could  immediately 
continue  his  work,  until  two  years  ago.  During 
the  last  two  years  he  had  to  take  a little  rest 
before  he  could  continue  his  work.  Sometimes  he 
told  me,  he  could  “fight  off”  the  unconsciousness, 
standing  on  the  side  of  a road,  but  his  wife  never 
saw  such  “fighting  off”.  Therefore  it  was  prob- 
ably a short  unconsciousness,  which  he  did  not 
remember.  The  electrocardiogram  showed  no  ab- 
normalities. 

The  EE(i  also  showed  no  abnormalities.  (It 
was  a regular  low  voltage  record  with  alpha- 
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rhythm  of  about  10  seconds.)  No  incontinence, 
no  biting’  of  tongue,  no  convulsions. 

Differential  Diagnosis 

The  differential  diagnosis  from  the  two 
other  forms,  mentioned  above,  can  be 
made  as  follows : 

From  the  tussive  syncope:  The  patient 
did  not  have  any  sign  of  cerebral  conges- 
tion and  cerebral  anoxia.  To  this  form  of 
tussive  syncope  belong  the  cases,  de- 
scribed by  McCann  W.,*  Wilkins  and  Fried- 
land  Probably  also  the  cases  described 
in  Norway  by  Schwartz,  Derbes  and  Kerr,’’ 
because  the  victims  were  nearly  always 
suffering  from  emphysema,  asthma  and 
bronchitis.  It  is  interesting  that  they 
were  also  often  heavy  men,  addicted  to 
tobacco.  However  many  details  are  miss- 
ing, which  we  need  for  a correct  differen- 
tial diagnosis. 

The  differential  diagnosis  is  easily  made 
from  tussive  epilepsy,  if  one  requires  that 
at  least  some  sign  of  epilepsy  should  be 
present  before  accepting  this  diagnosis. 
Cases  are  described  by  Witty®  and  Rook® 
which  belong  to  this  form.  The  patient 
described  in  this  article  showed  no  signs 
of  epilepsy,  no  biting  of  tongue,  no  incon- 
tinence, no  convulsions.  He  had  no  epi- 
lepsy in  his  family.  The  EEC  was  normal, 
although  this  alone  is  not  sufficient  to 
exclude  epilepsy,  because  a normal  EEC 
is  found  in  about  20  per  cent  of  epileptic 
cases. 

The  four  other  cases  with  the  pattern 
of  tussive  unconsciousness,  shown  by  the 
patient  here  described,  were  the  following: 

Charcot®  was  the  first  author,  who  ob- 
served and  described  in  1876,  a case,  very 
similar  to  the  patient  described  in  this 
article.  It  was  a man  of  54  years  of  age, 
not  an  epileptic,  who  for  a year  had  at- 
tacks, beginning  with  a tickling  in  the 
larynx,  then  a light  cough,  followed  by  un- 
consciousness. He  did  not  bite  his  tongue 
and  did  not  lose  urine.  The  attacks  be- 
came more  and  more  frequent,  sometimes 
15  a day,  each  time  following  tickling  in 
the  throat  and  a little  coughing.  The  un- 
consciousness lasted  a short  time.  An- 
other case  described  by  Charcot  belongs 


to  another  form  of  the  disease,  namely  to 
the  tussive  syncope. 

Witty  described  three  cases,  which  be- 
long to  the  form,  observed  in  the  patient, 
described  in  this  article.  One  of  these  pa- 
tients was  a carpet-merchant,  47  years  of 
age.  Seven  years  ago,  he  had  had  an  at- 
tack of  laryngitis,  which  left  him  with  an 
irritating  cough.  After  some  attacks  of 
cough,  he  lost  consciousness.  No  history 
of  epilepsy.  He  was  a stout  plethoric  man. 
No  further  observations  were  possible. 

The  other  patient  of  Witty  ® was  42 
years  of  age.  He  was  manager  of  a bus 
company.  During  the  two  years  previ- 
ously he  had  four  attacks  of  unconscious- 
ness, following  bouts  of  coughing.  Before 
the  beginning  of  the  coughing  he  had  a 
“queer”  feeling  in  a straight  line  from  his 
epigastrium  up  to  the  top  of  his  head.  It 
was  not  restricted  to  the  region  of  the 
throat.  The  cough  was  not  violent.  He 
smoked  twenty  cigarettes  a day.  He  was 
a thick  plethoric  rhan.  His  height  was  67 
inches  and  his  weight  208  pounds.  No  in- 
continence, no  tongue  biting,  no  convul- 
sions. 

A third  case  described  by  Witty  ® was  a 
man  of  33  years  of  age.  He  was  a miner. 
The  attack  began  just  as  in  the  case  de- 
scribed in  this  article  and  just  as  in  the 
case  described  by  Charcot,  with  a tickling 
in  the  throat,  causing  a dry  cough,  soon 
followed  by  an  unconsciousness  of  one  to 
two  minutes’  duration.  Just  as  the  patient 
described  in  this  paper  he  could  distin- 
guish an  ordinary  cough  after  colds  from 
the  cough  that  was  followed  by  uncon- 
sciousness. No  personal  or  family  history 
of  epilepsy.  He  was  a stocky  obese  man 
whose  height  was  68  inches  and  whose 
weight  was  184  pounds.  Carotid-sinus 
pressure  or  constriction  of  his  neck  with 
90  mm.  Hg.  pressure  for  forty-five  sec- 
onds did  not  cause  the  attacks. 

Resume 

A man  of  53  years  of  age  often  had  at- 
tacks of  unconsciousness  which  lasted 
about  one  or  two  minutes,  which  followed 
short,  not  violent,  coughing  spells.  The 
attacks  of  coughing  began  immediately 
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after  tickling  in  the  throat.  No  personal 
or  family  signs  of  epilepsy.  The  pattern 
of  the  attacks  had  not  changed  during 
fifteen  years.  He  was  a stocky  obese  man 
and  a heavy  smoker  of  cigarettes.  Obesity 
and  heavy  smoking  seem  often  to  give  a 
predisposition,  not  only  for  the  tussive 
unconsciousness,  but  also  for  the  other 
forms,  here  mentioned,  although  not  pres- 
ent in  all  described  cases  and  therefore  not 
to  be  considered  as  the  cause  of  the  attacks. 


References 

1.  McCann,  Wm.  S.  et  al. : Tussive  Syncope,  Arch.  Int. 
Med.  84:845.  1949. 

2.  Charcot.  ,T. ; Laryngeal  Vertigo,  Gaz.  Med.  de  Paris. 
5 :,588,  1876. 

.3.  Wltt.v,  C. : On  the  so-called  Laryngeal  Epilepsy, 

Brain.  66:4.3,  194.3. 

4.  Wilkins.  R.,  and  Friedland.  C. : Laryngeal  Epilepsy, 
J.  ain.  Invest.  2.3:939.  1944. 

5.  Rook,  A.:  Coughing  and  Unconsciousness,  Brain. 
69:138,  1946. 

6.  Schwartz,  M. : With  quotations  of  Derbes  and  Kerr 
Cough  Syncope,  Xordisk  Med.  (Oct.  2)  1958. 


Electro-Galvanic  Theory  of  Yellow  Fever 

Henry  Stone,  M.  D. 

^ ijc  4: 

Having  depended  much  on  the  analogy  claimed,  the  writer  feels  much  encouraged 
in  the  belief  that  disturbed  electricity  will  yet  be  proven  to  be  the  exciting  cause  of 
this  fever;  that  there  is  a deficiency  of  air-electricity  at  high  tension  and  probably 
negative;  that  the  earth  may  be  excited  beyond  the  norm;  that  the  irritation  starts 
in  the  nervous  system;  that  it  will  yet  be  acknowledged  that  the  vast  organic  changes 
are  the  direct  result  of  the  nervous  aberration.  Every  inference  contained  in  the 
preceding  pages  has  been  drawn  from  a prodigious  number  of  facts  and  statements 
made  by  the  very  highest  authorities,  who  observed  correctly  and  drew  strictly  legiti- 
mate deductions  which  cannot  be  set  aside  as  uncertain,  and  must  be  respected  until 
ciisproved  by  others  founded  upon  equally  numerous  and  equally  well  observed  data. 

New  Orleans  M.  & S.  .1.  9:46  (July)  1881. 
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The  Siir^jieal  Trealiiient  of  Piiliiioiiary 
Coiiij)liealioiis  of*  l^neiiiiioiiia  in  Children* 


• The  treatment  of  pneumonia  is  primarily  medical,  but  if  the  pleural 
space  becomes  contaminated,  it  becomes  a surgical  problem  as  well. 


CHEMOTHERAPEUTIIC  agents  have 
drastically  reduced  the  mortality  and 
morbidity  which  has  been  associated  with 
pneumonia  throughout  the  years.  How- 
ever, increasing  reports  in  the  literature 
call  attention  to  the  emergence  of  resistant 
strains  of  organisms  with  a resultant  in- 
crease in  both  the  incidence  and  complica- 
tions of  pneumonia,  primarily  staphylococ- 
cal, and  particularly  in  children.*  ^ Even 
strains  of  organisms  sensitive  to  numer- 
ous drugs,  under  certain  circumstances, 
are  capable  of  producing  life  threatening 
complications  which  can  tax  the  knowledge 
and  patience  of  even  the  most  skillful  and 
patient  group.  The  purpose  of  this  com- 
munication is  to  call  attention  to  the  fact 
that  pneumonia  still  can  be  a serious  di- 
sease and  to  elaborate  on  the  surgical 
management  of  the  complications. 

Case  Reports 

Cast’  .Vo.  1 — A two  year  old  boy  was  read- 
mitted to  the  hospital  three  weeks  after  removal 
of  a ruptured  appendix.  During  the  three  week 
period  at  home,  he  had  been  listless,  pale,  inter- 
mittently febrile,  and  generally  uncomfortable. 
On  readmission  his  temperature  was  103°,  WBC 
17,000  with  93  per  cent  polys.  His  right  hemi- 
thorax  was  flat  to  percussion  and  there  were  no 
breath  sounds.  X-ray  showed  complete  opacity 
of  the  right  hemithorax. 

Thoracentesis  yielded  180  cc.  of  purulent, 
watery  fluid  and  micro-aerophilic  streptococci 
and  hemophilus  influenza,  sensitive  to  a wide 
variety  of  drugs,  were  grown  on  culture.  Feeling 
that  the  nidus  of  infection  was  below  the  dia- 
phragm, the  right  posterior  subphrenic  space  was 
explored,  but  no  abcess  found. 

Two  days  later  the  anterior  subphrenic  space 


* Presented  at  the  Eightieth  Annual  Meeting  of 
the  Louisiana  State  Medical  Society,  May  3, 
1960,  in  Baton  Rouge. 


PAGE  W.  AGREE,  M.  I). 

Baton  Rouge 

and  abdomen  were  explored  and  were  likewise, 
found  to  be  free  of  infection.  Under  the  same 
anesthesia,  the  patient  was  placed  in  the  semi- 
left oblique  position  and  a decortication  per- 
formed. The  entire  lung  was  completely  atelec- 
tatic and  trapped  by  a one  inch  thick,  shaggy, 
dirty  pleural  rind.  Several  hundred  cc.  of  rather 
thin,  trapped  exudate  was  removed.  All  lobes 
were  freed  and  the  lung  re-expanded.  Two  large 
(28)  tubes  were  placed  in  the  pleural  space  and 
connected  to  under  water  suction.  The  post- 
operative film  showed  complete  re-expansion  of 
all  lobes.  Following  removal  of  the  tubes,  a 
lateral  empyema  space  remained  and  it  was  ul- 
timately necessai-y  to'  remove  a portion  of  rib 
and  convert  this  to  open  tube  drainage.  Subse- 
quent films  showed  excellent  clearing  of  the 
pleural  space. 

DISCUSSION:  It  must  be  assumed  in 
this  case,  that  the  empyema  developed 
secondary  to  an  undiagnosed  pneumonia, 
probably  masked  by  the  antibiotic  cover- 
age of  the  ruptured  appendix.  In  the  pre- 
sence of  a completely  atelectatic,  trapped 
lung,  and  total  empyema,  re-expansion  of 
the  lung  and  complete  clearing  of  the 
pleural  space,  can  only  be  accomplished 
by  decortication  with  subsequent  large 
tube,  under  water  drainage.  Chemical  en- 
zymes, such  as  Varidase,  although  useful 
in  limited  empyemas,  should  not  be  ex- 
pected to  free  the  lung  and  pleural  space 
of  a thick,  well  established  rind. 

Despite  chemotherapy  and  repeated 
thoracentesis,  this  patient  was  extremely 
ill  at  the  time  of  decortication.  Immedi- 
ately following  surgery,  he  was  dramatic- 
ally improved  with  a marked  subsidence 
in  fever,  improved  respiration,  and  gen- 
eral well  being.  He  subsequently  made 
a complete  recovery. 

Case  No.  2 — A three  year  old  girl  with  a tem- 
perature of  103.6  was  admitted  to  the  hospital 
two  weeks  following  the  measles.  A large  collec- 
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tion  of  pleural  fluid  was  aspirated  from  the  left 
pleural  space  and  a pure  culture  of  staphylococ- 
cus aureus,  sensitive  to  all  drugs  tested,  but  pen- 
icillin and  the  sulfas,  was  isolated.  Continuous 
under  water  tube  drainage  was  instituted  and  the 
patient  improved  immediately.  The  empyema 
space  became  smaller,  but  did  not  completely  dis- 
appear. Pneumatoceles,  characteristic  of  staphy- 
lococcus pneumonia,  developed  in  the  lower  lobe. 
The  exudate  was  so  thick  and  tenacious  that  the 
tubes  had  to  be  replaced  several  times.  When 
drainage  ceased,  fever  and  toxicity  returned 
immediately.  Intermittant  aspiration  was  tried 
and  found  to  be  worthless.  At  one  time,  a small 
bronchopleural  fistula  developed,  but  closed  in 
forty-eight  hours.  The  empyema  finally  became 
localized  to  a small  lateral  space  and  open  tube 
drainage  through  an  area  of  resected  rib  was 
carried  out. 

DISCUSSION:  The  basic  principle  of  ad- 
equate drainage  of  localized  infection  is 
still  as  important  as  it  was  prior  to  the 
days  of  chemotherapy.  The  prompt  re- 
turn of  fever  and  toxicity  as  soon  as  drain- 
age became  inadequate,  despite  full  cover- 
age with  organism  sensitive  drugs,  soon 
prompted  us  to  discontinue  all  chemo- 
therapy. It  became  readily  apparent  that 
once  the  empyema  became  localized  and 
adequate  drainage  was  instituted,  the  pa- 
tient could  handle  her  own  infection  with- 
out chemotherapeutic  aid. 

Case  No.  3 — A five  year  old  girl  was  admitted 
to  the  hospital  with  acute  abdominal  distention, 
slight  cyanosis,  shoi'tness  of  breath  and  fever  of 
105°.  X-ray  of  the  chest  revealed  right  lower 
lobe  pneumonia  as  well  as  extensive  ileus.  Nas- 
ogastric suction  was  instituted  and  chemotherapy 
started. 

Three  days  later,  she  rather  suddenly  began  to 
cough  up  voluminous  amounts  of  purulent,  foul 
smelling,  dirty  greyish  material  and  x-ray  of 
the  chest  revealed  a pneumothorax.  Pleural  as- 
piration yielded  a pure  culture  of  staphylococcus 
sensitive  to  a very  wide  variety  of  drugs.  Under 
water,  closed  tube  drainage  was  instituted  and  a 
large  bronchopleural  fistula  was  apparent.  Tre- 
mendous amounts  of  pus  and  air  gave  evidence 
of  adequate  drainage,  but  the  temperature  rose 
daily  to  105°  for  seven  weeks. 

Antibiotic  coverage  included  Chloromycetin, 
Cer-O-Cellin,  Ilosone,  Kantrex,  Tao,  Vancocin 
Vancomycin,  and  Albamycin.  Supportive  drugs 
included  Gamma  Globulin  on  two  occasions,  Nil- 
evar.  Redisol  and  four  blood  transfusions. 

Pneumatoceles,  parenchymal  infiltration  and 
consolidation,  purulent  pleural  exudate,  as  well 
as  the  bronchopleuial  fistula,  continued  and  pro- 
gressed in  complete  disregard  of  all  antibiotic 


coverage,  plus  adequate  drainage.  She  was  crit- 
ically ill  for  eight  weeks. 

Intravenous  fluids  and  repeated  transfusions 
gave  adequate  support  until  she  began  to  eat. 
It  became  aparent  that  antibiotics  were  of  no 
help  in  controlling  the  infection.  Therefore,  they 
were  all  discontinued  after  the  fourth  week. 
Gradually,  the  temperature  began  to  come  down 
after  the  eighth  week,  she  began  to  eat,  and  her 
strength  began  to  improve.  Her  fistula  remained 
open,  but  the  pleural  exudate  decreased  and 
finally  ceased.  The  pleural  catheter  was  con- 
verted to  open  drainage  and  she  tolerated  it 
quite  well  despite  a very  large  fistula.  A small 
segment  of  rib  was  removed,  two  large  tubes 
were  placed  in  the  pleural  space  and  the  patient 
was  discharged  on  the  sixty-third  day,  with  a 
persistent  bronchopleuro-cutaneous  fistula.  She 
remained  afebrile  at  home;  her  mother  changed 
the  dressing  daily  using  sterilized  Kotex  pads 
and  the  fistula  gradually  closed.  Pneumatoceles 
persisted,  but  have  gradually  decreased  in  size 
and  at  present,  the  lung  and  pleural  space  appear 
almost  completely  normal. 

Medical  Treatment 

Drugs:  The  treatment  of  pneumonia  is 
primarily  medical  and  antibiotics  to  which 
the  offending  organism  is  sensitive  should 
be  given  in  large  amounts.  Two  or  three 
drugs  are  frequently  used  simultaneously. 
It  should  be  realized,  hotvever,  that  the 
staphylococcal  organisms  are  often  entire- 
ly unpredictable.  It  is  well  known  that 
they  may  respond  to  large  doses  of  pen- 
icillin, although,  they  do  not  show  disc 
sensitivity.  Conversly,  as  shown  by  this 
case,  they  may  be  disc  sensitive  to  many 
drugs,  yet  respond  to  none. 

An  atmosphere  high  in  humidity  and 
oxygen  content,  with  or  without  Alevaire, 
seems  to  make  bronchial  secretions  more 
easily  handled  by  the  patient.  Postural 
drainage  may  be  helpful.  Adequate  hydra- 
tion of  the  patient  with  intravenous  fluids, 
if  necessary,  likewise  helps  thin  bronchial 
secretions  as  well  as  maintain  fluid  bal- 
ance. 

Repeated  blood  transfusions  may  be  ex- 
tremely helpful.  Our  third  case  received 
a total  of  four  transfusions  during  her 
nine  weeks’  hospitalization  with  very 
marked  benefit  each  time.  Gamma  Globu- 
lin in  large  doses  may  be  indicated,  par- 
ticularly in  children  under  one  year  of 
age.  This  was  tried  in  our  third  case,  but 
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did  not  seem  to  alter  the  course  of  the 
illness.  Nilevar,  10  mg.  daily,  seemed  to 
be  helpful  in  Case  No.  3. 

Pneumatocles 

When  small  bronchi  become  filled  with 
thick,  plastic  exudate  and  cellular  debris, 
they  act  as  one  way  valves,  allowing  air 
to  enter  on  inspiration,  but  not  on  ex- 
piration. Collateral  pores  are,  likewi.se, 
closed  by  this  process.  Therefore,  tension 
areas  develop.  The  formation  of  pneuma- 
toceles is  characteristic  of  staphylococcal 
pneumonia.  They  may  form  in  any  stage 
of  the  infection  and  they  may  rupture  to 
form  pyopneumothorax.  This  condition  is 
almost  diagnostic  of  staphylococcal  infec- 
tion in  children.  They  may  become  very 
large,  compress  the  normal  lung,  and  shift 
the  mediastinum  to  cau.se  .serious  inter- 
ference with  respiration. 

In  such  instance,  direct  intubation  of 
the  offending  cyst  with  under  water  suc- 
tion is  advocated  and  may  be  a life  saving 
procedure,  particularly  in  infants.  They 
may  become  filled  with  purulent  exudate 
and  act  as  lung  abscesses.  Aspiration  by 
needle  or  tube,  when  possible,  is  the  pro- 
cedure of  choice  for  this  condition.^  These 
air  spaces  may  be  very  slow  to  resolve  and 
actually,  as  the  surrounding  pulmonary 
infiltration  clears,  they  may  become  more 
apparent  as  the  patient  improves.  It  is 
sometimes  difficult  to  differentiate  be- 
tween lai’ge  pneumatoceles  and  pneumo- 
thorax. It  is  important  to  make  this  dif- 
ferentiation because  closed  tube  drainage 
is  indicated  immediately  in  pyopneumo- 
thorax while  pneumatoceles  generally  need 
no  surgical  attention.^ 

Generally,  all  of  these  pneumatoceles 
will  disappear  in  time,  but  it  may  take 
as  long  as  six  months.  Resection  of  the 
pulmonary  tissue  containing  these  areas  is 
rarely  necessary,  unless  they  become  gross- 
ly infected  and  act  as  a chronic  lung  ab- 
scess. 

The  pleural  space  tends  to  become  in- 
volved early  in  a large  percentage  of  sta- 
phylococcal pneumonias.  The  aspiration 
of  purulent  exudate  permits  culture  and 
sensitivity  studies,  relieves  the  toxic  ef- 


fects of  staphylococcic  pus  and  allows  re- 
expansion of  the  lung.  When  pyopneumo- 
thorax is  present,  continuous  closed  tube 
drainage  is  always  advised.  It  may  be 
life-saving.  Continuous  pleural  drainage 
is  not  neces.sarily  indicated  in  all  cases 
of  empyema,  however.  It  must  be  em- 
phasized that  one  should  not  compromise 
on  the  establishment  of  early  and  adequate 
drainage.  If  the  lung  becomes  trapped  in 
a thick  rind,  decortication  will  be  nece.s- 
sary  if  re-expansion  is  to  be  accomplished. 
A tube  as  large  as  the  interspace  will  per- 
mit will  be  very  beneficial  in  insuring 
adequate  drainage  of  the  thick  tenacious 
pus  of  staphylococcal  empyemas.  If  the 
pus  becomes  loculated,  the  tube  location 
may  have  to  be  changed  many  times,  and 
if  the  tube  becomes  plugged,  it  should  be 
replaced.  Fever  and  toxicity  will  return 
immediately  when  drainage  ceases.  Util- 
izing continuous  drainage,  the  empyema 
space  may  become  obliterated  completely, 
but  occasionally  the  remaining  space 
may  have  to  be  handled  by  a small  rib 
resection  and  open  drainage.  In  all  three 
cases  reported  here,  open  tube  drainage 
was  necessary  to  handle  the  residual  space. 

Once  empyema  is  established,  generally 
speaking,  a long  illness  is  in  store  if  the 
offending  organism  is  a staphylococcus. 
Antibiotics  certainly  have  altered  the  out- 
come of  the  pulmonary  infection,  but  once 
the  pleural  space  is  involved,  a protracted 
course  is  usually  the  case. 

Summary 

The  treatment  of  pneumonia  is  primar- 
ily medical,  but  if  the  pleural  space  be- 
comes contaminated,  it  becomes  a surgical 
problem  as  well.  Early  and  adequate 
drainage  of  the  pleural  space  is  necessary, 
whether  by  repeated  needle  aspiration  or 
continuous  tube  drainage.  Pyopneumo- 
thorax demands  early,  continuous  tube 
drainage.  Residual,  localized  empyema 
space  may  necessitate  open  drainage. 
Large  pneumatoceles  may  compress  good 
lung  tissue,  shift  the  mediastinum  and  em- 
barrass respiration.  In  such  instances,  di- 
rect intubation  of  the  air  space  is  advo- 
cated. Once  the  pleural  space  is  contam- 
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inated  by  the  staphylococcus,  a protracted 
illness  is  usually  the  case. 
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Good  Whiskey  and  Bad — The  Bourbon  Whiskey  of  Kentucky 

It  has  been  in  the  last  two  or  three  decades  only  that  Kentucky  whiskey  has 
been  sought  after  to  any  great  degree  by  the  connoisseurs  in  the  Northern  or  Eastern 
States,  but  the  demand  for  it  has  steadily  grown  all  over  the  Union,  during  the  period 
named.  In  the  South,  it,  with  similar  brands  is  nearly  the  only  kind  of  whiskey  sold. 
Within  the  borders  of  Kentucky  the  excellence  of  the  native  beverage  has  been  known 
almost  ever  since  the  State  began,  and  there  is  no  jury  like  a home  jury  in  matters 
of  this  sort.  * * * 

The  whiskey  which  originally  gave  reputation  to  Kentucky  manufacturers  was 
generally  made  in  small  quantities  by  apparently  very  rude  methods.  Often  the 
distillery  was  one  of  the  sources  of  profit  of  the  farm,  and  supplied  perhaps  the 
neighborhood  only.  The  ruins  of  these  still-houses  are  seen  scattered  over  the  State. 
There  was  no  attempt  at  adulteration,  as  the  price,  even  for  the  best  when  new, 
seldom  exceeded  twenty-five  cents  per  gallon.  ♦ * * 

With  the  war  came  the  tax  upon  distilleries,  and  the  government  officers  to 
watch  the  manufacture  and  to  collect  the  revenue.  Then,  of  course,  all  the  neighbor- 
hood stills  stopped,  except  such  as  were  run  by  the  light  of  the  moon.  Large  capital 
was  required  to  manufacture  whiskey,  and  the  distilleries  shrank  in  number  and 
increased  in  size.  With  a tax  on  them  which  exceeded  ten  times  the  amount  the 
liquor  originally  cost,  it  was  impossible  to  keep  them  off  the  market  long  enough 
for  them  to  obtain  the  proper  age.  Louisville  Medical  Neics,  Jan.  8. 

New  Orleans  M.  & S.  J.  8:1171  (June)  1881 
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• The  concept  that  certain  chronic  and  morbid  disease  processes 
might  be  related  in  part  to  metal  binding  anomalies  suggests  a new 
therapeutic  approach  in  medicine.  Clinical  medicine  has  available 
for  its  use  a class  of  drugs  whose  full  potential  is  yet  ta  be  explored. 


CHELATING  agents  are  a family  of 
chemicals  able  to  bind  heavy  metals 
so  tenaciously  that  they  lose  their  toxic 
and  or  physiological  effects.  The  use  of 
these  agents  offers  a fascinating  and  rela- 
tively new  approach  to  the  treatment  of 
certain  dermatologic  diseases. 

“Chelate”  is  derived  from  the  Greek 
word  claw  “Chele.” 

A chelating  agent  is  an  electron  donat- 
ing compound  which  forms  an  internal 
complex  with  a metallic  ion,  thereby  de- 
ionizing and  deactivating  the  metal.  This 
property  depends  on  the  presence  of  adja- 
cent chemical  groups,  which  by  virtue  of 
possessing  coordinate  valence  can  simul- 
taneously complex  with  a metal.  A closed 
ring  structure  is  thereby  formed,  and 
within  this  new  structure  the  metal  is 
firmly  sequestered.  A “Chelate”,  then,  is 
a compound  formed  between  a metallic  ion 
and  an  organic  molecule,  having  2 neigh- 
boring groups  capable  of  simultaneously 
combining  with  the  metal  to  form  the  ring 
structure.  The  chelate  resembles  a claw 
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with  the  metal  ion  clutched  between  the 
pincers  of  the  organic  molecule.' 

The  chelate  structure  has  such  high 
stability  that  the  metal  ion  is  no  longer 
available  for  its  usual  reaction.  Most  of 
the  biological,  chemical,  and  physiological 
properties  of  the  metal  are  changed.  It  is 
not  our  purpose  here  to  discuss  the  many 
effects  of  chelate  rings  which  tend  to  in- 
crease the  stability  of  the  metal  chelate 
compounds.  These  effects  are  quite  im- 
portant, but  they  have  been  described  in 
detail  elsewhere.-  ® 

The  chelating  principle  was  first  recog- 
nized by  Werner  in  1901.®  It  was  first 
used  biologically  in  a study  of  the  effect 
of  free  calcium  ion  concentration  on  the 
contraction  of  the  ventricle  of  frog  heart. 
Morgan  and  Drew'  coined  the  name  “Che- 
lation” in  1920  after  the  Greek  word  for 
claw  (Chele).  A chelate  was  first  used 
on  the  skin  by  Popovici,  Geschickter,  Rein- 
ovsky,  and  Rubin  ® in  a study  of  systemic 
absorption  and  its  effect  on  blood  calcium 
levels. 

Although  the  principle  of  chelation  had 
been  used  only  sporadically  in  medical 
practice  prior  to  the  1940’s,  it  became  of 
great  importance  early  in  World  War  II, 


0 

» H 
No  0-C-C 


HO  H 


0 

H // 

C-C-ONo 
H H H 
-N-C-C-N 
HH  \ 

c-c... 


■OH 


Eprfij 


OH  H H H ^0 
No-O-O-C-l^-C-C-N-C-C-ONo 
H / \ H H/'  'sH 
H-<^H',  / H-C-H 

I \ / 


4-  ? 

I OrJ 


CHELATE 


[Chelating  Agent  + Metallic  Ion  ^ Chelate] 


CHELATE  I 


January,  1961 — Vol.  113,  No.  1 


13 


THE  ROLE  OF  CHELATING  AGENTS  IN  DERMATOLOGY— STEWART 


because  of  the  danger  of  poisoning  from 
the  arsenic  containing  war  gas,  Lewisite. 
Peters,^  in  England,  discovered  that  the 
mercapto  groups  of  2,  3-dimercapto  1-pro- 
panol  chelated  the  arsenic  efficiently  and 
tenaciously  yielding  an  inactive  compound 
which  could  be  readily  eliminated.  This 
agent  was  called  British  Anti  Lewisite  or 
BAL. 

Shortly  after  the  war,  the  problem  of 
atomic  fission  products  led  to  the  study 
of  agents  capable  of  decontaminating  in- 
dividuals or  objects  exposed  to  them. 
Workers  in  Germany  led  by  Pfeiffer  and 
Schwartzenbach  had  studied  a series  of 
compounds  built  upon  a basic  structure, 
consisting  of  2 carbon  atoms  and  2 nitro- 
gen atoms — known  as  Ethylene  Diamine. 
One  compound  in  this  series  showed  out- 
standing ability  to  chelate  heavy  metals, 
ethylene  diamine  tetraacetic  acid — EDTA 
— this  is  probably  the  most  potent  chelat- 
ing agent  known. 

Properties  of  Trace  Metals 

1.  Chelates  of  EDTA  with  heavy  met- 
als are  very  stable. 

2.  Chelated  metals  may  be  displaced  by 
other  metals  provided  the  second  metal  is 
bound  more  strongly  than  the  first. 

Metals  form  chelation  rings  in  a de- 
scending order  of  attractivity  to  a chelat- 
ing agent  as  follows: 

Pb>Cv>Ni>Co>Zn>Ca>Fe 

>Mn>Mg.” 

Thus,  lead  will  displace  copper  in  a chela- 
tion ring,  copper  will  displace  nickle  etc. 
A weak  chelate  such  as  MgEDTA  would 
be  expected  to  release  its  magnesium  in 
favor  of  attracting  and  removing  calcium. 

3.  Foreman  and  Trujillo  have  dem- 
onstrated that  EDTA  labeled  with  C'*  car- 
boxyl is  transferred  intact  into  the  urine 
by  both  glomerular  filtration  and  tubu- 
lar excretion  and  that  less  than  1 per  cent 
is  metabolized.  Thus,  50  per  cent  of  an 

I.V.  dose  could  be  recovered  in  the  urine  in 
one  hour  and  about  98  per  cent  in  twenty- 
four  hours.  The  drug  does  not  penetrate 
the  erythrocytes  and  mixes  (juickly  with 
all  the  body  water,  though  diffusion  in- 


to the  cerebrospinal  fluid  was  relatively 
slow. 

4.  When  EDTA  is  given  intravenously, 
the  calcium  salt  is  the  predominant  for- 
mation. One  gram  of  EDTA  binds  ap- 
proximately 108  mgm.  of  calcium  in  vit- 
ro.^" In  vivo,  it  is  only  45  to  72  per  cent 
as  efficient — the  remaining  28  to  55  per 
cent  may  be  partially  bound  to  various 
other  metals  found  in  body  fluids,  prob- 
ably in  the  order  of  descending  stabilities. 

The  Physiologic  Importance  of  Trace 
Metals 

1.  Inter-relationships  are  known  to  ex- 
ist between  trace  metals  which,  when  de- 
ranged, may  result  in  definite  clinical  syn- 
dromes. This  effect  is  seen  when  EDTA 
corrects  cardiac  arrhythmias  by  restor- 
ing the  proper  ratio  of  calcium  to  potas- 
sium.^^ 

It  has  also  been  shown  that  magnesi- 
um has  a reciprocal  relationship  to  cal- 
cium. Thus,  the  injection  of  magnesium 
results  in  a drop  in  serum  calcium  to  tet- 
any levels.’^  Ingestion  of  magnesium  salts 
increases  urinary  calcium  excretion. 

2.  Trace  metals  act  as  integral  constit- 
uents of  numerous  metalloenzymes : e.g., 
zinc  is  found  in  carbonic  anhydrase,  uri- 
case,  catalase,  peroxidase,  carboxypepti- 
dase,  lactic  dehydrogenase  and  alcohol  de- 
hydrogenase.In  Peters’ work  with 
porphyria,  reference  is  made  to  the  pos- 
sible effects  of  an  excess  of  zinc  upon 
certain  enzymatic  and  endocrine  functions 
which  could  be  ultimately  involved  in  the 
basic  pathology  of  porphyria.  This  will 
be  discussed  more  completely  elsewhere. 

3.  Trace  metals  act  as  catalysts  to  nu- 
merous enzymes  involved  in  the  interme- 
diary metabolism  of  food  stuffs,  e.g.,  mag- 
nesium is  necessary  in  the  process  of 
phosphorylation,  manganese,  aluminum, 
cobalt,  and  zinc  in  various  stages  of  the 
Krebs  tricarboxylic  cycle. 

With  such  protean  functions  in  normal 
j)hysiology,  trace  metals  must  be  consid- 
ered to  have  multiple  potentialities  as 
causative  or  contributing  factors  in  dis- 
eased states.  Thus,  we  have  an  important 
and  vital  paradox:  Metals  may  be  toxic 
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agents  in  many  diseases ; metals  are  also 
vitiil  to  numerous  body  functions. 

There  are  many  naturally  occurring  che- 
lating agents,  these  include  amino  acids, 
proteins,  carbohydrates,  heme,  chloro- 
phyll, and  certain  organic  acids  such  as 
citric  acid.  So  that  when  a chelating  agent 
is  administered  to  an  individual  it  must 
compete  with  these  naturally  occurring 
chelating  agents  for  metal  ions.  Most  of 
the  complex  reactions  upon  which  the  vi- 
tal processes  of  living  organisms  depend 
are  influenced  at  some  stage  by  natural 
chelates  formed  by  the  union  of  a metal 
ion  and  a protein  or  some  other  natural 
structure. 

Chelation,  or  metal  binding,  has  extend- 
ed into  almost  every  realm  of  medicine: 
the  treatment  of  industrial  intoxications 
with  heavy  metals,'”-''  cardiovascular 
problems ; e.g.,  digitalis  intoxication,-^-  -® 
cardiac  arrhythmias,-''-  -”  calcific  valvular 
disease,  angina  pectoris,"”- metabolic 
diseases,  contamination  states  from  ra- 
dioactive metals,'*-  in  dissolving  of  corneal 
opacities,-'*-'*  in  preventing  the  clotting  of 
blood,'*'-  ■'*■''’  to  name  only  a few. 

'V\^e  will  attempt  to  discuss  the  role  of 
chelating  agents  in  certain  dermatologic 
disorders. 

Schroeder,'*'*  in  1956,  was  one  of  the  first 
to  suggest  a correlation  between  trace 
metals  and  chronic  disease.  In  an  in- 
triguing approach,  he  emphasizes  the  pos- 
sibility that  some  of  the  chronic  afflictions 
of  man  may  represent  essentially  an  aber- 
ration in  trace  or  abnormal  metal  actions: 
e.g.,  trace  metal  deficiency,  abnormal  met- 
al excess,  metallo-enzyme  competition  by 
an  extraneous  metal,  etc.  He  I’aises  the 
question  that  scleroderma  might  in  some 
unexplained  manner  be  related  to  a de- 
rangement of  calcium  metabolism.  Recent 
investigations  appear  to  substantiate  the 
view'  that  the  metabolism  of  calcium  rep- 
resents a large  integrated  physiochemical 
system,  embracing  not  only  extracellular 
fluids  and  bone,  but  connective  tissue  as 
w'ell.  It  is  interesting  to  note  that  many 
of  the  drugs  used  in  the  treatment  of 
scleroderma  have  metal  binding  interre- 
lationships (e.g.,  PABA,  citric  acid,  dihy- 


di'otachysterol,  promin,  ACTH,  cortisone, 
penicillin,  cinchoninic  acid  and  predniso- 
lone),'*' and  that  their  therapeutic  effects 
are  achieved  in  part  by  their  chelating 
properties. 

Tui  •'***  et  al.  in  their  work  on  protein 
metabolism  and  scleroderma  suggest  that 
an  insidiously  developing  protein  depletion 
might  lead  to  a substitution  of  collagen 
and  calcium  for  its  normal  protein  con- 
stituents. 

Earl  Osbourne,*”  while  at  Mayo  clinic, 
did  a study  which  showed  that  one  of  the 
early  changes  in  scleroderma  was  a depo- 
sition of  calcium  in  the  corium. 

Klein  and  Harris'”  (1955)  were  the 
first  to  report  benefits  from  cnelation 
therapy  in  scleroderma  and  described  de- 
cided improvements  in  the  skin  and  joints 
of  one  patient  suffering  from  scleroderma, 
sclerodactylia,  and  calcinosis. 

Rukavina,  Mendelson,  Price " et  al. 
used  EDTA  in  the  treatment  of  three 
cases  of  noncalcific  scleroderma  (acro- 
sclerosis) . 

Method  of  Treatment 

Dosage:  The  patient  received  3 grams 
of  Na-EDTA  (Endrate)  in  500  cc.  glucose 
in  D/W  intravenously  over  a four  hour 
period.  The  drip  was  used  for  five  days, 
the  patient  rested  for  tw'o  days,  and  the 
cycle  w'as  repeated  over  a period  of  three 
consecutive  weeks.  A total  of  45  gm.  of 
Na2  EDTA  was  received  by  each  patient. 
Nicotinamide  and  pyridoxine  were  used 
along  with  EDTA.  Foreman  " has  recom- 
mended 50  mgm.  per  kilo  of  body  weight 
daily,  with  a daily  maximum  of  5 grams. 

Results  of  Chelation  Therapy 

In  Rukavina’s  series,  significant  changes 
were  noted  during  the  second  week  of 
therapy.  The  most  striking  changes  oc- 
curred in  the  cutaneous  and  osseous  sys- 
tems: The  skin  became  less  tense  and  in- 
durated, less  shiny.  There  was  an  absence 
of  joint  pain  on  motion.  Joint  deformities, 
however,  were  little,  if  any,  affected.  One 
patient  with  ulcers  on  the  fingertips  and 
toes  experienced  a rapid  regression  and 
eventual  disappearance  of  the  ulcers.  Bi- 
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opsy  sections  after  therapy  showed  an  in- 
creased prominence  of  the  rete  ridges,  less 
dense  fibrous  tissue  in  the  corium,  and 
an  increase  in  subcutaneous  fatty  tissue. 
One  patient  manifested  improvement  in 
the  skin  temperature  of  the  fingers  and 
toes,  and  the  other  two  showed  subjec- 
tive improvement,  although  the  findings 
could  not  be  corroborated  by  oscillometric 
studies  and  histamine  wheal  injections. 
In  all  3 cases,  the  serum  calcium  levels  de- 
creased: e.g.,  one  patient’s  serum  calcium 
dropped  from  9 mgm.  per  cent  to  5 mgm. 
per  cent,  but  no  clinical  evidence  of  tetany 
was  encountered.  In  all  3 cases,  urinary 
copper  and  zinc  excretions  increased 
greatly  (eg.,  twenty-four  hour  urine  Zn 
increased  from  0.5  mgm./  L to  10  mgm./ 
L).  No  major  toxic  effects  were  encoun- 
tered. Since  his  original  studies,  similar 
improvement  has  been  noted  by  Ruka- 
vina  in  4 additional  patients  with  acro- 
sclerosis  treated  with  Nao-EDTA. 

In  perhaps  the  largest  series  reported 
to  date,  Muller,  Brunsting  and  Winkel- 
man  of  Mayo  Clinic,  used  EDTA,  in  the 
treatment  of  23  cases  of  scleroderma:  20 
cases  showed  the  predominant  features  of 
acrosclerosis,  i.e.,  cutaneous  sclerosis  pro- 
nounced in  the  acral  areas  and  spreading 
centrally,  with  vasospastic  symptoms  in 
the  extremities.  Two  cases  were  diffuse 
scleroderma  with  central  cutaneous  scle- 
rosis progressing  peripherally  without  evi- 
dence of  vasospastic  symptoms,  but  with 
involvement  of  other  organs.  One  case  in 
the  series  was  of  widespread  morphea. 

Method  of  Treatment 

Dosage  was  that  recommended  by  Fore- 
man,“  i.e.,  50  mgm/kilo  of  body  weight 
daily  for  five  days,  followed  by  a two  day 
rest  period.  The  cycle  was  repeated  for 
three  consecutive  weeks.  Three  patients 
received  a second  course  following  an  in- 
terval of  six  to  eight  weeks.  Some  of  the 
patients  received  50  mgm.  of  pyridoxine 
and  200  mgm  of  nicotinamide  daily. 

Results  of  Chelation  Therapy 

During  the  course  of  therapy,  the  pa- 
tients’ subjective  evaluations  were  noted 
periodically.  None  of  the  patients  became 


worse  during  therapy.  Almost  all  thought 
themselves  improved.  As  in  Rukavina’s 
series,  improvement  was  observed  during 
the  second  week  of  treatment  and  reached 
its  peak  at  the  termination  of  therapy  or 
shortly  thereafter.* 

By  objective  criteria,  9 of  the  patients 
experienced  partial  improvement.  (25  to 
75  per  cent).  Breaking  his  series  down, 
Muller  states  that  7 to  15  patients  with 
severe  acrosclerosis,  1 of  5 patients  with 
moderate  involvement,  1 of  2 patients  with 
diffuse  scleroderma,  all  benefited  from 
chelation  therapy.  It  is  interesting  to  note 
that  the  patient  with  morphea  was  not 
benefited.  Objective  evaluation  of  im- 
provement depended  mainly  on  the  per- 
formance in  certain  functional  tests  such 
as  crossing  the  legs,  making  a fist,  open- 
ing the  mouth,  and  esophogeal  motility 
studies,  together  with  over-all  clinical  eval- 
uation. 

Muller  et  al.  feel  that  the  use  of  eda- 
thamil  in  the  systemic  forms  of  sclero- 
derma seems  justified;  but  point  out  that 
the  ultimate  usefulness  of  this  drug  in  the 
treatment  of  scleroderma  awaits  further 
evaluation.  In  a study  requiring  hospital- 
ization and  intravenous  medication,  the 
use  of  controls  is  very  difficult.  Whether 
EDTA  will  influence  the  course  of  the  dis- 
ease remains  to  be  proved.  At  best  it  is  an 
ameliorative,  rather  than  a curative  agent. 

Discussion 

It  has  been  shown  that  EDTA  influences 
the  urinary  excretion  of  certain  trace  met- 
als. These  trace  metals  form  integral  parts 
of  many  enzyme  systems  and  it  seems 
that  EDTA  could  remove  trace  metals 
from  enzyme  systems  or  bind  competitive 
inhibiting  metals.  When  the  tryptophan 
metabolism  of  patients  with  scleroderma 
(acrosclerosis)  or  porphyria  was  stud- 
ied, it  was  found  that  these  patients  had  a 
similar  disorder  of  tryptophan  metabolism 
in  which  the  kynurenines  and  kynuerenic 
acid  were  excreted  in  relatively  large 
amounts  in  the  urine.  In  Rukavina’s  series. 


* N.  B.  Clarke'’’*  believes  that  the  in  vivo  action 
of  EDTA  persists  for  as  lonp  as  a year  after  its 
administration. 
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all  3 patients  with  acrosclerosis  were 
found  to  have  abnormal  tryptophan  me- 
tabolism, characterized  by  an  abnormally 
large  urinary  excretion  of  kynurenine, 
kynuerenic  acid  and  its  metabolites.  Dur- 
ing therapy  with  EDTA,  two  patients 
were  found  to  have  reverted  to  normal 
tryptophan  metabolism,  and  a third  ex- 
perienced normal  values  after  treatment 
with  EDTA  and  pyridoxine.  In  view  of 
the  fact  that  kynureninase  has  been  acti- 
vated by  magnesium  ions,  one  might  sus- 
pect that  the  abnormal  tryptophan  metab- 
olism depends  upon  a functional  deficiency 
of  magnesium  ions.  The  efficacy  of  pyri- 
doxine plus  EDTA  could  be  explained  on 
the  basis  of  a decrease  in  tissue  calcium 
and  zinc,  making  it  possible  for  the  metal 
ions  normally  functioning  with  pyridoxal 
phosphate  to  be  utilized  more  advantage- 
ously. The  metal  which  is  unblocked  for 
normal  function  is  magnesium.  These  ob- 
servations suggest  that  the  patients  with 
acrosclerosis  and  porphyria  might  be  de- 
ficient in  the  apoenzymes  involved  in  the 
kynureninase  and  kynurenine  transamina- 
se reactions,  that  the  active  form  of  the 
enzyme  might  require  some  factor  in  ad- 
dition to  pyridoxal  phosphate,  or  that  an 
inhibitor  of  these  enzyme  systems  might 
be  present  in  the  tissue.^' 

Sarcoidosis 

EDTA  has  also  been  used  in  the  treat- 
ment of  sarcoidosis.  In  1957,  Rukavina^^ 
et  al.  published  the  results  of  an  experi- 
mental study  on  3 cases  of  sarcoid.  The 
patient  showed  definite  flattening  of  the 
cutaneous  lesions.  There  was  a moderate 
clearing  of  pulmonary  densities  in  several 
patients.  Histopathologic  skin  changes 
consisted  of  a decrease  in  epithelioid  ele- 
ments, giant  cells,  and  lymphocytes.  Of 
singular  note,  all  3 cases  experienced  an 
increase  in  zinc  excretion,  (e.g.,  from  a 
normal  of  0.01  mgm/L  to  from  3 to  6 
mgm  L). 

Porphyria 

From  the  department  of  Neurology  at 
Wisconsin,  Peters,^^  “^  et  al  have  used 
chelating  agents  in  the  treatment  of  por- 
phyria in  45  patients. 


Methods  of  Treatment 
BAL  was  used  as  a 10  per  cent  solution 
in  20  per  cent  benzyl  benzoate  in  peanut 
oil.  Doses  ranged  from  50  to  1,200  mgm 
24  hours  in  divided  doses.  Therapy  varied 
from  four  to  sixty  days  consecutively.  In 
several  cases,  1 to  3 injections  of  100  to 
300  mgm/wk  for  as  long  as  two  years  has 
been  employed.  With  the  exception  of  a 
questionably  related  transient  erythema 
multiforme,  no  toxic  effects  of  BAL  or 
EDTA  have  been  encountered. 

Na:;  EDTA  was  also  used  in  dosages 
comparable  to  that  discussed  earlier.  The 
choice  of  chelating  agent  depended  in  part 
on  a history  of  lead  exposure,  EDTA  then 
being  used  preferentially. 

Results  of  Chelation  Therapy 
A total  of  45  patients  were  treated,  in- 
cluding 31  acute  hepatic  porphyries,  5 
mixed  hepatic  porphyries,  8 “parapor- 
phyrics”*  and  1 chronic  porphyric  pa- 
tient.* Thirty-seven  responded  favorably 
to  chelation  therapy,  4 showed  equivocal 
responses  and  4 were  classed  as  failures. 
Twenty-three  of  the  31  acute  porphyries, 
all  8 of  the  “paraporphyric”  group,  as  well 
as  the  5 mixed  porphyries  and  1 chronic 
porphyric  seemed  to  benefit  from  chela- 
tion therapy.  Fifteen  of  the  acute  por- 
phyries and  2 of  the  mixed  porphyries 
were  in  very  critical  condition  from  ad- 
vanced neuropsychiatric  symptomatology 
prior  to  chelation  therapy,  despite  prior 
ineffectual  use  of  ACTH  in  5 cases.  All 
but  3 of  this  group  seemed  to  have  bene- 
fited by  chelation  therapy,  with  complete 
recovery  from  a tetraparesis  noted  in  6 
patients.  Of  special  interest  was  the  fre- 
quently rapid  improvement  in  schizo- 
phrenic and  other  psychiatric  symptoms 
shortly  after  initiation  of  chelation  treat- 
ment. The  reader  is  referred  to  these  re- 


* The  term  “paraporphyric”  is  used  by  Peters^* 
for  those  patients  clinically  resembling  the  known 
porphyric  group,  but  in  whom  excretion  of  uri- 
nary uroporphyric  and  porphobilinogen  was  not 
demonstrated.  The  “paraporphyric”  manifests  an 
increased  fecal  protoporphyrin  excretion,  elevated 
delta-amino  levulinic  acid  (a  porphobilinogen  pre- 
cursor) in  the  urine,  and,  at  times,  increased  uri- 
nary zinc  or  copper. 


January,  1961 — Vol.  113,  No.  1 


17 


THE  ROLE  OF  CHELATING  AGENTS  IN  DERMATOLOGY — STEWART 


ports  for  more  complete  and  fascinating 
descriptions  of  the  responses. 

Discussion 

Increased  delta-amino  levulinic  acid  lev- 
els in  the  urine  of  acute  porphyries  was 
first  noted  by  Granick  and  Vanden  Sch- 
rieck^^  and  was  also  reported  by  Mauzer- 
all  and  Granick.®®  The  quantitative  deter- 
mination of  delta-amino  levulinic  acid,  a 
porphobilinogen  precursor,  is  x'ecommend- 
ed  by  Peters  et  al.  as  a useful  screening 
device.  Elevation  of  urinary  zinc  levels 
from  2 to  36  times  normal  before  chelation 
therapy  seemed  to  parallel  more  closely  in 
the  acute  porphyric  during  exacerbations 
than  did  abnormal  porphyrin  excretion. 
Thus,  a direct  correlation  was  found  to 
exist  between  this  excessive  zinc  excretion 
and  the  acuteness  and  severity  of  the  dis- 
ease, while  excretion  of  abnormal  por- 
phyrin metabolites  did  not  parallel  symp- 
tomatology. 

In  porphyrin  biosynthesis,  succinate  + 
glycine  unite  to  form  delta-amino  levidinic 
acid  which  in  turn  condenses  to  form  'por- 
phobilinogen.  Porphobilinogen  then  pro- 
vides pyrol  units  from  which  uroporphy- 
rin, coproporphyrin,  and  protoporphyrin 
originate.  An  enzymatic  block  at  any  one 
of  these  levels  of  transformation  could 
account  for  the  withdrawal  and  excretion 
of  important  metabolites  from  the  system. 
Uroporphyrin  and  coproporphyrin  are  ex- 
creted in  acute  porphyria  in  both  urine 
and  feces  as  zinc  metal  complexes,  accord- 
ing to  Watson  and  Schwartz.®'  Gunther,®® 
in  an  earlier  report,  had  recognized  that 
urinary  porphyrins  in  these  patients  were 
often  combined  with  a metal.  Peters®'-®® 
suggests  that  zinc  accumulation  or  of  an- 
other heavy  metal  such  as  copper,  might 
be  responsible  for  such  an  enzymatic  block 
and  that  chelation  of  the.se  cations  by  BAL 
and  or  EDTA  corrects  the  metabolic  er- 
ror. The  increased  levels  of  zinc  excretion 
in  the  urine  before  chelation  are  in  sup- 
port of  this  view.  In  one  case  cited,  the 
twenty-four  hour  zinc  excretion  in  the 
urine  was  18.0  mgm/L  (normal  value  of 
urinary  zinc  0.5  mgm.(L).  During 
chelation  the  daily  zinc  excretion  reached 


a peak  level  of  34.8  mgm  L.  falling  to  a 
normal  level  after  forty-two  days  of  ther- 
apy. Zinc  excretion  then  remained  normal 
despite  continued  chelation.  The  increased 
exretion  of  zinc  during  chelation  suggests 
rapid  neutralization  of  heavy  metal  toxi- 
city by  binding  and  removal  of  the  zinc 
from  vulnerable  enzyme  systems. 

Once  again  we  encounter  lack  of  con- 
trols, unpredictability  of  spontaneous  re- 
missions and  the  variation  of  severity  so 
characteristic  of  this  disease.  However, 
the  results  are  strongly  suggestive  in  view 
of  the  high  mortality  reported  in  severe 
cases  by  others  and  the  prompt  improve- 
ment noted  in  Peters’  severely  ill  patients 
treated  by  chelation. 

The  reader  is  referred  to  other  reports 
in  the  literature  which  deal  wdth  the  treat- 
ment of  porphyria  with  chelating  agents. 

Nickle  and  Chromium  Dermatitis 

The  chelation  phenomenon  has  also  been 
of  value  in  the  inhibition  of  metal-induced 
cutaneous  allergic  reactions. 

Kurtin  and  Orentrich  ®®  state  that  a 
bound  metallic  ion  cannot  cause  an  allergic 
reaction.  They  used  a chelating  agent  ap- 
plied in  ointment  form  (2  per  cent  NiS04 
was  chelated  with  10  per  cent  EDTA)  in 
10  patients  with  a strongly  positive  nickle 
patch  test.  Patch  tests  of  5 per  cent  nickle 
sulfate  were  applied  over  uniform  layers 
of  the  chelated  ointment  and  also  over  its 
control  base.  They  found  that  the  oint- 
ment inhibited  the  appearance  of  a posi- 
tive nickle  patch  test  applied  over  the  oint- 
ment site.  This  phenomenon  is  called 
“Chelation  Blockade”. 

This  phenomenon  opens  a new  and  prac- 
tical approach  to  the  management  of  the 
common  metal  sensitivities.  The  presence 
of  trace  metals  in  toiletries,  therapeutic 
agents  and  household  products  may  be 
the  cause  of  the  continuation  of  a derma- 
titis in  sensitive  patients.  It  is  possible 
that  the  addition  of  a chelating  agent  may 
inhibit  this. 

In  the  tanning  industry,  chromium  com- 
l)ounds  (made  up  of  concentrated  reduced 
chromium  salts)  being  corrosive  in  nature, 
in  contact  with  broken  skin  can  produce 
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a rapidly  penetrating  skin  ulcer.  Chrom- 
ium can  be  found  at  the  base  of  these  les- 
ions and  this  tenacious  deposit  prolongs 
the  eroding  action  and  inhibits  healing. 

Previously,  in  order  to  remove  the 
chromium  ion,  it  was  necessary  to  use  re- 
ducing agents  (e.g.,  sodium  bisulfite)  to 
reduce  chromate  to  chromic,  the  trivalent 
form  and  then  manually  curette  the  base 
of  the  ulcer. 

Maloof  used  an  ointment  containing 
10  per  cent  EDTA  Ca  in  a base  of  hy- 
drous wool  fat.  Twenty-four  hours  after 
application  of  the  ointment,  the  ulcer 
crater  was  cleaned  out.  In  54  cases  of 
chrome  skin  ulcers,  the  treatment  was  100 
per  cent  effective.  Only  six  cases  (10  per 
cent)  required  an  additional  2 to  3 appli- 
cations to  loosen  and  clean  the  crater. 
Forty-eight  cases  responded  dramatically 
to  only  one  application  of  the  chelating 
ointment. 

Toxic  Effects  of  Intravenous  Chelating 
Agents 

1.  Local  — Thrombophlebitis  proximal 
to  the  site  of  administration.  It  is  recom- 
mended that  these  agents  be  administered 
in  no  greater  than  0.5  per  cent  solutions  in 
5 per  cent  glucose  in  water  or  saline. 

2.  Hypocalcemia  — Frank  tetany  is  not 
common  in  patients  who  show  normal  or 
elevated  initial  serum  calcium  levels,  even 
with  rapid  infusions.  It  has  been  shown 
that  infusions  at  rates  up  to  15  mgm.  per 
minute  produce  no  marked  changes  in 
serum  calcium  levels,  and  no  symptoms  of 
hypocalcium.  Occasionally,  symptoms  of 
numbness  and  tingling  of  the  fingei’s  and 
perioral  areas  occur  near  the  end  of  in- 
fusions. 

3.  Renal  Damage  — I’enal  tubular  dam- 
age has  been  reported  wdth  pathologic 
changes  resembling  that  seen  with  mer- 
cury or  potassium  dichromate  intoxica- 
tion. Oliguria  and  nitrogen  retention  has 
also  been  reported.  Dudley  et  al.®^  report 
the  death  of  two  patients  following  treat- 
ment with  disodium  EDTA  in  dosages  ex- 
ceeding 5 gm.  per  day  over  a protracted 
period  of  time. 

4.  Histamine  — like  reactions,  includ- 


ing lacrimation,  nasal  conge.stion,  and 
bouts  of  sneezing. 

5.  Glycosuria  — apparently  related  to 
renal  changes  from  excessive  doses  and 
prolonged  administi'ation  of  these  agents. 

6.  Dermatitis  — lesions  have  varied 
from  erythematous  macular-papular  les- 
ions, to  bullae  and  ulcerations  on  the  oral 
mucous  membranes  and  exfoliative  forms 
of  dermatitis.  Lesions  tend  to  clear  rapid- 
ly on  cessation  of  chelation  therapy,  and 
some  respond  dramatially  to  B-complex 
vitamins,  especially  B,i. 

7.  Miscellaneous  — mild  hypotension, 
nau.sea  and  diarrhea,  abdominal  cramps, 
febrile  reactions,  abnormal  urinary  find- 
ings. 

8.  An  Excessive  Chelation  Syndrome — 
can  be  produced  by  the  administration  of 
dosages  exceeding  3 grams  in  a twenty- 
four  hour  period  for  compounds  of  the 
EDTA  series.  The  syndrome  is  charater- 
ized  by  an  acute  febyile  state  four  to  eight 
hours  following  the  infusion,  accompanied 
by  marked  myalgia,  headache,  nasal  con- 
gestion, urinary  urgency,  chills  and  a leu- 
kopenia, subsiding  within  eighteen  to 
twenty-four  hours,  with  reversion  to  nor- 
mal clinical  findings. 

Clarke  ®-  and  his  associates  have  given 
more  than  4,000  infusions  of  edathamil 
without  complications,  except  for  mild 
gastrointestinal  upsets  and  local  burning 
at  the  site  of  infusion.  It  was  rarely  nec- 
essary to  stop  the  infusion. 

In  order  to  minimize  the  toxic  complica- 
tions : Seven  has  recommended  the  fol- 
lowing points  for  maximum  safety: 

1.  Concentration — no  greater  than  0.5 
per  cent  in  5 per  cent  D DW  or  D NS. 

2.  Rate  of  infusion — no  more  rapidly 
than  15  mgm.  per  minute. 

3.  Total  dosage  per  twenty-four  hours 
is  not  to  exceed  3 gm.  in  an  average  sized 
patient  or  no  more  than  50  mgm/kg. 

4.  In  prolonged  administration,  fre- 
quent rest  periods  are  desirable,  e.g.,  ad- 
ministration of  drug  for  five  days  of  each 
week. 

5.  Courses  of  therapy  should  be  rela- 
tively short,  with  rest  periods,  e.g.,  course 
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of  three  weeks’  duration,  followed  by  a 
rest  period  of  one  week. 

6.  Concomitant  administration  of  B 
vitamins,  especially  Be  is  advisable. 

7.  Periodic  urinalysis,  blood  urea  nitro- 
gen levels  and  postprandial  sugar  levels. 

Summary 

Certain  basic  concepts  of  chelation  ther- 
apy have  been  presented.  The  use  of  che- 
lating agents  is  widespread  in  medicine 
and  therapy  with  metal  binding  agents  has 
applications  in  many  dermatologic  dis- 
orders. Occasionally,  long  term  therapy 
may  produce  complications;  however, 
these  agents  remain  an  effective  form  of 
therapy  if  administered  carefully. 

The  concept  that  certain  chronic  and 
morbid  disease  processes  might  be  I'elated 
in  part  to  metal  binding  anomalies  sug- 
gests a new  therapeutic  approach  in  medi- 
cine. Clinical  medicine  has  available  for 
its  use  a class  of  drugs  whose  full  poten- 
tial is  yet  to  be  explored. 
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Medical  College  Reforms 

In  the  midst  of  the  numerous  proclamations  and  pledges  of  reform  in  medical 
teaching  which  annually  deluge  the  country,  the  College  of  Physicians  of  New  York 
city  exhibits  an  earnest  determination  to  elevate  the  standard  of  merit  of  its  graduates 
hy  making  rigid  examinations  the  test  for  award  of  its  diplomas.  Of  146  candidates 
for  graduation,  only  96  were  successful  in  meeting  the  requirements  exacted.  It  can 
scarcely  be  surmised  that  this  large  pei'centage  of  failures  was  attributable  to  an 
accidental  accumulation  of  poor  material.  My  own  experience  as  a teacher  convinces 
me  that  year  by  year  the  medical  classes  of  the  University  of  Louisiana,  in  the  aggre- 
gate, show  improved  states  of  primary  education,  and  are  thus  better  fitted  to  prose- 
cute professional  study. 

The  percentage  of  i-ejections  in  the  Medical  Department  of  the  University  at  its 
latest  examination  fell  considerably  below  that  of  the  College  of  Physicians  and 
Surgeons,  but  it  was  larger  than  upon  former  years,  and  sufficiently  great  to  impress 
its  students  with  an  additional  realization  of  the  fact  that  the  faculty  were  still  deter- 
mined to  make  its  diplomas  objects  worth  a struggle  to  obtain,  and  permanently  valu- 
able possessions  when  once  won. 

New  Orleans  M.  & S.  J.  9:68  (July)  1881. 
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A Pollen  Survey  in  the  Baton  Rouge  Area 


• A report  on  the  kinds  of  atmospheric  pollens,  their  seasonal  ap- 
pearance and  disappearance,  and  concentration. 


Introduction 

TJOLLEN  surveys  are  of  benefit  to  the 
^ physician  not  only  in  estimating  the 
severity  of  a particular  hay  fever  season 
but  also  in  discovering  previously  unrecog- 
ized  agents.  The  clinician  is  aware  of  cor- 
relation between  the  presence  and  abund- 
ance of  an  antigenically  potent  pollen  and 
allergic  symptoms.  Recent  volumetric 
studies  demonstrate  their  superiority  over 
the  gravimetric  slide  methods  of  pollen 
study  in  giving  a better  picture  of  the 
abundance  and  hourly  fluctuation  in  con- 
centration of  pollens  and  molds. Because 
of  the  variability  of  daily  and  annual  volu- 
metric-gravimetric ratios,  it  is  not  possi- 
ble to  convert  gravimetric  results  into 
volumetric  equivalents  with  any  accur- 
acy.22  The  gravimetric  method  is  still  the 
only  practical  pollen  sampling  procedure 
which  is  applicable  on  a wide  scale.  Re- 
cent surveys  and  reports  have  been  made 
employing  the  gravimetric  technique. 

Because  we  know  of  no  full  year  pollen 
study  reported  for  the  Baton  Rouge  area, 
it  was  decided  to  undertake  a gravimetric 
survey  for  the  year,  January,  1959  to 
January,  1960.  The  purpose  of  this  report 
is  to  supply  information  regarding  the 
kinds  of  atmospheric  pollens,  their  season- 
al appearance  and  disappearance,  and  con- 
centration. 


* Presented  at  the  Eightieth  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  in  Baton 
Rouge,  May  3,  liHiO. 

t Assistant  Professors  of  Clinical  Pediatrics, 
The  Tulane  University  School  of  Medicine,  New 
Orleans,  Louisiana 

From  the  Dei)artment  of  Pediatrics,  The  Tu- 
lane University  School  of  Medicine,  New  Orleans, 
Louisiana. 


FRANCIS  M.  HARRIS,  JR..  M.  D.t 
STEPHEN  L.  MADEY,  M.  D.t 
Baton  Rouge 

Vegetation 

Baton  Rouge  possesses  the  first  sizeable 
elevation  above  the  delta  along  the  Mis- 
sissippi River  and  is  surrounded  by  low 
swamps  and  bayous.  It  has  a semi-tropical, 
almost  coastal  climate,  due  to  its  position 
(30°  32'  N and  90°  09'  W)  and  its  prox- 
imity to  the  local  bodies  of  water.  It  has 
a mean  annual  temperature  of  67.5°  F,  a 
mean  annual  rainfall  of  59.13". 

The  first  plant  killing  freeze  is  usually 
in  the  first  week  of  December,  and  the  last 
killing  freeze  usually  occui's  in  the  middle 
of  March.  Conditions  for  plant  develop- 
ment, therefore,  are  excellent  any  time  of 
the  year  and  usually  some  plant  species 
are  in  bloom  every  day  of  the  year.  The 
plants  are  a mingling  of  tropical  and  tem- 
perate species  with  a considerable  admix- 
ture of  evergreen  cultivated  plants. 

The  soil  in  the  lowlands  is  alluvial  flood 
plain  soil,  of  alkaline  silt-clay  composition, 
and  the  bluff  and  terrace  have  a neutral 
to  acid  silt-loam  soil.  The  original  vegeta- 
tion in  this  area  is  an  extension  of  the 
eastern  United  States  deciduous  forest. 
Along  the  levees  and  bayous,  cotton- 
wood, sycamore,  hackberry,  gum,  and  wil- 
low grow  as  well  as  cypress  and  oak.  Pine 
woods  are  present  in  the  uplands  and  along 
river  drainage.  In  the  city,  there  is  a 
great  amount  of  weedy  vegetation  in  vac- 
ant lots  and  along  drainage  canals. 

Procedure 

During  1959,  from  January  26th  to  the 
end  of  the  year,  and  from  January  1st  to 
January  26th,  1960,  pollen  was  collected 
in  the  Baton  Rouge  area.  Two  sampling 
devices  were  used ; one  located  on  the  east- 
ern border  of  the  city  and  another  about 
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two  miles  to  the  west  of  the  first.  The 
sampling  device  used  was  that  recom- 
mended by  the  Pollen  Survey  Committee, 
American  Academy  of  Allergy. 

Each  device  was  placed  on  top  of  a flat 
roof,  one  story  high.  Trees  were  modei-- 
ately  abundant  in  both  sites,  which  are 
residential  areas.  During  the  tree  season, 
when  pollen  was  most  abundant,  slides 
were  exposed  for  twenty-four  hour  peri- 
ods. When  exposed  for  longer  periods,  an 
average  figure  w'as  used  representing  the 
number  of  pollen  grains  per  twenty-four 
hours.  Glass  slides  measuring  1 by  3 
inches  were  coated  on  one  surface  with  a 
thin  layer  of  a mixture  of  75  per  cent  pet- 
rolatum and  25  per  cent  mineral  oil  and 
placed  in  the  pollen  device.  After  expos- 
ure, a drop  of  Calberla’s  solution  was  ap- 
plied and  a cover  slip  mounted  for  count- 
ing and  identification  of  pollen.  It  was 
determined  that  the  diameter  of  the  low 
power  field  was  1 millimeter,  using  a 15  x 
ocular  and  a 10  x objective.  The  slide  was 
traversed  from  side  to  side  four  times, 
thereby  covering  an  area  of  100  mm-  or 
1 cm-.  The  results  are  recorded  as  pollen 
grains  per  cm-.  Identification  of  pollen 
was  facilitated  by  use  of  a set  of  com- 
parison slides  furnished  by  the  American 
Academy  of  Allgery.  Also,  specific  field 
specimens  were  taken  for  reference. 


Ob.servations 

Pollen  grains  of  the  same  species  and 
of  closely  related  species  tend  to  be 
alike."- 24,  ^8  ^,.^1  of  a mature  pollen 

grain  consists  of  two  membranes,  an  in- 
tine and  an  exine.  By  the  variations  in  the 
characteristics  of  these  membranes,  pollen 
is  identified.  The  size  of  pollen  grain  va- 
ries a great  deal  in  different  groups  of 
plants  although  the  usual  size  is  between 
7 and  35  microns.  The  pollen  grains  tend 
to  assume  an  ellipsoidal  or  spheroidal 
form.  Many  pollens  have  conspicuous 
markings,  and  they  may  develop  in  groups 
such  as  tetrads.  The  descriptions  and 
measurements  of  pollen  grains  in  this  pa- 
per are  essentially  those  found  in  the  text 
“Pollen  Grains”  by  R.  P.  Wodehouse. 

The  tree  season  in  winter-spring  was 
the  most  impressive  both  in  the  quantity 
and  the  variety  of  pollens  collected.  There 
are  approximately  40  varieties  of  wind- 
pollinated  trees  in  the  area.'---®--'  Pollens 
of  juniper  and  cypress,  Cupressaceae  and 
Taxodiaceae,  were  first  encountered  dur- 
ing the  last  week  in  December,  followed 
by  elm,  Ulmus,  and  maple,  Acer,  in  the 
third  week  of  January.  Birch,  Betulaceae, 
pollen  appeared  the  third  week  in  Febru- 
ary; and,  during  the  first  and  second 
weeks  of  March,  the  cottonwood,  Populus, 
oaks,  Quercus,  pines,  Pinus,  red  gum,  Li- 


Figure  1.  Onset  and  Concentration  of  Atmospheric  Pollens — Baton  Rouge,  1959 

Each  small  square  on  graph  represents  5 pollen  grains  per  cm2  of  giije  area  per  24  hours. 
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Figure  2.  Total  Pollen  Concentration  of  Atmospheric  Pollens — Baton  Rouge,  1959 


quidambar,  and  sycamore,  Platanus.  The 
ash,  Fraxinus,  willow,  Salix,  and  hack- 
berry,  Celtis,  appeared  during  the  third 
week  in  March.  The  season  ended  with 
pecan,  Carya,  found  from  the  first  week 
in  April  to  the  last  week  in  May.  Some 
privet,  Ligustrum,  pollen  was  collected  in 
mid-May.  The  pollen  of  greatest  abund- 
ance was  oak,  which  reached  a peak  in  the 
last  week  of  March.  Most  trees  completed 
pollination  by  the  first  week  of  May.  (Fig- 
ures 1,  2,  3) 

Detailed  observations  on  the  various 
pollens  found  are  as  follows:  Junipers  and 
Cypress,  Cupressaceae  and  Taxodiaceae — 
This  term  is  used  to  include  plants  with 
the  pollen  as  described  below.  Such  plants 
found  in  this  area  are:  arborvitae.  Thuja 
(1  I ),*  cypress,  Taxodium  (4-|-),  China 
fir,  CunninghamAa  (I  j ),  Jind  juniper, 
Juni])erus  (2-3-|-).  This  pollen  was  seen 
from  the  last  week  in  December  to  the  sec- 
ond week  in  April.  The  peak  was  during 
the  last  week  of  January  and  the  first  two 
weeks  in  February.  The  pollen  grains  are 
spheroidal,  20  to  32  microns  in  diameter, 

* The  ixlative  ahunciurce  of  the  plants  in  the 
Baton  Rou^e  area  will  be  expi-esseii  by  a system 
of  [)lusses  in  this  papei’  as  follows — 0-  absent, 
1 I scaice,  common,  .‘H-  abundant,  4 t very 
abundant. 


have  a very  thin  transparent  exine  which 
easily  ruptures  and  is  often  cast  off  when 
the  pollen  grain  is  wet.  The  exine  is  cov- 
ered with  flecks ; the  intine  is  thick,  and 
makes  up  one  half  of  the  bulk  of  the  grain. 
The  inner  border  of  the  intine  is  irregular 
and  star  shaped.  This  pollen  is  considered 
of  secondary  importance  in  the  production 
of  hay  fever  in  this  area. 

Elm,  Ulmus — Pollination  was  noted  to 
begin  during  the  second  week  in  Janu- 
ary, peak  during  the  last  week  in  Janu- 
ary, and  was  completed  by  the  third  week 
in  February. t The  pollen  gi’ains  are 
oblate,  23  to  38  microns  in  diameter,  have 
3 to  7 germ  pores  which  are  equatorially 
arranged.  The  texture  of  the  exine  is 
characterized  by  slight  undulations.  Elm 
pollen  is  abundant,  is  allergenic,  and  there- 
fore an  important  hay  fever  tree.  The 
elms  (3  I ) in  this  area  are  the  Winged 
Elm  and  the  American  Elm.  (The  Water 
Elm  is  described  later.) 

Maple,  Acer — This  pollen  was  not  found 
in  abundance;  it  was  noted  during  the  last 
week  in  January  and  the  first  two  weeks 

t Tliis  is  later  than  is  normal  for  Baton  Rouge 
in  other  years  ())ersonal  communication  — Dr. 
Clair  A.  Hi-own).  Specific  weather  factors  in 
1959  may  account  for  this  and  some  cf  the  other 
I)oMen  found  in  1959. 
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Fipfure  3.  Onset  and  Termination  of  Atmospheric  Pollens  Observed — Baton  Rouge,  1959 


in  February.  The  pollen  is  oblately  sphe- 
roidal, from  28  to  36  microns  in  diam- 
eter, usually  tricolpate,  and  has  a granu- 
lar texture  with  the  granules  arranged  in 
striae.  Maples  are  both  insect  and  wind 
pollinated.  In  the  Baton  Rouge  area  there 
is  the  Drummond  Red  Maple  (3-|-).  Maple 
pollen  is  considered  to  be  of  secondary  im- 
portance in  allergy.’^ 

Birch  Family,  Betidaceae — This  season 
begins  in  mid-February,  reaches  a peak  in 
mid-March,  and  ends  early  in  April ; an 
occasional  grain  was  found  until  mid-May. 
The  pollen  measures  20  to  40  microns,  is 
faintly  granular,  spheroidal  or  oblately 
flattened,  has  3 to  7 germ  pores  equally 
spaced  around  the  equator.  Most  char- 
acteristic, however,  is  the  aspidate  area 
around  the  germ  pores  (shield  like  area 
around  the  germ  pores).  Birch  pollen  has 
been  shown  to  be  antigenic,  but  little  at- 
tention has  been  paid  to  other  members 
of  this  family.  Members  of  this  family 
found  in  Baton  Rouge  are:  River  birch. 


Betida  nigra  (2-r  ),  American  hornbeam, 
CarpinuH  caroliniana  (2^),  and  Eastern 
hophornbeam,  Ostijra  virginiana  (14-). 
The  following  have  pollen  grains  which 
are  spheroidal  and  aspidate,  and  there- 
fore similar  to  birch  pollen,  probably  rep- 
resented in  the  total  birch  count,  and  re- 
sponsible for  such  an  apparent  prolonged 
birch  season:  Wax  myrtle,  Myrica  cerif- 
era  (4—),  and  Osage  orange,  Madura 
pomifera  (l-t*),  are  both  present  in  Baton 
Rouge.  A pollen  similar  in  appearance  to 
the  above,  but  smaller  (14  micra),  is  that 
of  Paper  mulberry,  Broussonetia  papy- 
rifera  (1^),  and  Red  mulberry,  Morns 
rubra  (2^).  It  also  is  probably  included 
in  the  Betidaceae. 

Oaks,  Quercus — The  onset  of  pollination 
was  during  the  first  week  in  March, 
peaked  during  the  third  week  in  March, 
and  ended  in  mid-April ; a few  granules 
were  seen  until  the  last  week  in  April. 
The  pollen  grains  are  spheroidal,  oblately 
flattened,  and  angular  in  outline.  They 
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are  tricolpate  with  a hyaline  body  in  the 
center  of  each  furrow.  The  exine  is  granu- 
lar and  thin.  The  hyaline  wedge  plugs 
give  it  its  most  distinctive  feature.  The 
grains  of  the  different  species  are  much 
alike,  and  there  is  no  reliable  criterion  to 
distinguish  them.  Oak  is  regarded  as 
moderately  active  in  regard  to  the  other 
tree  pollens,  but  not  as  antigenic  as  rag- 
weeds and  grasses. The  following  oaks 
are  found  in  the  Baton  Rouge  area : Water 
oak,  Quercus  alba  (2-[-),  Laurel  oak,  Quer- 
cus  laurifolia  (1-|-),  Overcup  oak,  Quer- 
cus lyrata  Nuttall  oak,  Quercus 

nuttallii  (2-|-),  Cherrybark  oak,  Quercus 
pagoda  (3-|-),  Willow  oak,  Quercus  phellos 
(2-|-),  Shumark  red  oak,  Quercus  shumar- 
dii  (2-|-),  and  Live  oak,  Quercus  virgini- 
ana  (4-f). 

Pines,  Pinus — This  term  is  used  to  in- 
dicate all  winged  coniferous  pollen  grains 
seen,  and  includes  Pines,  Pinus,  and  Jap- 
anese yew,  Podocarpus  macrophylla  (1-|-). 
The  first  week  in  March  marks  the  onset 
of  pollination,  with  peaking  during  the 
third  week  in  March  until  mid-April.  An 
occasional  pollen  grain  is  seen  until  the 
second  week  in  May.  Pine  pollen  meas- 
ures 45  to  100  microns  exclusive  of  blad- 
ders. The  body  of  the  moistened  grain  is 
in  the  shape  of  a double  convex  lens.  The 
dorsal  side  has  a thick  rugged  exine ; on 
the  ventral  side  are  two  large  air  sacs. 
The  pollen  is  carried  for  long  distances 
but  has  little  or  no  antigenic  activity.'^- 
In  the  Baton  Rouge  area  are  the  Slash 
pine,  Pinus  eliottii  (3-|-)»  the  Spruce  pine, 
Pinus  glabra  (2-)-),  the  Longleaf  pine, 
Pinus  palustris  (2-|-),  the  Loblolly  pine, 
Pinus  taeda  (4-]  -),  and  the  Shortleaf  pine, 
Pinus  echinata  (1  | ). 

Cottonwood,  Populus — The  pollen  ap- 
pears from  the  first  through  the  fourth 
week  of  March ; only  a few  granules  were 
found.  The  grains  are  spheroidal,  acol- 
pate  (no  germ  furrows),  very  thin,  and 
the  exine  often  fragmented  but  minutely 
reticulate  or  granular.  The  intine  is  thick. 
The  grains  are  highly  adapted  to  wind 
pollination  and  cottonwoods  disperse  huge 
amounts  of  pollen.  The  Western  Cotton- 
wood, Populus  Sargentii,  is  mentioned  as 


being  antigenic  but  there  is  little  mention 
of  the  Eastern  Cottonwood,  Populus  Oc- 
cidentalis  (2-|-),  which  is  found  in  the 
Baton  Rouge  area. 

Red  Gum,  Liquidambar  styraciflua  — 
This  pollen  appears  in  the  first  week  in 
March,  and  lasts  until  the  first  week  in 
April;  the  peak  is  during  the  second  and 
third  weeks  in  March.  The  pollen  grains 
are  spheroidal  around  38  microns  in  diam- 
eter, have  10  to  20  circular  pores ; the  pore 
membranes  bulge  and  are  flecked.  The 
exine  is  deeply  pitted  with  minute  round 
pits.  It  has  been  suspected  but  not  known 
to  cause  hay  fever.  Red  gum  (4-j-)  is 
common  and  is  widely  distributed  through- 
out Louisiana. 

Sycamore,  Platanus  occidentalis — Noted 
to  pollinate  from  the  third  week  in  March 
into  the  first  week  in  April.  The  pollen 
was  at  no  time  abundant.  The  grains  are 
oblately  flattened,  various  in  size,  18  by 
14  microns  to  21  by  17  microns  tricolpate, 
with  furrows  meridionally  arranged ; the 
furrows  are  flecked  with  the  same  gran- 
ules as  are  found  on  the  exine.  This  pollen 
is  considered  to  be  only  moderately  al- 
lergenic.^^ Sycamore  (2-|-)  is  very  abund- 
ant on  the  Mississippi  River  bottomlands. 

Ash,  Fraxinus — Pollination  lasts  from 
the  third  week  in  March  to  the  fourth 
week  in  April ; only  small  amounts  of  the 
pollen  were  collected.  The  grains  measure 
around  24  microns,  are  flattened  and 
angular.  They  usually  have  four  furrows, 
and  a reticulate  pattern  on  the  exine. 
Ashes  produce  large  quantities  of  pollen 
which  are  borne  for  great  distances.  Green 
ash,  Fraxinus  pennsylvanica  (I-]-)  is  com- 
mon in  Louisiana,  but  the  White  ash, 
Fraxinus  americana,  once  abundant,  is 
scarce.  Allergy  to  Ash  pollen  is  considered 
to  be  rare.'* 

Willow,  Salix — Pollination  onset  is  the 
third  week  in  March,  peak  in  first  week 
in  April,  and  termination  in  the  last  week 
in  April.  The  grains  are  spheroidal  flat- 
tened, three  lobed,  18  microns  in  diameter, 
tricolpate,  and  have  a reticulate  exine 
with  sharply  angular  lacunae  and  vertical 
ridges.  Willows  are  primarily  insect  pol- 
linated, but  the  pollen  is  nevertheless 
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caught  on  atmospheric  slides.  It  is  some- 
times important  in  hay  fever.  Black  wil- 
low, Salix  nigra  (3-j-)  is  widely  distrib- 
uted in  Louisiana. 


Sugarberry  or  Hackberry,  Celtis  laevi- 
gata— Onset  of  pollination  is  the  third 
week  in  March  and  lasts  until  the  first 
week  in  April.  The  grains  (Wodehouse) 


Figure  4.  1.  Pecan  Pollen,  meridional  view. 

2.  Japanese  yew  rollen. 

3.  Sweet  gum  pollen.  Note  bulging  pore  membranes. 

4.  Blue  beech  pollen.  Note  three  pores  with  aspidate  subexineous  thickening  sur- 
rounding pores. 
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are  spheroidal,  measure  40  microns  in 
diameter,  have  three  germ  pores  equally 
spaced  about  the  equator,  and  are  aspidate 
but  have  no  protrusions  above  the  surface 
of  the  grain.  Little  attention  has  been  paid 


to  the  antigenic  qualities  of  hackberry. 
Hackberry  (3-|-)  is  widely  distributed  in 
Louisiana. 

Privet,  Ligustrum  Spp — A few  grains 
were  seen  on  slides  during  the  second  and 


5 6 


Eiffure  5.  5.  Cottonwood  pollen.  Surface  detail;  note  frafjnientary  exine. 

().  Cottonwood  pollen.  Meridional  view;  note  thick  exine. 

7.  Oak  pollen.  Note  three  furrows,  and  hulninp:  exine. 

S.  Lifjustrum  pollen.  Note  beaded  appearance  of  exine. 
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the  third  week  in  May.  The  grains  meas- 
ure 28  to  30  microns,  have  a coarse,  retic- 
ular exine  with  large  lacunae,  presenting 
a beaded  appearance ; there  are  usually 
three  furrows.  For  the  most  part  it  is  in- 
sect pollinated  and  probably  not  an  im- 
portant cause  of  hay  fever;  however,  some 
pollen  is  collected  on  slides.-’  Ligustrum 
(3-)-)  is  a widely  planted  shrub  in  Baton 
Rouge. 

Pecans  and  Hickories,  Canja  — Pecan 
pollen  was  first  note  during  the  second 
week  in  April,  and  a few  grains  were 
found  until  the  first  week  in  June.  The 
grains  are  spheroidal,  about  45  microns 
in  diameter,  have  three  germ  pores,  sub- 
exinous  thickenings,  and  a granular  tex- 
ture. Pecan,  Canja  illinoensis  (2-|-),  is  an 
important  source  of  hay  fever  pollen. 

Planera  tree  or  Water  elm,  Planera 
aquatica  (1-f-) — Pollen  was  noted  during 
the  last  week  in  February  into  the  first 
week  in  April.  These  pollen  grains  were 
not  abundant.  The  grains  are  flattened, 
30  to  55  microns  in  diameter,  usually  have 
four  germ  pores,  each  surrounded  by  a 
subexinous  thickening. 

The  relative  abundance  of  plants  other 
than  trees  in  the  Baton  Rouge  area  is 
as  follows : grasses  (4-p) , ragweeds  (4-|-), 
composites  (4-f-),  amaranths  (2-34-), 
chenopods  (1-2-j-). 

Grasses,  Gramineae — Grass  pollen  first 
appeared  on  the  slides  during  the  first 
week  in  March,  was  present  in  meager 
amounts,  and  disappeared  after  the  first 
winter  freeze  on  the  seventh  of  November. 
A few  granules  reappeared  during  the  sec- 
ond week  in  December,  but,  with  this  ex- 
ception, grass  pollen  was  not  observed 
when  the  mean  temperature  dropped  be- 
low 50°  F.  Grass  grains  are  usually  sphe- 
roidal, vary  in  size,  have  a thin  unsculp- 
tured exine  with  a slightly  granular  sur- 
face, and  a thick  hyaline  intine.  In  the 
interior,  starch  granules  are  packed ; there 
is  a small  hyaline  body  opposite  the  single 
germ  pore.  It  is  not  possible  to  identify 
grass  pollen  as  to  species.  Pollen  from 
wild  grasses  measures  less  than  35  mi- 
crons, from  cultivated  cereals,  over  35 
microns  with  corn  being  over  125  microns. 


In  Paton  Rouge,  the  earliest  grass  is  an- 
nual blue  grass,  Poa  annua  (2  j ).  The 
summer  gras.ses  are  carpet  grasses,  Aro- 
nopun  Spp  (3-4  t ),  and  dallis  grass,  Pas- 
palum  dilatatum  (3-4-|-).  In  Baton  Rouge, 
crab  grass,  DiqParia  sanguinalis  (3  | ), 
yard  grass,  Eleusine  indica  (2-|  ),  and 
Johnson  grass.  Sorghum  halapense  (4  j), 
are  found  during  the  summer  and  fall. 
I^ill  grasses  are  smut  grass,  Sporobolus 
poiretii  (2  (-),  Bermuda  grass,  Cynodon 
dactylon  (4-[  ),  and  beard  grass,  Andro- 
pogon  Spp  (3-4-|-). 

The  practice  of  cutting  grasses  on  lawns 
tends  to  increase  their  pollinating  season 
and  to  prevent  the  occurrence  of  peaks. 
Bermuda  grass  is  the  most  active  hay 
fever  grass  in  the  South,  a common  lawn 
and  field  grass.  Italian  rye  grass,  a lawn 
grass,  Lolium  mvltiflorum  (l-2-|~),  is 
found  to  some  extent  in  Baton  Rouge  and 
is  a known  antigen.  Johnson  grass  is  con- 
sidered an  important  hay  fever  grass,  but 
some  believe  its  pollen  is  too  large  to  per- 
mit wide  dispersal.  All  grass  pollen  con- 
tains similar  allergenic  qualities,  though 
many  allergists  use  only  local  grass  pol- 
lens in  skin  testing. 

Amaranths  and  Chenopods,  Amarantha- 
ceae  and  Chenopodiaceae — A few  grains 
were  found  on  slides  during  the  first  and 
last  week  of  August.  This  pollen  usually 
appears  about  a month  before  ragweed 
and  persists  into  September.  The  moist, 
expanded  pollen  grains  measure  19  to  35 
microns,  have  a thin  and  granular  exine, 
are  psilate  (unadorned  with  ridges  or  pro- 
jections), and  cribellate  (possessing  a 
number  of  rounded  germinal  apertures 
equally  spaced).  Because  of  the  close  bo- 
tanic relationships,  and  the  similar  ap- 
pearance of  the  grains,  it  has  been  as- 
sumed that  these  species  possess  cross  re- 
actions. These  groups  are  not  of  great 
allergenic  importance  because  of  their  low 
antigen  quality  and  the  poor  production 
of  pollen  by  some  of  them.  Found  in  Baton 
Rouge  are:  redroot  pigweed,  Amaranthus 
retroflexus  (3-[-),  spiny  amaranth,  Amar- 
anthus spinosus  (3-|-),  green  amaranth, 
Amaranthus  viridis  (3-|-),  lamb’s  quar- 
ters, Chenopodium  alba  (1-f-),  and  Mexi- 
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can  tea,  Chenopodium  ambrosioides  (1- 
2-j-). 

Ragweed  tribe,  Ambrosiaceae — This  pol- 
len appeared  during  the  third  week  in 
September,  peaked  the  first  week  in  Oc- 


tober, and  was  last  seen  the  first  week  in 
November.  Generally,  however,  it  appears 
during  the  last  week  in  August  or  the  first 
week  in  September.  The  termination  cor- 
related with  the  first  fall  frost,  with  a 
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Figure  6.  9.  Grass  pollen.  Note  sinple  pore. 

10.  Sedge  pollen.  Note  pear-shape. 

11.  Fungus  spore,  probably  Helminthosporium. 

12.  Fungus  spore,  Alternaria. 
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temperature  low  of  28°  F.  on  November  7, 
and  a second  frost  on  November  17,  with 
a low  of  29°  F.  A few  unidentified  gran- 
ules of  Ambrosiaceae  were  seen  in  Decem- 
ber and  January. 

There  are  common  antigenic  qualities 
in  the  ragweed,  composite,  and  the  chicory 
families.  Ragweed  is  related  to  the  in.sect 
pollinated  sunflower,  aster,  and  golden- 
rod.  There  is  a great  abundance  of  pollen 
wherever  short  and  giant  ragweed  are  lo- 
cated. Studies  with  partial  ragweed  ex- 
termination in  New  York  City  area  reveal 
that  up  to  90  per  cent  extermination  in 
one  borough  resulted  in  no  ap  jreciable 
decrease  in  pollen  counts  done  by  gravi- 
metric method,  presumably  due  to  air  con- 
tamination from  adjacent  areas. Pollen 
counts  done  in  areas  where  no  ragweed 
plants  were  present  reveal  that  the  pol- 
len can  travel  for  considerable  distances. 
Smith  and  Rooks  by  using  a volumetric 
sampling  device  confirmed  earlier  gravi- 
metric studies  relating  to  the  diurnal  va- 
riation of  air  borne  ragweed  pollen : 47 
per  cent  appeared  from  6:00  A.  M.  to 
noon;  43.6  per  cent  noon  to  6:00  P.  M., 
5.8  per  cent  6:00  P.  M.  to  midnight,  and 
3.6  per  cent  midnight  to  6:00  A.M.  For 
the  most  part  ragweeds  pollinate  in  late 
summer  when  the  days  become  shorter, 
i.e.,  it  is  the  shortening  of  the  day  that 
provides  the  stimulus  for  flowering.^'  For 
example,  in  the  North  ragweed  pollen  may 
appear  during  the  second  week  in  August ; 
while  in  the  South,  it  is  the  first  week  in 
September.  The  anthesis  of  cockleburs  oc- 
curs at  the  same  time  as  ragweed,  and  its 
pollen  strongly  interacts  with  ragweed. 
Cocklebur  is,  however,  a minor  factor  in 
allergy  because  there  is  only  a small 
amount  of  pollen  per  plant.  In  Baton 
Rouge,  the  following  are  found : short  rag- 
weed, Ambrosia  elatior  (3-4—),  giant  rag- 
weed, Ambrosia  trifida  (3-4—),  ground- 
sel-tree, Baccharis  halimifoUa  (3-^), 
marsh  elder,  Iva  ciliata  (4-^),  and  cockle- 
bur,  Xanthium  Spp  (3-|-).  Pollination 
was  noted  as  early  as  July  and  as  late  as 
November.  The  pollen  granules  are  sphe- 
roidal or  oblately  flattened,  16  to  30  mi- 
crons, tricolpate  usually,  and  have  three 


meriodionally  aranged  germinal  furrows. 
The  exine  is  granular,  usually  with  spines. 

Plantains,  Plantapo  (1-|-),  the  docks, 
Rumex  (2-f-),  and  the  .sedges,  Carex  (-|-3) 
are  present  in  the  Baton  Rouge  area  and 
probably  contribute  a minor  amount  of 
pollen  in  summer  and  fall. 

Fungi,  Alternaria  and  others  — Fungi 
were  found  on  slides  the  year  round,  but 
only  sparsely  during  December.  They  were 
most  abundant  from  March  to  September. 
The  conidia  of  Alternaria  are  tadpole 
shaped,  brown,  and  have  cross  walls  in 
two  planes.  No  attempt  was  made  to  dif- 
ferentiate the  other  spores.  Allergy  to 
e.xtracts  of  fungi  is  well  recognized  as  a 
common  finding  encountered  in  skin  test- 
ing.'"-" Their  relative  impoitance  as  a 
cause  of  hay  fever  and  asthma  is  to  be 
determined.  Cross  sensitivity  between  the 
fungi  is  not  as  great  as  within  pollen 
groups. 

Summary 

A study  of  the  atmospheric  pollen  in 
Raton  Rouge  during  1959  by  the  gravity 
slide  technique  was  done  using  two  ob- 
servation stations.  The  late  winter-spring 
pollen  observed  was  dominated  by  that 
from  trees  beginning  with  the  cypress 
group  and  ending  with  the  pecans.  Grass 
pollen  was  found  in  modest  amounts  most 
of  the  year  except  for  a shoi’t  period  in 
December  and  Januaiy.  Weed  pollen  was 
observed  from  late  summer  into  the  winter 
months  with  ragweed  pollen  found  in  mid- 
September  and  ending  abruptly  with  the 
first  frosts  in  November.  Fungi  were 
seen  on  the  slides  throughout  most  of  the 
year  and  in  greatest  abundance  during 
spring  and  summer. 

The  information  gathered  in  this  study 
of  the  pollen  content  of  the  air  throughout 
the  various  seasons  of  1959  should  serve 
as  a useful  guide  to  the  kinds  and  amounts 
of  anemophilous  plant  pollen  in  the  air  in 
the  Eaton  Rouge  area. 
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1957. 

27.  Brown.  Clair  A. : Commercial  Trees  of  Louisiana, 
Louisiana  Forestry  Commission,  19.50. 

28.  Wodehouse.  R.  P. : Hay  Fever  Plants,  Waltham, 
■Mass.,  Chronica  Botaniea  Co.,  193.5. 

Discussion 

Dr.  Neill  K.  Weaver  (Baton  Rouge)  : Drs. 
Harris  and  Madey  have  carried  out  and  here  re- 
ported the  first  systematic,  detailed,  and  aller- 
genically-oriented  pollen  survey  in  the  Baton 
Rouge  area.  As  they  point  out,  the  local  flora 
consists  of  a mixture  of  semi-tropical  and  tem- 
perate zone  specimens.  This  area  is  somewhat 
unique,  botanically  speaking.  A practitioner  of 
allergy  would  be  ill  advised  to  apply  in  this  area 
information  on  allergenic  pollen  derived  from  a 
mid-western  temperate  zone  city,  say  St.  Louis 
or  Chicago,  or  from  a more  nearly  tropical  city, 
as  Miami.  And,  I am  convinced  that  more  subtle 
but  clinically  significant  differences  exist  in  the 
timing,  amounts  and  varieties  of  aero-allergens 
released  locally  as  compared  to  New  Orleans  or 
Shreveport.  Hence,  their  study  should  be  most 
welcome  to  local  allergists  (and  their  patients!). 

The  authors’  botanical  treatment  of  the  aero- 
pollens  is  skillfully  done,  and  more  complete  than 
is  usually  reported  in  a survey  of  this  kind.  Their 
morphological  descriptions  should  prove  useful  to 
others  who  may  be  motivated  to  carry  out  similar 
observations.  The  duration  of  anthesis  of  the 
significant  wind  pollinated  plants  for  1959  seems 
well  delineated.  For  example,  they  found  the 
onset  for  the  Ambrosiaceae  to  be  some  3 or  4 
weeks  later  than  usual;  this  corroborates  our 
clinical  observation  of  delayed  occurrence  of 
symptoms  in  ragweed  sensitive  patients  last  fall. 
I also  suspected,  from  clinical  experience,  that 
the  amount  of  fall  pollen  was  reduced  last  year. 
Their  quanitiative  charts  reveal  that  pollen  of 
the  ragweed  group  occurred  in  low  or  moderate 
amounts.  In  contrast,  spectacular  quantities 
of  tree  pollen,  especialy  oak,  were  recorded  at 
both  sampling  stations.  It  is  indeed  fortunate  that 
tree  pollen  generally  show  a low  order  of  anti- 
genicity, causing  symptoms  in  relatively  few 
patients.  The  grass  pollinating  season  was  found 
to  be  prolonged,  but  of  low  intensity,  as  is  char- 
acteristic of  the  southernmost  states. 

Drs.  Harris  and  Madey  are  to  be  highly  com- 
mended for  undertaking  and  reporting  this  survey. 
It  is  hoped  that  they  will  see  fit  to  continue  and 
extend  their  observations.  For  it  is  only  by  the 
temporal  correlation  of  qualitative  and  quantita- 
tive data  of  local  airborne  pollen  with  clinical 
situations  (the  results  of  akin  tests,  and — more 
particularly — the  occurrence  of  allergic  symptoms 
in  patients)  that  the  practice  of  allergy  in  this 
area  will  achieve  a truly  scientific  basis. 
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Medical  Assistance  For  The  Aged 
111  Public  Law  86-778 


In  the  Congress  which  convened  in  Jan- 
Liary  1961,  American  medicine  and  the 
public  again  face  a serious  threat  of  state 
medicine.  Twelve  years  ago,  the  same 
threat  was  imminent  when  it  was  backed 
by  the  socialist  group  and  the  Truman 
administration.  In  a courageous  and  force- 
ful campaign  the  dangers  of  socialized 
medicine  were  explained  to  the  nation,  and 
the  plan  was  defeated.  Its  proponents, 
however,  said  at  the  time  and  lived  up  to 
their  plan  of  attempting  to  establish  state 
medicine  through  increments  of  congres- 
sional legislation  or  state  medicine  by  the 
back  door. 

Many  bills  with  this  design  have  been 
presented  by  the  socialists  to  Congress. 
Most  of  these  have  failed  of  enactment. 
A few  have  succeeded,  such  as  the  law 
which  provided  medical  care  to  Social  Se- 
curity beneficiaries  who  have  become  dis- 
abled. In  the  past  two  years,  the  out- 
growth of  this  type  of  legislation  has  ap- 
peared under  the  guise  of  providing  medi- 
cal care  for  persons  on  the  Social  Security 


rolls  who  had  passed  65,  the  Forand  type 
of  legislative  proposal. 

Thirty-three  such  bills  were  presented 
to  the  Eighty-sixth  Congress,  dealing  in 
some  way  with  health  care  of  the  aged. 
Many  of  these  bills  seem  to  imply  that  as 
those  who  were  aging  passed  the  point  of 
65,  a state  of  dire  need  supervened;  that 
professional  and  economic  constituents  of 
medical  care  for  this  group  were  lacking; 
and  that  the  only  way  to  meet  this  press- 
ing need  was  through  a compulsory  Social 
Security  tax  providing  universal  coverage 
for  the  group  in  question. 

The  proponents  of  such  laws  ignore  the 
fact  that  the  aged  have  always  been  pro- 
vided for  within  the  limits  of  family  and 
community  resources.  That  a man  ages 
as  he  lives  and  there  is  no  rapid  transition 
from  economic  competence  to  aged  defici- 
ency in  the  majority  of  persons.  Such 
social  planners  should  also  realize  that 
preparation  for  age  has  long  been  an  attri- 
bute of  the  socially  adequate  person,  and 
approximately  two-thirds  of  those  beyond 
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65  have  some  form  of  prepaid  medical  ex- 
pense insurance. 

The  successful  politicians  previous  to 
the  recent  presidential  campaign  correctly 
estimated  that  the  election  might  be  de- 
cided by  less  than  1 per  cent  of  the  voting 
electorate.  There  are  sixteen  million  per- 
sons over  65  in  this  country.  Of  these 
2.4  million  already  are  on  state  welfare 
rolls.  Approximately  12  million  others  are 
Social  Security  beneficiaries.  The  support 
of  10  per  cent  of  the  latter  prospectively 
gained  through  a tax  supported  program 
could  conceivably  swing  the  election. 

To  this  end  many  bills  of  the  Forand 
type  were  directed.  Organized  medicine 
placed  itself  in  opposition  to  this  form  of 
legislation.  In  a statement  of  policy  adopt- 
ed by  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  in  June  1960,  it 
was  stated : 

“Personal  medical  care  is  primarily 
the  responsibility  of  the  individual. 
When  he  is  unable  to  provide  this  care 
for  himself,  the  responsibility  should 
properly  pass  to  his  family,  the  com- 
munity, the  county,  the  State,  and  only 
when  all  these  fail,  to  the  Federal  Gov- 
ernment, and  then  only  in  conjunction 
with  the  other  levels  of  government,  in 
the  above  order.  The  determination  of 
medical  need  should  be  made  by  a phy- 
sician and  the  determination  of  eligibili- 
ty should  be  made  at  the  local  level  with 
local  administration  and  control.  The 
principle  of  freedom  of  choice  should  be 
preserved.  The  use  of  tax  funds  under 
the  above  conditions  to  pay  for  such 
care,  whether  through  the  purchase  of 
health  insurance  or  by  direct  payment, 
provided  local  option  is  assured,  is  in- 
herent in  this  concept.” 

Organized  medicine,  on  the  basis  of  such 
a policy  contributed  to  the  defeat  of  these 
socialistic  proposals.  It  also  contributed 
substantial  support  to  a different  type  of 
bill,  the  Kerr-Mills  bill,  which  became  Pub- 
lic Law  86-778.  This  law  appropriates  an 
extra  202  million  a year  in  public  assist- 
ance grants  to  the  states.  The  provisions 
were  that  the  money  be  used  to  exjjand 
care  for  the  2.4  million  placed  already  on 


the  State  Welfare  rolls,  to  set  up  new  pro- 
grams to  cover  other  aged,  who  might 
not  qualify  for  general  relief,  but  who 
might  under  special  circumstances  need 
help  to  pay  their  medical  bills.  Funda- 
mentally, it  is  to  give  help  to  those  who 
need  help. 

This  bill  was  enacted  in  September  1960, 
and  was  attacked  during  the  Presidential 
campaign  that  followed.  The  contention 
was  that  it  did  not  go  far  enough — pre- 
sumably was  too  conservative.  The  bill  is 
broad  in  its  provisions  and  its  implemen- 
tation is  to  be  carried  out  under  laws  and 
directives  administered  by  the  individual 
states.  The  only  limitation  on  the  scope  is 
that  only  those  persons  over  65  years  of 
age  who  are  not  on  Old  Age  Assistance 
are  eligible. 

Competent  legal  authorities  have  stated 
that  in  the  field  of  Federal  legislation 
there  has  seldom  been  a medical  program 
tailored  so  exactly  to  the  specifications 
suggested  by  organized  medicine,  local 
definition,  and  determination  of  eligibility, 
local  choice  of  scope  of  benefits,  and  meth- 
od of  payments,  and  minimal  Federal  con- 
trol. The  advocates  of  socialized  medicine 
will  attack  this  bill  and  will  advocate  leg- 
islation of  the  Forand  type.  They  will  in- 
sist upon  the  Social  Security  tax  and  com- 
pulsory Social  Security  eligibility. 

In  arguing  the  relative  merits  and  de- 
merits of  the  two  types  of  legislation  re- 
member that: 

1.  Under  this  law:  Medical  care  is 
authorized  for  any  person  over  65  who 
needs  help. 

Under  the  Forand  bill : Care  would  be 
provided  regardless  of  need — but  only 
to  60%  of  the  persons  over  age  65. 

2.  Under  this  law:  Any  type  of  care 
can  be  provided  as  decided  by  the  state. 

Under  the  Forand  bill:  Only  hospital- 
ization, nursing  home  care,  and  some 
surgical  care  would  be  authorized. 

3.  Under  this  law:  All  fees  are  de- 
termined by  local  regulation. 

Under  the  Forand  Hill:  Fees  would 
be  promulgated  by  the  Department  of 
Health,  Fducation  and  Welfare. 

4.  Under  this  law : The  program  sup- 
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plements  voluntary  health  insurance. 

Under  the  Forand  bill:  The  program 
would  compete  with  and  stifle  voluntary 
health  insurance. 

The  Forand  type  of  legislation  was  de- 
feated in  part  through  the  efforts  of  or- 
ganized medicine  in  September  1960.  In 
the  coming  forensic  contest  we  will  have 
all  the  strength  that  we  were  able  to 
muster  then.  In  addition,  the  Democrats 
have  lost  23  votes  in  the  House.  The  fear 
of  radical  legislation  in  times  of  economic 
crisis  will  further  a coalition  of  conserva- 


tive elements.  Additional  arguments  will 
be  that  the  bill  as  enacted  should  be  tried 
before  a radical  and  socialistic  departure 
is  made  from  established  practice. 

The  ultimate  operation  and  success  of 
the  Kerr-Mills  bill  will  be  in  the  hands  of 
the  medical  profession.  Recognizing  that 
the  AMA  has  endorsed  the  bill,  that  more 
than  any  other  it  places  help  within  the 
reach  of  those  who  need  it  most,  and  that 
it  provides  freedom  of  choice  and  local  au- 
tonomy which  we  consider  essential,  the 
physician  can  with  good  heart  undertake 
to  do  his  part  in  seeing  that  the  bill  works. 


ORGANIZATION  SECTION 


The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana  State 
Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contribute  to  the 
understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


THE  URGE  TO  SUE  * 

Growth  of  Malpractice  Suits  Has  Put  U.  S. 
Doctors  on  the  Defensive;  Last  Year’s  Cases 
Totaled  Estimated  $50  Million  in  Costs  and  Set- 
tlements. 


More  and  more  U.  S.  doctors  are  learning  a 
bitter  lesson:  medicine  is  an  inexact  science,  but 
there  is  little  room  for  error  as  far  as  the  courts 
are  concerned.  According  to  the  American  Medi- 
cal Association,  one  in  every  seven  physicians 
has  been  sued  for  giving  treatment  that  a court 
may  decide  is  contrary  to  accepted  rules  and  in- 
jurious to  the  patient.  Last  year  alone,  6,000 
doctors  were  sued.  Jury  awards  in  malpractice 
suits  have  nearly  trebled  since  1950;  lawyers’ 
fees,  courts  costs,  damages  and  out-of-court  set- 
tlements in  last  year’s  cases  totaled  an  estimated 
$50  million. 

The  result.  Time  says  in  a survey  of  the  grow- 
ing trend,  is  that  almost  95%  of  all  U.  S.  doctors 
carry  malpractice  insurance  and  many  feel  like 
sitting  pigeons  for  unscrupulous  patients  and 
lawyers.  Some  doctors  now  dodge  giving  aid  in 
Good  Samaritan  cases,  which  form  a small  but 
rich  field  for  malpractice  suits.  Such  emerg- 
ency accident  cases  demand  haste,  often  catch 
the  doctor  ill-equipped  and  ill-prepared. 


* Reprinted  from  News  Release  from  Time, 
The  Weekly  Newsmagazine. 


Doctors  vs.  Lawyers 

Mr.  C.  Joseph  Stetler,  Secretary  of  the  Coun- 
cil of  Legislative  Activities  A.M.A.,  attributes 
the  urge  to  sue  on  exaggerated  stories  of  new 
drugs,  methods  of  treatment  and  “miracle”  sur- 
gery, which  “lead  the  public  to  believe  that  any- 
thing less  than  a perfect  result  is  per  se  evidence 
of  negligence.”  Some  doctors  insist  that  only 
10%  of  all  malpractice  suits  have  any  merit;  the 
rest,  they  claim,  are  nothing  more  than  “legal- 
ized blackmail.” 

Not  so,  say  trial  attorneys  like  San  Francisco’s 
Melvin  M.  Belli,  who  estimates  that  he  has  filed 
more  than  1,000  malpractice  suits  (75  actually 
went  to  trial),  relieved  doctors  and  insurance 
companies  of  $8,000,000  in  judgements  and  out- 
of-court  settlements.  Belli  says  that  “most  of 
the  verdicts  are  justified,  because  judges  and 
the  law  have  put  so  many  safeguards  around 
doctors.”  He  points  out  that  in  some  states  (e.g. 
Arizona,  New  Mexico)  malpractice  suits  are 
“very  rare  indeed,”  because  doctors  flatly  refuse 
to  give  testimony  that  would  show  medical  negli- 
gence by  their  colleagues.  Doctors’  self-imposed 
silence  has  prompted  two  states — Massachusetts 
and  Nevada — to  permit  use  of  standard  text- 
books in  court  to  establish  prudent  practice. 

Lost  Sponges,  Mismatched  Blood 

A.M.A.  studies  show  that  two-thirds  of  mal- 
practice claims  originate  from  in-hospital  acci- 
dents. Sponges  occasionally  are  sewn  into  pa- 
tients’ stomachs  (a  group  of  California  hospitals 


January,  1961 — Vol.  113,  No.  1 


35 


ORGANIZATION  SECTION 


recently  reported  a run  on  “lost  sponges” — 18 
in  a single  year).  Obstetricians  have  been  known 
to  deliver  one  baby  and  quit,  leaving  its  twin 
behind.  Surgeons  have  removed  a kidney  only 
to  discover  that  one  is  all  the  patient  had.  A 
more  common  cause:  transfusions  of  mismatched 
blood,  which  kill  about  3,000  patients  a year  in 
the  U.  S.,  injure  thousands  more.  In  such  cases, 
where  human  error  is  clearly  responsible,  courts 
hold  that  the  injured  patient  need  not  produce 
expert  testimony  to  prove  the  physician’s  negli- 
gence. 

Doctors  also  have  been  sued  for  failing  to 
spell  out  risks.  Earlier  this  year,  after  a Kansas 
woman  suffered  burns  from  radio-active  cobalt 
therapy  for  her  breast  cancer,  her  physician  was 
judged  negligent — even  though  the  treatment 
was  skillfully  performed — simply  because  he 
failed  to  tell  her  there  was  risk  of  radiation  burn 
and  therefore,  said  the  court,  had  not  obtained 
her  “informed  consent”  to  the  treatment. 

St.  Peter  Says  Go  Back 

Out  of  fear  of  malpractice  suits,  many  doctors 
have  become  careful,  and  even  ultra-cautious, 
about  the  kind  of  medicine  they  practice.  The 
results:  higher  costs  and — in  certain  cases — 

poorer  medical  care.  Some  anesthetists  now  shy 
away  from  medically  advisable  spinals,  because 
the  public  imagines  them  to  be  dangerous  and 
thus  is  prone  to  sue  if  something  goes  wrong. 
Many  general  practitioners  no  longer  will  dis- 
pense telephone  advice  or  permit  prescription 
refills.  Doctors  dislike  these  dodges,  but  they 
feel  in  real  pocketbook  danger.  A joke  going 
the  rounds  among  physicians  said  that  St.  Peter 
greeted  a man  at  the  gates  of  heaven  saying: 
“You  weren’t  due  here  until  1965.  Go  back  and 
sue  your  doctor  for  malpractice.” 


NATIONAL  ELECTION 

We  lost — but  did  we?  This  election  proved 
that  the  physicians  of  this  country  are  a dedi- 
cated group  and  are,  without  doubt  a powerful 
group  of  citizens  politically.  The  results  of  this 
election  conclusively  and  forcefully  bring  to  our 
attention  that  it  is  urgently  necessary  for  the 
physicians  of  this  country  to  immediately  cre- 
ate an  organization  for  political  education  and 
action  in  our  state  and  the  nation  supported  by 
groups  of  physicians  and  their  allies,  outside  of 
organized  medicine  but  supporting  the  philos- 
ophy of  organized  medicine.  A desire  to  con- 
tinue to  practice  free  enterprise  medicine  with 
individual  dignity  and  preserving  the  American 
way  of  life  with  free  choice  of  physician  and  pa- 
tient without  federal  interference  should  be  our 
goal. 

Only  if  we  are  well  organized  and  united  in 
our  efforts  to  fight  for  these  principles  can  we 
succeed  in  preventing  our  profession  from  being 
socialized  and  check  the  rapid  advance  so  evi- 


dent to  total  socialization  of  our  country.  We 
should  not,  now,  abandon  our  position  and  cause, 
but  be  encouraged  to  fight  more  strongly  than 
ever  to  prevent  the  Democratic  platform  from 
becoming  the  law  of  the  land. 

We  must  contact  our  Senators  and  Congress- 
men by  wire,  letter  and  in  person,  enlisting  their 
support  in  opposing  any  socialistic  medical  legis- 
lation. Our  responsibility  has  never  been  so 
great  as  now. 

The  following  is  quoted  from  Dr.  Elmer  Hess, 
a past  president  of  the  American  Medical  Asso- 
ciation— “Keep  your  organization  together — hold 
meetings — watch  the  legislation  at  the  National 
level  and  help  keep  America  free — We  can  do  it 
— if  we  will.  This  is  not  the  time  to  quit  but 
to  rededicate  our  lives  to  the  preservation  of 
our  way  of  life.  Don’t  forget  that  socialism  and 
communism  are  not  32nd  cousins,  they  are  first 
cousins.” 

This  will  be  a hard  fight,  but  with  your  co- 
operation in  a united  effort,  right  and  fairness 
will  prevail  and  we  will  again  be  successful  in 
defeatng  all  Forand  type  legislaton. 

Now  is  the  time  to  start  workng — don’t  wait 
until  our  legislators  go  back  to  Washington. 
Have  your  patients,  friends  and  the  members  of 
our  allied  professions  cooperate  with  us  in  our 
fight  for  survival.  “He,  who  hesitates  is  lost.” 


MEDICAL  WARNING  TAGS 

We  are  pleased  to  call  to  your  attention  that 
the  Orleans  Parish  Medical  Society  has  approved 
the  use  of  stainless  steel  Medical  Warning  Tags 
to  be  worn  by  an  individual  patient  subject  to 
some  disease  which  might  necessitate  urgent  and 
immediate  medical  attention.  This  is  more  fully 
explained  in  the  following  letter  received  by  the 
Secretary-Treasurer  on  October  8,  1960  from 
Mr.  Kuhlmann,  Executive  Secretary  of  the  Or- 
leans Parish  Medical  Society. 

Dr.  C.  Grenes  Cole,  Secretary 
Louisiana  State  Medical  Society 
New  Orleans,  Louisiana 

Dear  Doctor  Cole : 

RE:  Medical  Warning  Tags 

As  mentioned  to  you  a few  days  ago,  the  Orleans 
Parish  Medical  Society  approved  the  use  of  stain- 
less steel  Medical  Warning  Tags  by  patients 
with  certain  clinical  conditions.  Perhaps  you  will 
find  this  story  merits  mentioning  in  your  next 
news  letter. 

This  Tag,  which  may  be  worn  around  the  neck 
or  as  a bracelet,  is  designed  to  identify  the 
wearer  as  a special  medical  case,  and  flashes  an 
immediate  unmistakable  warning  to  the  person 
who  aids  a shock  victim.  F'urthermore  such  a 
tag  is  not  affected  by  water,  soa]),  detergent  or 
perspiration,  and  will  not  bend,  break,  fade  or 
become  discolored. 
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Not  infrequently  in  medical  practice  and  hospi- 
tal work  patients  are  first  seen  when  they  are 
unconscious.  Under  these  circumstances  con- 
siderable time  may  be  required  to  make  a cor- 
rect diagnosis  or  to  eliminate  many  conditions 
that  might  have  caused  the  actual  trouble.  The 
Warning  Tag  would  enable  physicians  and  others 
to  save  much  valuable  time  in  starting  proper 
medical  care  and  will  thereby  save  many  lives 
that  might  otherwise  have  been  lost. 

The  Society’s  Public  Health  Committee,  which 
recommended  the  use  of  this  “Tag”,  was  of  the 
opinion  that  it  is  a much  better  means  of  identi- 
fication than  the  card  carried  by  special  medical 
case  patients,  because  most  police  officers  are 
prohibited  from  examining  immediately  the  con- 
tents of  handbags  or  billfolds,  and  sometimes 
precious  life-saving  minutes  are  lost  before  an 
identification  card  is  found  and  examined;  also 
a child  in  shock  presents  another  problem,  since 
purses  and  billfolds  are  not  always  carried. 

Yours  sincerely, 

Signed:  A.  J.  KUHLMANN 

CHAIRMEN  OF  SCIENTIFIC  SECTIONS 
1961  Annual  Meeting 
Louisiana  State  Medical  Society 

Dr.  Stanley  Cohen,  New  Orleans — Allergy 

Dr.  John  Adriani,  New  Orleans — Anesthesi- 
ology 

Dr.  Najeeb  Klam,  Monroe — Bacteriology  and 
Pathology 

Dr.  Joseph  A.  Sabatier,  Jr.,  Baton  Rouge — • 
Chest 

Dr.  C.  Barrett  Kennedy,  New  Orleans — Der- 
matology 

Dr.  Douglas  L.  Gordon,  Baton  Rouge— Dia- 
betes 

Dr.  Gerald  F.  Joseph,  Baton  Rouge — Ear, 
Nose  and  Throat 

Dr.  James  H.  Allen,  New  Orleans — Eye 

Dr.  Jules  Myron  Davidson,  New  Orleans — Gas- 
troenterology 

Dr.  Joseph  Wm.  Crookshank,  Lake  Charles — 
General  Practice 

Dr.  Earl  Conway  Smith,  New  Orleans — Gyne- 
cology 

Dr.  James  E.  Knighton,  Shreveport — Heart 

Dr.  Adolph  A.  Flores,  Jr.,  New  Orleans — Medi- 
cine 

Dr.  W.  S.  Wilkinson,  Shreveport — Neuropsy- 
chiatry 

Dr.  Robert  E.  Rougelot,  New  Orleans — Ob- 
stetrics 

Dr.  T.  E.  Banks,  Alexandria — Orthopedics 

Dr.  Conway  S.  Magee,  Lake  Charles — Pedi- 
atrics 


Dr.  John  M.  Bruce,  New  Orleans — Public 
Health 

Dr.  Wm.  R.  Hardy,  Jr.,  New  Orleans — Radi- 
ology 

Dr.  William  H.  Heath,  Alexandria — Surgery 
Dr.  Wilbur  G.  Wells,  Alexandria — Urology 


A.M.A.  DUES  INCREASE 

All  members  should,  without  fail,  carefully 
read  the  article  on  raising  of  dues  in  the  Decem- 
ber 12  i.ssue  of  A.M.A.  News.  Dues  are  to  be 
increased  $10.00  on  January  1,  1962  and  $10.00 
additional  on  January  1,  1963. 

The  reasons  for  the  necessity  of  increasing 
the  dues  are  well  presented  in  the  above  men- 
tioned article,  and  we  sincerely  hope  our  mem- 
bers will  see  the  wisdom  of  the  action  of  the 
House  of  Delegates,  and  will  cooperate  fully 
with  these  plans  in  order  that  the  association 
can  go  forward  with  the  inauguration  of  new 
programs  and  expansion  of  existing  programs. 

Members  will  continue  to  receive  the  A.M.A. 
Journal,  Todays  Health,  A.M.A.  News,  and  the 
specialty  journal  of  their  choice,  published  by 
the  Association. 


ADDITIONAL  COMMITTEE  CHAIRMEN 
Louisiana  State  Medical  Society 
(Since  publication  of  list  in  August 
1960  issue) 

.\LCOHOLISM 
I>r.  r*.  H.  Texada,  .Tr..  Alexandria 
.\KRANGEMKXTS  FOR  1961  ANNUAL  MEETING 
Dr.  Eugene  H.  Countiss.  New  Orleans 
BUDGET  AND  FINANCE 
Dr.  Emmett  L.  Irwin.  New  Orleans 

DEPARTMENT  OF  PUBLIC  WELFARE 
Dr.  II.  H.  Hardy,  .Tr.,  Alexandria 
DOMICILE 

Dr.  L.  .Sidne.v  Cliarbonnet,  .Ir.,  New  Orleans 
HLSTORIAN 

Dr.  P.  H.  .Tones,  New  Orleans 

HOSPITALS 

Dr.  Walter  Moss,  Lake  Charles 
•JOURNAL 

Dr.  C.  M.  Horton,  Franklin  (Vice-Cliairman) 
LIAISON— PUBLIC  POLICY  AND  LEGISLATION 
AND  CONGRESSIONAL  COMMITTEES 
Dr.  Arthur  D.  Long.  Baton  Rouge  and  Dr.  B.  O.  Mor- 
rison, New  Orleans — Co-Chairmen 

LIAISON— LOUISIANA  STATE  BAR  ASSOCIATION 
Dr.  Daniel  M.  Kingsley,  Alexandria 
MEDICAL  AND  HOSPITAL  SERVICES  IN  RE 
INSURANCE  CONTRACTS 
Dr.  A.  J.  Ochsner,  Alexandria 

REVISION  OF  CHARTER, 
CONSTITUTION  AND  BY-LAWS 
Dr.  A.  V.  Friedrichs,  New  Orleans 

SCIENTIFIC  WORK 
Dr.  C.  Grenes  Cole,  New  Orleans 
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CALENDAR 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Ascension 

Third  Tuesday  of  every  month 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Lafayette 

Second  Tuesday  of  every  month 

Lafayette 

Morehouse 

Third  Tuesday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays  of 

every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

SPRING  MEETING — WEST  VIRGINIA 
ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

The  West  Viiginia  Academy  of  Ophthalmology 
and  Otolaryngology  will  hold  its  Fourteenth  An- 
nual Spring  Meeting,  April  6,  7,  8,  1961  at  the 
Gieenbrier  Hotel,  White  Sulphur  Springs,  West 
Virginia  with  the  following  guest  speakers  in 
attendance : 

1.  Harvey  E.  Thorpe,  M.  D.,  Pittsburgh,  Penn- 
sylvania : 

1.  Recent  Developments  and  Personal  Ex- 
periences in  Cataract  Surgery 

2.  Clinical  Gonioscopy 

2.  John  J.  Shea,  M.  D.,  Memphis,  Tennessee: 

1.  Fenestration  of  the  Oval  Window  After 
Five  Years 

2.  Vein  Graft  Tympanoplasty 

3.  F.  Johnson  Putney,  M.  D.,  Philadelphia, 
Pennsylvania : 

1.  Laryngeal  Keratosis:  A Clinico-Patho- 
logic  Problem 

2.  Neck  Dissection  in  Cancer  of  the 
Larynx 

4.  Irving  H.  Leopold,  M.  D.,  Philadelphia, 
Pennsylvania  will  give  two  lectures  in 
which  the  titles  will  be  announced  later. 

Also  Mr.  Philip  Salvatori  of  Obrig  Laboratories 
will  present  an  entire  afternoon  session  devoted 
to  “Contact  I^ens”. 

The  new  officers  of  the  Academy  will  be  in- 
stalled at  that  time  and  they  are  as  follows: 
President — John  A.  B.  Holt,  M.  D.,  Charleston, 
West  Virginia 

Pi’osident  - elect — Albert  C.  Esposito,  M.  D., 
Huntington,  West  Virginia 
Vice  President  - William  K.  Marple,  M.  I)., 
Huntington,  West  Virginia 
Secretary-Treasurer — Woithy  W.  McKinney, 
M.  I).,  Beckley,  West  Virginia 
Director — James  T.  Spencer,  M.  I).,  Charleston, 
West  Vii'ginia 


Director — Alan  Fawcett,  M.  D.,  Wheeling, 
West  Virginia 

There  will  be  a registration  fee  of  $25.00. 

For  any  additional  information,  please  contact 
the  secretary.  Dr.  Worthy  W.  McKinney,  109 
East  Main  Street,  Beckley,  West  Virginia. 


IVth  INTERNATIONAL  CONGRESS 
OF  ALLERGOLOGY 

The  IVth  International  Congress  of  Allergol- 
ogy will  be  held  at  the  Hotel  Commodore,  New 
York  City,  October  15-20,  1961.  It  is  anticipated 
that  this  will  be  a large  and  interesting  meeting 
for  all  of  those  concerned  with  allergic  diseases 
and  related  fields  of  immunology.  At  the  main 
meetings  there  will  be  simultaneous  translations 
of  all  papers  in  English,  French,  German  and 
Spanish.  Prominent  physicians  and  scientists, 
from  all  parts  of  the  world,  have  been  invited 
to  take  part  in  conferences,  symposia  and  panel 
discussions.  Among  the  subjects  to  be  presented 
are : 

Genetics  in  allergy;  Acquired  tolerance; 
Transplantation  immunity;  Drug  hypersensi- 
tivity; Contact  allergy;  General  mechanisms 
in  allergy;  Mechanisms  of  antibody  fixation; 
Delayed  hypersensitivity;  Auto  immune  pro- 
cesses; Steroid  therapy;  New  methods  in 
allergy,  etc. 

All  physicians  registering  are  invited  to  pre- 
sent communications  which  will  be  grouped  in 
various  sections  according  to  subject  matter. 
An  active  program  of  entertainment  is  being  ar- 
ranged with  several  receptions,  one  at  the  Metro- 
politan Museum  of  Art,  and  a Banquet.  For  the 
ladies,  there  will  be  a program  of  luncheons, 
fashion  shows,  and  visits  to  the  United  Nations 
and  other  points  of  interest. 

The  registration  fee  for  regular  members  will 
be  $45.00,  for  wives  $20.00.  These  registration 
fees  will  include  the  piinted  proceedings  and 
admission  to  the  receptions.  The  banquet  will  be 
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charged  separately.  As  the  attendance  is  ex- 
pected to  be  large,  it  is  requested  that  persons 
interested  obtain  additional  information  from  Dr. 
William  B.  Sherman,  t>0  East  58th  Street,  New 
York  22,  New  York. 

SECTION  ON  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
SOUTHERN  MEDICAL  ASSOCIATION 
At  the  meeting  of  the  Southern  Medical  .\s- 
sociation  in  St.  Louis,  Missouri  on  October  31 
to  November  3,  1960,  the  following  officers  were 
elected  for  the  Section  on  Ophthalmology  and 
Otolaryngology  for  the  coming  year: 

Chairman,  Dr.  Miles  L.  Lewis,  Jr.,  1539 
Delachaise  Street,  New  Orleans,  Louisiana. 

Chairman-elect,  Dr.  Samuel  D.  McPherson, 
Jr.,  1110  West  Main  Street,  Durham,  North 
Carolina. 

Vice  Chairman,  Dr.  Claude  D.  Winborn, 
3707  Gaston  Avenue,  Dallas,  Texas. 

Secretary,  Dr.  Albert  C.  Esposito,  First 
Huntington  National  Bank  Building,  Hunting- 
ton,  West  Virginia. 

The  next  meeting  of  the  Section  will  be  held 
in  Dallas,  Texas  in  November,  1961.  Those  in- 
terested in  participating  should  write  to  the 
secretary  of  the  Section,  Dr.  Albert  C Esposito. 


A.M.A.  STANDS  FAST  ON  POLICY  RELATING 
TO  GRADUATES  OF  FOREIGN 
MEDICAL  SCHOOLS 

The  American  Medical  Association  has  an- 
nounced that  it  is  standing  fast  on  its  policy  re- 
lating to  grauates  of  foreign  medical  schools,  but 
offered  a proposed  educational  program  that  will 
ease  the  plight  of  nearly  2,500  foreign  physicians 
who  have  failed  to  pass  qualifying  examinations 
and  face  deportation. 

The  A.M.A.  said  it  is  standing  by  its  policy 
because  it  believes  graduates  of  foreign  medical 
schools  should  meet  the  same  minimum  standards 
of  education  as  graduates  of  U.  S.  medical  schools 
as  nearly  as  can  be  measured.  These  standards 
have  been  set  up  to  insure  patients  in  hospitals 
proper  medical  care. 

The  American  Medical  Association  pointed 
out  that  American  students  graduating  from  for- 
eign medical  schools  are  required  to  pass  this 
same  examination  before  being  permitted  to 
continue  their  medical  education  in  the  United 
States  as  interns  or  residents  which  inevitably 
involve  patient  care. 

Dr.  Leland  S.  McKittrick,  Boston,  chairman 
of  the  A.M.A.  Council  on  Medical  Education  and 
Hospitals,  said  that  through  mutual  agreement 
with  the  State  Department  in  Washington,  the 
American  Medical  Association,  the  American 
Hospital  Association,  and  the  Association  of 
American  Medical  Colleges,  hospitals  will  be 
urged  to  develop  a special  educational  program 
for  this  group  of  foreign  graduates  who  failed. 


The  program,  however,  will  not  involve  patient 
care.  The  proposal  calls  for  the  program  to  be 
carried  out  until  June  30,  1961.  This  will  permit 
the  U.  S.  Immigration  and  Naturalization  Service 
to  extend  the  educational  exchange  visas  of  these 
foreign  doctors  and  enable  them  to  take  the 
Educational  Council  for  Foreign  Medical  Grad- 
uates examination  next  April  4. 

Details  of  the  educatioanl  program.  Dr.  Mc- 
Kittrick said,  will  be  worked  out  by  each  in- 
dividual hospital  in  order  to  conform  to  the 
specific  educational  needs  of  the  foreign  doc- 
tors. Under  such  a proposal  there  will  be  no 
sudden  forced  exodus  of  those  who  have  failed 
previous  examinations.  After  December  31, 
hospitals  face  loss  of  approval  of  their  intern 
and  residency  programs  if  the  programs  include 
foreign  medical  graduates  who  are  not  certi- 
fied by  ECFMG. 

In  the  past,  foreign  physicians  were  granted 
visas  to  continue  their  education  under  the 
Smidt-Mundt  Act.  The  U.  S.  Immigration  and 
Naturalization  Service  issued  the  visas,  working 
closely  with  the  State  Department  in  its  educa- 
tional and  exchange  program  for  foreign  stu- 
dents. To  qualify  a foreign  graduate  had  to  be 
enrolled  in  an  educational  program  approved 
by  the  State  Department.  The  intern  and  resi- 
dency program,  whose  educational  standards 
were  established  by  the  A.M.A.,  was  accepted  by 
the  State  Department  as  meeting  the  require- 
ments set  forth  in  the  educational  exchange  pro- 
gram authorized  by  Congress. 

Hereafter,  foreign  doctors,  who  seek  training 
as  interns  and  residents  in  this  country  under  the 
exchange  program,  must  pass  examinations  in 
their  own  countries  before  coming  to  the  United 
States.  Oly  then  will  they  be  allowed  to  apply 
for  a five-year  exchange-visitor  visa. 

More  than  70  per  cent  of  the  foreign  physi- 
cians who  took  the  last  ECFMG  examination  in 
September  passed  it.  The  total  represented  5,- 
306  out  of  7,303.  Dr.  McKittrick  said  that  1,405 
foreign  doctors  took  the  test  in  66  centers  out- 
side the  United  States,  and  926  passed  it. 

“With  hospitals  facing  loss  of  approval  of  their 
teaching  programs  after  the  December  31  dead- 
line,” Dr.  McKittrick  said,  “the  immediate  prob- 
lem from  the  standpoint  of  everybody  concerned 
is  with  the  group  of  2,481  foreign  doctors  who 
failed  their  examinations  and  face  theoretical 
deportation.” 

Dr.  McKittrick  said  that  “there  must  be  a 
balance  of  two  basic  concerns — for  the  American 
patient  and  for  the  foreign  graduate.” 

“We  must  recognize  the  right  of  every  patient 
in  an  American  hospital  to  a quality  of  care 
which  can  be  giv'en  only  if  every  physician — 
regardless  of  origin — is  fully  qualified.  But  we 
must  be  equally  interested  in  the  impact  of 
America  on  the  foreign  physician  coming  to  these 
shoi’es.” 
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Dr.  McKittrick  said  that  the  high  standards  in 
intern  and  residency  programs  maintained  by 
the  A.M.A.  serve  only  one  purpose:  to  insure 
the  highest  quality  of  medical  care  to  all  hos- 
pital patients.” 

Dr.  McKittrick  emphasized,  therefore,  that  for- 
eign graduates  who  have  failed  to  pass  the  ex- 
aminations conducted  by  the  ECFMG  will  NOT 
be  permitted  to  continue  with  their  intern  and 
residency  program  after  December  31,  but  we 
have  been  assured  by  the  State  Department  that 
they  will  be  permitted  to  remain  in  the  United 
States  until  June  30,  1961,  providing  they  are 
enrolled  in  an  acceptable  new  program  developed 
by  the  hospital.  This  program.  Dr.  McKittrick 
said,  will  have  nothing  to  do  with  direct  patient 
care,  but  will  provide  an  opportunity  for  the  for- 
eign physician  to  continue  his  education  and 
better  prepare  him  for  future  examinations. 

Dr.  McKittrick  said  that  hospitals  which  con- 
tinue to  accept  foreign  graduates,  who  failed 
in  their  ECFMG  examinations,  in  their  intern 
and  residency  program  will  run  the  risk  of  hav- 
ing their  program  disapproved. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOOGY 

The  Part  1 Examinations  (written)  will  be 
held  in  various  cities  of  the  United  States, 
Canada,  and  military  centers  outside  the  Con- 
tinental United  States  on  Friday,  January  13, 
1961. 

Reopened  Candidates  will  be  required  to  sub- 
mit Case  Reports  for  review  thirty  days  after 
notification  of  eligibility. 

Scheduled  Part  1 Candidates  are  also  required 
to  submit  their  twenty  (20)  Case  Abstracts  in 
order  to  complete  the  Part  1 Examination. 

Current  Bulletins  outlining  present  require- 
ments may  be  obtained  by  writing  to  the  Ex- 
ecutive Secretary’s  office.  Robert  L.  Faulkner, 
M.  D.,  American  Board  of  Obstetrics  and  Gyne- 
cology, 2105  Adalbert  Road,  Cleveland  6,  Ohio. 


AID  REPACES  AX  FOR 
DRINKING  EMPLOYEE 

American  industry  is  giving  aid  instead  of  the 
ax  to  its  alcoholic  employes. 

An  article  in  the  December  Today’s  Health, 
published  by  the  American  Medical  Association, 
said  business  firms  have  awakened  to  the  stag- 
gering cost  and  innumerable  problems  related  to 
the  harboring  of  “hidden”  alcoholics,  or  firing 
them  without  attempting  rehabilitation. 

Many  companies  have  established  alcoholism 
programs  to  seek  out  the  problem  drinkers  in 
their  ranks  and  offer  them  treatment. 

“Not  too  many  years  ago  all  companies  treated 
the  excessive  drinker  as  a moral  problem  and 
thought  it  better  left  alone,”  the  article  said. 

“Industry’s  new  ‘soft’  approach  to  the  alco- 
holic promises  more  than  just  a break  for  the 


man  unable  to  control  his  taste  for  alcohol.  It 
means  the  alarming  growth  of  alcoholism  in  in- 
dustry is  coming  under  direct  attack  in  the 
office  and  in  the  factory  where  the  early  stages 
of  the  problem  drinker  may  be  detected  through 
close  observation  of  his  behavior  pattern.” 

There  are  various  estimates  of  the  number 
of  alcoholics  in  industry,  the  article  said.  It  is 
commonly  accepted  that  there  are  more  than 
three  million  with  one  estimate  as  high  as  five 
million. 

Alcoholism  costs  industry  more  than  500  mil- 
lion dollars  annually  in  hospitalization  and  known 
expenses  and  an  estimated  10  billion  dollars  more 
each  year  in  indirect  costs  resulting  from  absen- 
teeism, inefficiency,  and  accidents. 

It  is  not  easy  to  detect  an  alcoholic  in  in- 
dustry, the  article  pointed  out.  Research  in- 
dicates that  it  takes  10  to  15  years  of  increas- 
ingly steady  drinking  for  a person  to  become 
completely  addicted  to  alcohol  and  many  ef- 
ficient workers  do  not  exhibit  signs  of  deteriora- 
tion for  a long  time.  In  addition,  fellow  workers 
usually  cover  up  for  the  drinker  and  rarely  tip 
off  supervisors  about  the  problem. 

The  company  programs  emphasize  that  alco- 
holism is  a treatable  disease,  recovery  is  possible 
for  all  alcoholics,  and  the  complete  cooperation 
of  the  patient,  his  family,  employer,  and  fellow 
worker  is  necessary. 


BEACHHEAD  ESTABLISHED  IN  BATTLE 
AGAINST  TRAFFIC  ACCIDENTS 

A beachhead  has  been  established  in  the  battle 
against  traffic  accidents — a scientific  study  to 
determine  if  reckless  driving  is  a disease. 

The  study  to  determine  whether  there  is  some 
correlation  between  physical  shortcomings  and 
driving  performance  was  described  in  an  article 
in  the  December  Today’s  Health,  published  by 
the  American  Medical  Association. 

“Nothing  of  such  scope  has  ever  been  at- 
tempted before,”  the  article  said.  “The  criteria 
established  by  such  research  may  some  day  prove 
to  be  a sort  of  ‘vaccine’  against  reckless  driving. 

“This  will  be  the  first  big  step  toward  further 
refinements  of  all  physical  criteria  for  determ- 
ining qualification  for  a driver’s  license.  Such 
criteria  would  be  needed  by  state  motor  vehicle 
authorities  to  invoke  sterner  control  measures 
and,  if  challenged,  to  produce  scientifically  valid 
proof  that  would  stand  up  in  court.” 

From  20,000  to  25,000  Connecticut  motorists 
will  undergo  a voluntary  screening  in  a specially 
built  six-room  mobile  clinic  to  determine  if  there 
is  a relationship  between  their  physical,  physio- 
logical, or  psychological  conditions  and  their 
driving  records,  with  the  emphasis  on  physical 
factors.  Each  will  be  tested  for  hearing  and 
vision  deficiencies,  diabetes,  anemia,  and  heart 
and  lung  pathology. 

Later,  depending  on  the  findings  of  the  initial 
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studies  and  the  availability  of  appropriations,  the 
investigation  will  be  extended  to  physiological 
factors,  such  as  the  effect  of  drugs  on  drivers, 
and  psychological  factors,  such  as  the  effect  of 
drivers’  emotional  attitudes  on  their  driving. 

Medicine,  public  and  private  research,  and 
the  government  have  joined  in  a modest  initial 
assault  on  the  “epidemic  of  deaths  on  the  na- 
tion’s highways,’’  the  article  said. 

The  U.  S.  Public  Health  Service  is  conducting 
the  experiment  in  the  field  which  probably  will 
take  18  months.  The  follow-up  task  of  keeping 
tabs  on  the  records  of  the  drivers  who  have  been 
examined  will  be  done  by  the  State  Motor  Vehicle 
Department  and  will  take  at  least  five  years. 


FIFTH  ANNUAL  CONSECUTIVE  CASE 
CONFERENCE  TUBERCULOSIS  AND 
RESPIRATORY  DISEASE 

Physicians  of  .Alabama,  Mississippi  and  Louisi- 
ana were  invited  to  participate  in  the  Fifth  An- 
nual Consecutive  Case  Conference  on  Tubercu- 
losis and  Respiratory  Diseases,  held  at  the  Gulf 
Hotel  in  Gulfport,  Miss.,  January  13-14. 

Sponsored  jointly  by  the  Louisiana  Tubercu- 
losis Association  and  the  tuberculosis  associ- 
ations of  Mississipppi  and  Alabama,  the  confer- 
ence opened  with  registration  at  12:30  P.M.  on 
Friday,  January  13. 

Conference  moderators  were  J.  Maxwell  Cham- 
berlain, M.D.,  New  York,  N.  Y. ; and  Max  Mi- 
chaels, M.D.,  Jacksonville,  Fla. 

William  Leon,  M.D.,  New  Orleans,  chaired 
the  opening  session  which  began  at  1 :15  P.M. 
on  Friday.  “Ten  Consecutive  Cases  of  Thoracic 
Trauma  Seen  In  Private  Practice”  was  dis- 
cussed by  Richard  A.  Dillard,  M.D.,  Medical  Col- 
lege of  Alabama.  Dr.  Dillard  was  followed 
by  Myra  D.  Tyler,  M.D.,  University  Medical 
School,  Jackson,  Miss.,  who  spoke  on  “Ten  Con- 
secutive Cases  of  Lung  Abscess”. 

The  Friday  session  ended  with  a social  hour 
at  6:00  P.M. 


The  second  and  final  day  of  the  meeting  was 
opened  on  Saturday,  January  14,  with  William 
Boggan,  M.D.  chairing  a morning  session  at 
9:00  A.M. 

“Ten  Consecutive  Cases  Erroneously  Diag- 
nosed Tuberculosis  Prior  To  Sanatorium  Admis- 
sion” was  presented  by  Arthui-  Viehman,  M.D., 
Jeffeison  Tuberculosis  Sanatorium,  Birmingham, 
Ala. 

Following  were  Drs.  Hans  Weill  and  Morton 
M.  Ziskind,  New  Orleans,  La.,  speaking  on  “Ten 
Consecutive  Cases  of  Sarcoidosis  from  a Chest 
Clinic  With  Three  Year  Follow-up.” 

The  Conferees  enjoyed  a luncheon  at  12:15, 
and  the  final  and  afternoon  session  opened  at 
1 :30  P.M.  with  Charles  R.  Kessler,  M.D.,  Bir- 
mingham, Ala.  chairing. 

“Ten  Cases  of  Unusual  Spontaneous  Pneu- 
mothorax” was  presented  by  Drs.  Howard  A. 
Buechner,  John  Bickers  and  Morton  Brown,  New 
Orleans,  La. 

The  annual  consecutive  case  conferences  are 
arranged  and  presented  by  the  Trudeau  and 
Thoracic  Societies  of  the  three  states  involved. 
These  societies  are  the  medical  sections  of  the 
state  tuberculosis  associations. 


LOUISIANA  ASSOCIATION  OF  MEDICAL 
ASSISTANTS 

The  executive  committee  of  LAMA  will  hold 
a meeting  on  January  21  and  22,  1961,  at  the 
Bentley  Hotel,  in  Alexandria,  to  discuss  plans 
for  the  First  Annual  Meeting  in  Monroe  on 
March  10,  11,  and  12,  1961,  and  other  matters. 

It  is  hoped  that  those  medical  assistants  who 
are  interested  in  becoming  a member  of  the 
American  Association  of  Medical  Assistants  will 
contact  the  committee  (Mrs.  Julia  Dudden,  mem- 
bership chairman)  at  the  Bentley  Hotel,  in 
order  that  a plan  may  be  made  for  forming  a 
chapter  in  Alexandria. 
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Hand  Book  of  Medical  Treatment;  (Seventh  Edi- 
tion) Edited  by  Milton  Chatton,  Sheldon  Mor- 
gan and  Henry  Brainerd,  Lange  Medical  Pub- 
lications, 1960.  569  p.  $3.50. 

Within  the  last  decade  the  handbook  format 
has  become  increasingly  popular.  There  are 
those  to  whom  this  represents  a disturbing  trend. 
It  has  been  recognized,  also,  that  to  keep  w'ell  in- 
formed in  pharmacologic  research  is  practically 
impossible  for  the  physician  in  practice.  His  at- 
tempts to  acquire  knowledge  and  understanding 


of  clinical  applications  may  meet  frustration 
with  the  ephemeral  efficacy  of  many  drugs.  The 
expressed  purpose  of  this  handbook  is  to  pro- 
vide a readily  accessible  collection  of  therapeutic 
procedures  for  patient  care.  It  is  in  essence  an 
elaborated  outline. 

Within  this  framework,  a rather  impressive 
volume  of  information  has  been  compiled.  It  is 
assumed  that  the  patient  has  been  evaluated  and 
a diagnosis  established.  Classical  findings  in 
certain  diseases  are  listed  under  the  heading 
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“Diagnosis”,  but  surely  are  intended  to  serve  only 
as  reminders  of  the  usual  findings  in  a specific 
clinical  entity.  A large  proportion  of  space  is 
given  to  drug  therapy,  including  toxicity  and  side 
effects.  Dosage  schedules  ai-e  provided.  A num- 
ber of  tables  are  incorporated  into  the  text. 
Approximately  two  hundred  fifty  topics  are  of- 
fered in  the  space  of  five  hundred  pages,  and 
the  code  numbers  are  given  for  clinical  entities. 
General  and  specific  therapeutic  measures  are 
listed. 

No  effort  has  been  made  to  adapt  therapeusis 
to  individual  patients.  That  which  is  proposed 
is  the  usually  expected  management  of  the  aver- 
age uncomplicated  case.  Intrinsic  defects  in  such 
a plan  of  management  and  the  errors  resulting 
from  possible  over-interpretation  are  obvious.  It 
should  be  voted  that,  if  the  limitations  are  recog- 
nized, the  physician  in  general  practice  with  a 
large  volume  of  patients  may  find  valuable  as- 
sistance in  situations  requiring  immediate  ther- 
apy. This  time  is  made  available  to  devise  a 
comprehensive  plan  of  patient  care.  For  the 
purpose  indicated,  the  book  is  considered  ade- 
quate. 

Ruth  Sterling  Hoffman,  M.  D. 


Master'  Your  Tensions  and  Enjoy  Living  Again; 
by  George  S.  Stevenson  and  Harry  Milt, 
Prentice  Hall,  1959,  pp.  241.  Price  $4.95. 

This  is  another  in  the  long  series  of  “How 
To — ” books,  whose  aim,  to  help  people  lead 
happier  lives,  is  certainly  commendable,  but 
whose  accomplishment  is  frequently  considerably 
less  so.  The  present  volume,  however,  differs  in 
that  practical  suggestions  and  recognizable  ex- 
amples are  offered  the  reader  by  the  authors,  as 
aids  in  handling  the  tensions  of  everyday  living. 
The  volume  is  primarily  intended  for  the  layman, 
but  the  physician  will  find  useful  material  for 
discussion  with  the  patient  whose  emotional  ten- 
sion is  contributing  to  the  development  of  symp- 
toms which  bring  him  to  the  doctor’s  office. 

Theodohe  F.  Treuting,  M.  D. 


Nine  Months'  Reading;  A Medical  Guide  for 
Pregnant  Women;  by  Robert  W .Hall,  M.  D., 
Douhleday  & Gompany,  Inc.,  Garden  City,  New 
York,  19()0,  pp.  191.  Price  $2.95. 

Robert  E.  Hall  has  shown  great  care  in  the 
collection  of  headings  to  present  for  women  in 
pregnancy.  Particularly  significant  are  such 
chai>ters  as  the  selection  of  the  doctor,  the  ex- 
I>lanation  of  jiartnerships  and  their  function  as 
well  as  the  preparation  of  the  patient  for  her 
first  visit.  This  will  fill  a need  in  those  prac- 
tices in  which  the  persons  are  dealing  with  a 
group  of  intelligent  patients.  Thei’e  is  no  dis- 
agreement with  the  ideals  which  are  pi’opounded 
in  legard  to  the  minimal  amount  of  lahoiatory 
and  supi)ortive  therajiy  advocated.  The  high 


standards  recommended  will  serve  to  flay  the 
vagrant  omissions  in  care  rendered  by  the  gen- 
eral practitioner  in  some  rural  areas.  No  doubt 
exists  but  that  this  text  enjoys  little  popularity 
other  than  in  the  hands  of  patients  cared  for 
by  the  obstetrical  specialist. 

The  advice  to  the  patient  is  excellent  and 
beautifully  written.  However,  whereas  Dr.  Hall 
expresses  himself  well  in  the  paragraph  under 
the  heading  X-ray  Hazards  by  not  appearing  too 
positive,  in  the  chapter  on  German  Measles  he 
takes  the  liberty  to  quote  the  odds  of  a deformity 
developing  in  the  infant  in  various  months  of 
pregnancy,  which  statements  may  be  open  to 
challenge.  When  the  Australian  report  was  pub- 
lished in  1941  there  was  general  fear  that  de- 
formities would  occur  100%  in  the  infants  of 
women  who  sustained  German  measles  during 
pregnancy.  As  experience  and  reports  are  de- 
veloped these  are  rapidly  dropping.  If  this  par- 
ticular paragraph  is  to  be  kept  up  to  date.  Dr. 
Hall  may  find  it  necessary  to  revise  this  portion 
of  the  text  at  yearly  intervals  to  refrain  from 
being  incorrect. 

Because  of  the  well  chosen  words  and  subjects 
the  book  appears  complete  with  obstetrical  in- 
formation as  well  as  up  to  date  developments  in 
both  equipment  and  practice.  It  should  be  recom- 
mended as  excitingly  new. 

If  in  the  entire  volume  there  was  nothing  but 
the  very  excellent  opinions  expressed  regarding 
Natui’al  Childbirth  and  Breast  Feeding  its  pos- 
session would  be  worthwhile. 

No  text  will  take  the  place  of  the  rapport  that 
can  he  established  between  a pregnant  woman 
and  her  obstetrician,  however,  for  completeness 
of  care  and  understanding  this  type  of  effort  is 
one  that  should  be  welcomed  wherever  good  ob- 
stetrical care  is  desired  and  practiced. 

ISADOKE  Dyer,  M.  D. 


Christopher’s  Textbook  of  Surgery;  by  Frederick 

Christopher,  Seventh  Edition,  Philadelphia, 

Pennsylvania,  W.  B.  Saunders,  1950,  pp.  1551. 

Price  $17.00. 

This  is  the  seventh  edition  of  what  has  come 
to  he  regarded  as  a standard  textbook  of  sur- 
ger.v.  Together  with  its  companion  volume,  Chris- 
topher's Minor  Surgery,  it  was  for  many  years 
the  principal  reference  work  in  undergraduate 
teaching  of  surgery. 

As  its  iiredecessor  began,  so  the  new  edition 
begins  with  a delightful  and  informative  chaj)- 
ter  devoted  to  the  history  of  surgery  and,  unlike 
the  previous  edition,  ends  with  a provocative  new 
section  entitled  “Surgical  Judgment.”  In  between, 
the  major  subjects  of  surgical  importance  are 
considered,  often  in  detail  and  with  surprising 
clarity. 

Although  this  is  a new  edition,  there  are  only 
a few  important  changes  that  merit  comment. 
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For  instance,  the  chapter  formerly  entitled  “Sur- 
trical  Bacteriolopry,  Chemotherapy  and  Antibiotic 
Therapy”  is  now  entitled  “Infections,”  and  in- 
deed it  is  little  more  than  that.  In  an  attempt 
to  bring:  this  section  up  to  date,  most  of  the  ma- 
terial on  surpical  bacteriology  has  been  elimi- 
nated entirely.  The  discussion  of  the  use  of  zinc 
peroxide  has  been  deleted,  and  there  is  only  casu- 
al mention  of  the  sulfonamides.  On  the  other 
hand,  the  various  antibiotics,  their  properties  and 
surgrical  use  are  thoroughly  covered.  In  the  opin- 
ion of  this  reviewer,  the  chapter  concerned  with 
surgical  bacteriology  in  the  Sixth  Edition  is  of 
more  value  to  the  medical  student  than  the  re- 
vised chapter  because  it  emphasized  the  proven 
basic  principles  regarding  infection  rather  than 
details  of  antibiotic  therapy  which  change  fre- 
quently. 

As  in  the  previous  edition,  a chapter  is  de- 
voted to  basic  principles  of  technique  in  surgical 
care.  Material  of  this  type  is  usually  included 
in  surgical  texts  designed  for  the  use  of  medical 
students,  but  probably  serves  no  useful  purpose. 
It  deals  with  no  subject  thoroughly,  and  the 
techniques  that  are  described  are  of  such  a nature 
that  each  surgeon  has  his  own  particular  method 
of  executing  them.  It  would  appear  that  this  sort 
of  information  is  best  learned  on  the  wards  and 
in  the  emergency  rooms  of  the  hospital  where  a 
student  serves  his  clerkship;  in  fact,  there  is  a 
course  devoted  to  just  this  sort  of  thing  in  most 
medical  schools.  The  illustrations  in  this  chapter 
are  not  helpful  and  are,  in  at  least  one  instance, 
incorrect.  Thus,  in  a drawing  concerned  with 
venous  “cut-down”,  the  carnula  is  being  inserted 
into  a vein  just  above  the  lateral  malleus.  This 
is  obviously  an  error  since  in  the  text  the  author 
states  that  usually  the  greater  saphenous  vein 
at  the  medial  malleus  is  employed  for  this  pur- 
pose. 

The  chapters  devoted  to  preoperative  and  post- 
operative care,  endocrinologry  and  metabolism  in 
surgical  care,  and  anesthesiology  are  excellent, 
although  they  have  been  altered  but  little  from 
the  preceding  edition.  The  section  concerned  with 
the  eyes  is  unique  in  that  it  describes  in  detail 
the  operation  of  enucleation.  The  author  implies 
that  everyone  should  be  familiar  with  this  pro- 
cedure since  he  never  knows  when  it  will  have  to 
be  performed,  and  perhaps  this  is  true. 

The  chapter  devoted  to  conditions  of  the  mouth, 
jaws,  tongue,  and  salivary  glands  is  somewhat 
inconsistent  with  the  content  of  most  of  the  other 
chapters  in  that  operations  for  cleft  lip  and  pal- 
ate and  radical  neck  dissection  are  described  in 
detail  with  the  aid  of  excellent  illustrations.  One 
wonders  whether  such  a presentation  is  not  too 
advanced  for  the  medical  student  and,  at  the 
same  time,  whether  it  would  fill  the  need  of  the 
surgical  resident  who  is  going  to  perform  these 
operations. 


The  chapter  on  the  heart  and  pericardium  has 
been  brought  up  to  date  by  addition  of  a section 
devoted  to  extracorporeal  circulation  and  open 
intracardiac  repair  of  defects.  The  bibliography 
at  the  end  of  each  chapter  has  been  revised,  and 
articles  appearing  as  late  as  September  1958  are 
included. 

Considered  altogether,  this  is  an  excellent  text- 
book of  surgery,  but  so  was  the  previous  edition. 
In  view  of  the  limited  revisions  and  additions 
which  distinguish  this  from  the  Sixth  Edition, 
one  wonders  if  a new  one  was  really  needed! 

Oscar  Creech,  Jr.,  M.  D. 


Antithrombotic  Therapy;  by  Paul  W.  Boyles, 
Grune  & Stratton,  1959.  131  p.  $5.00. 

A short,  concise  monograph  which  is  perhaps 
over-simplified  because  of  its  brevity,  but  should 
prove  a useful  guide  to  the  understanding  of  the 
clinical  problems  of  intravascular  thrombosis. 

The  discussion  includes  an  outline  of  the  mech- 
anism of  blood  coagulation,  a discussion  of  the 
nature  of  clotting  tests,  consideration  of  anti- 
thrombotic reactions  and  the  clinical  use  of 
antithrombotic  agents.  There  is  a brief,  and  rel- 
atively uncritical  outline  of  thrombolytic  therapy, 
and  a final  discussion- of  the  technics  of  useful 
laboratory  tests. 

Paul  T.  DeCamp,  M.  I). 


Sexual  Impotence  in  the  Male;  by  Leonard  Paul 

Wershule,  M.  D.,  Springfield,  Illinois,  Charles 

C Thomas,  1959,  pp.  107,  $5.75. 

In  this  book  the  author  has  achieved  a remark- 
ably concise,  and  yet  lucid,  suiwey  of  the  often 
subtle  problem  of  impotence.  Of  particular  in- 
terest is  the  impression  of  the  undisputable  im- 
portance of  impotence  to  all  mankind  and  medi- 
cine with  which  the  reader  is  left. 

In  only  107  pages  the  author  gives  an  adequate 
condensation,  174  references,  of  the  voluminous 
amount  of  literature  on  impotence.  The  book 
lacks  statistical  analyses  and  hard  fast  facts 
which  are  understandable  with  such  a subject. 
Rather,  this  volume  is  a very  simply  written, 
easily  readable,  sensible  discussion  of  a multi- 
faceted problem. 

The  classification  of  impotence  into  organic, 
quasi-organic  and  functional  causes  is  simple, 
but  complete  and  logical.  For  these  reasons  this 
classification  is  a definite  improvement  over  pre- 
vious ones.  No  attempt  is  made  at  subclassifica- 
tion but  rather  each  broad  heading  is  followed 
by  a clear,  sometimes  novel-like,  discussion. 

Organic  causes  are  listed  and  each  is  briefly 
examined. 

Genital  psychosomatic  causes,  quasi-organic, 
are  given  a sepai-ate  heading.  This  category  is 
useful  because  of  its  reality  and  its  aid  in  bridg- 
ing the  gap  between  the  other  two  categories. 
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The  far  more  frequent  functional  causes  of 
impotence  are  emphasized  and  discussed  in  a 
common  sense  manner.  Case  histories  are  re- 
lated to  support  the  discussion.  The  author  sug- 
gests that  when  the  cause  of  impotence  has  been 
determined  as  being  functional  the  patient  should 
not  necessarily  be  labeled  a “psychiatric  case”. 
He  points  out  quite  distinctly  and  demonstrates 
how  a good  percentage  of  patients  with  function- 
al impotence  are  often  readily  aided  or  cured  by 
simple  psychological  and/or  social  advice. 

This  short  volume  can  be  recommended  to  medi- 
cal students  and  all  physicians  who  are  called 
upon  to  treat  impotence  because  it  provides  the 
essentials  for  understanding  and  aiding  such  un- 
fortunate patients. 

Dr.  Hugh  T.  Beacham 


Diagnosis  and  Treatment  of  Tumors  of  the  Chest, 
edited  by  David  M.  Spain,  M.  D.  371  pages 
published  1960,  Grune  and  Stratton,  New  York, 
$14.75. 

This  attractive  volume  was  prepared  under 
the  sponsorship  of  the  American  College  of  Chest 
Physicians.  It  presents  a comprehensive  review 
of  the  current  situation  in  the  diagnosis  and 
treatment  of  bronchogenic  carcinoma  and  other 
less  frequent  tumors  involving  the  thorax.  As  in 
air  cooperative  projects  there  is  unevenness  of 
presentation,  and  some  of  the  chapters  are  much 
more  stimulating  and  informative  than  others. 
Although  25  different  contributors  were  involved 
in  the  production  of  this  work,  there  is  remark- 
ably little  repetition,  and  adequate  cross  refer- 
ences to  the  different  essays  are  present  through- 
out the  volume.  Among  the  outstanding  con- 
tributions ai'e  those  on  the  roentgen  diagnosis  of 
bronchogenic  carcinoma  by  Leo  G.  Rigler  and 
the  discussion  of  pulmonary  hamartoma  by  Cole- 
man B.  Rabin.  Julian  Johnson’s  discussion  of 
choice  of  operation  for  bronchogenic  carcinoma 
sets  down  clearly  the  criteria  for  pneumonectomy 
and  lobectomy.  Louisiana  is  well  represented  by 
Alton  Ochsner,  Sr.  and  Alton  Ochsner,  Jr.  who 
write  a very  complete  account  of  the  tumors  of 
the  thoracic  wall  and  diaphragm.  A number  of 
typographical  errors  are  present  throughout  the 
volume  but  will  undoubtedly  be  eliminated  in 
subsequent  editions.  Certain  chapters  of  the  book 
would  profit  by  illustrations;  they  would  be 
particularly  helpful  in  those  sections  which  sum- 
marize briefly  numerous  tumors,  some  of  which 
have  fairly  characteristic  X-ray  appearances. 
The  book  can  be  recommended  as  an  excellent  ref- 
erence for  students  of  medicine,  general  prac- 
titioners, surgeons  and  internists.  It  has  suc- 
cessfully achieved  its  purpose  of  summarizing 
recent  knowledge  of  the  diagnosis  and  treatment 
of  tumors  of  the  chest  and  should  go  into  further 
editions  as  new  advances  are  made. 

Morton  Ziskind,  M.  D. 


Diseases  of  the  Skin;  by  James  Marshall,  M.  D., 
London.  Published  by:  E & S Livingstone, 

Ltd.,  Edinburgh  and  London  1960,  Williams  & 
Wilkins  Company,  Baltimore,  Maryland,  944  p.. 
Price,  $15.00  (exclusive  U.  S.  agents  for  this 
book) . 

In  the  preface  of  this  excellent  text  on  Derma- 
tology Dr.  Marshall  states  that  he  has  tried  to 
provide  a book  that  undergraduates  and  general 
practitioners  may  use  for  reference,  and  one  that 
will  serve  as  introductory  reading  for  postgradu- 
ate students. 

It  is  my  belief  that  not  only  has  Dr.  Marshall 
accomplished  his  stated  intention,  but  has  also 
written  a text  which  I have  found  very  useful 
as  a reference  book  for  a practicing  Dermatolo- 
gist. Dr.  Marshall  has  followed  the  orthodox 
classification  of  diseases  of  the  skin  used  by 
most  authors  of  textbooks  on  Dermatology.  This 
adds  value  to  his  text,  in  my  opinion.  His  Table 
of  Contents  is  especially  well  organized  and  re- 
flects the  author’s  ability  in  handling  the  sub- 
ject. Many  textbooks  on  Dermatology  fail  be- 
cause of  the  complexity  of  their  Table  of  Con- 
tents. His  clear  descriptions  of  diseases  of  the 
skin  are  excellent,  and  all  of  his  discussions  are 
enhanced  by  well  selected  illustrations. 

It  is  my  belief  that  this  textbook  will  become  a 
worthwhile  addition  to  Dermatologic  literature. 

C.  Barrett  Kennedy,  M.  D. 


PUBLICATIONS  RECEIVED 

Blood  Diseases  of  Infancy  and  Childhood,  by 
Carl  H.  Smith,  M.  D. 

Doubleday  & Co.,  Inc.,  Garden  City,  N.  Y.:  The 
Question  of  Fertility,  by  Georges  Valensin,  M.  D. 

Grune  & Stratton,  N.  Y.:  Clinical  Cardiopul- 
monary Physiology,  sponsored  by  the  American 
College  of  Chest  Physicians  (2nd  edit.) 

Little,  Brown  & Co.,  Boston:  Procedures  in 
Vascular  Surgery,  by  Richard  Warren,  M.  D. 

McGraw-Hill  Book  Company,  Inc.,  N.  Y.:  Prin- 
ciples of  Surgical  Practice,  by  Emanuel  Marcus, 
M.  D.,  and  Leo  M.  Zimmerman,  M.  D. 

The  C.  V.  Mosby  Co.,  St.  Louis:  Resuscitation 
of  the  Newborn  Infant;  Principles  and  Practice, 
edited  by  Harold  Abramson,  M.  D. 

W.  B.  Saunders  Co.,  Phila. : A System  of  Med- 
ical Hypnosis,  by  Ainslie  Meares,  M.  D.;  Progress 
in  the  Treatment  of  Fractures  and  Dislocations 
1950-1960,  by  Thomas  B.  Quigley,  M.  D.,  and 
Henry  Banks,  M.  D. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Cutaneous  Manifestations  of  the  Reticuloendo- 
thelial Granulomas,  edited  by  Samuel  M.  Blue- 
farb,  M.  I). 

The  Williams  & Wilkins  Co.,  Balt.:  Medicine 
for  Nurses,  by  M.  Toohey,  M.  I).,  with  a chapter 
on  I’sycbological  Medicine,  l>y  Henry  R.  Rollin, 
M.  D.  (,5th  edit.). 
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IN  EMOTIONALLY  PROJECTED 
SMOOTH-MUSCLE  SPASM... 

Prompt,  Profound 
Protection... at  both 

ends  of  the  vagus 

PRO-BANTHiNE® 

DARTAC 

Professional  reliance  on  the  therapeutic  profi- 
ciency of  Pro-Banthine  in  functional  gastro- 
intestinal disorders  has  made  it  the  most  widely 
prescribed  anticholinergic. 

The  consistent  relief  of  emotional  tensions 
afforded  by  Dartal  makes  this  well-tolerated 
tranquilizer  a rational  choice  to  support  the 
antispasmodic  action  of  Pro-BanthTne  in  emo- 
tionally influenced  smooth-muscle  spasm. 

These  two  reliable  agents  combined  as  Pro- 
BanthTne  with  Dartal  consistently  control  both 
disturbed  mood  and  disordered  motility  when 
emotional  disturbances  project  themselves 
through  the  vagus  to  provoke  such  gastrointes- 
tinal dysfunctions  as  gastritis,  pylorospasm, 
peptic  ulcer,  spastic  colon  or  biliary  dyskinesia. 

USUAL  ADULT  DOSAGE; 

One  tablet  three  times  a day. 

SUPPLIED  as  aqua-colored,  compression-coated  tab- 
lets containing  15  mg.  of  Pro-Banthine  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal  (brand  of 
thiopropazate  dihydrochloride). 


g.d.SEARLE  & CO. 

Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 
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Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 


peptic 

ulcer 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Minutes  20 


New  PPCAI 

UIAI  IM^antacid 

tlltfll 

nHUn  TABLETS 

New  York  18,  N.  Y, 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  showthat  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound"  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Sclent.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcer  ■ gastritis  agastric  hyperacidity 
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FIORINAL 


relieves  pain, 
muscle  spasm, 
nervous  tension 


rapid  action  • non-narcotic  • economical 

“We  have  found  caffeine,  used  in  combination  with  acetylsalicylic  acid,  acetophenetidin, 

and  isobutylallylbarbituric  acid,  [Fiorinal]  to  be  one  of  the  most 

effective  medicaments  for  the  symptomatic  treatment  of  headache  due  to  tension.” 


Friedman,  A.  P.,  and  Merritt,  H.  H.:  J.A.M.A.  i6d:llll  (Mar.  30)  1957. 


Eaoh  contains:  Sandoptal  (Allylbarbituric  Acid  N.F.  X) 

50  mg.  (3/4  gr.),  caffeine  40  mg.  (2/3  gr.),  acetylsalicylic  acid 
200  mg.  (3  gr.) , acetophenetidin  130  mg.  (2gr.). 

Dosage:  1 or  2 every  four  hours,  according  to  need,  up  to  6 per  day. 


Available:  Fioriual  Tablets  and 
New  f onn  — Fiorinal  Capsules 


SANDOZ 
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When  it’s  penicillin-susceptible 
and  the  patient  is  not  allergic 

Use  an  orally  maximal  penicillin 


Consistent  dependable  therapeutic  response  through 
maximal  absorption,  maximal  serum  concentration  and 
longer  duration  of  inhibitory  antibiotic  levels  for  less 
susceptible  organisms. 


Available  as  Maxipen  Tablets,  125  mg.  and  250  mg.; 
Maxipen  for  Oral  Solution,  125  mg.  per  5 cc.  of  recon- 
stituted liquid.  r ..  . 

Literature  on  request 


or 


When  you  hesitate  to  use  penicillin 

(eg.  possible  bacterial  resistance  or  allergic  patient) 


You  can  count  on 


Extends  the  Gram-positive  spectrum  of  usefulness  to 
include  many  staphylococci  resistant  to  one  or  more  of 
the  commonly  used  antibiotics  — narrorys  the  spectrum 
of  side  effects  by  avoiding  many  allergic  reactions  and 
changes  in  intestinal  bacterial  balance. 

Available  as  Tao  Capsules,  250  and  125  mg.;  Tao  Oral 
Suspension,  125  mg.  per  5 cc. ; Tao  Pediatric  Drops, 
100  mg.  per  cc.  of  reconstituted  liquid;  Intramuscular 
or  Intravenous  as  oleandomycin  phosphate.  Other  Tao 
formulations  also  available:  Tao®-AC  (Tao,  analgesic, 
antihistaminic  compound)  Tablets;  Taomid®  (Tao  with 
Triple  Sulfas)  Tablets,  Oral  Suspension. 

Literature  on  request 


and  for  nutritional  support  VITERRA®  vitamins  and  minerals 
Formulated  from  Pfizer’s  line  of  fine  pharmaceutical  products 


New  York  17,  N.  Y.,  Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being^^ 
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“"SS  SSS  "S  ss  sss 

diarrhea  »''***'' 


Cremosuxidine  consolidates  fluid  stools,  reduces  enteric  bacteria, 
detoxifies  putrefactive  material,  and  soothes  the  irritated  intestinal  mucosa. 
Chocolate-mint  flavored... readily  accepted  by  patients  of  all  ages. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme.  West  Point.  Pa. 

JsJ  MERCK  SHARP  & DOHME.  division  of  merck  & co.,  inc„  Philadelphia  i,  pa. 

CPI  MOSUUIOINl  AND  SULFASUXIOI NL  Attl  T«»AOI  MAMHt  Of  « * CO.,  IN' 
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'iTIianfcs  to  you ..  . Our  61st  Yeor 


A New  Addition  to 
First  Texas  PharmaceHticals 


Established  Need  products 


(Buffered  Prednisolone) 
Adrenal  Gluco-Corticoid 
for 


• Rheumatoid  Arthritis 


ison  s 


• Collagen  Diseases 

• Bronchial  Asthma  • 

• Certain  Dermatoses 

• Ocular  Inflammations 


AVAILABILiTy 

In  bottles  of  30  and  100  scored  tablets. 


First  Texas  Dallas 


Serving  the  physician’s  needs  since  1901 


PSYCHIATRIC  HOSPITAL 


DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  CENTER 


PERRY  C.  TALKINGTON,  M.D.,  Clinical  Director 
CHARLES  L.  BLOSS,  M,  D.,  Medical  Director 
Associate  Psychiatrists 
HOWARD  M.  BURKETT,  M.  D. 

JAMES  K.  PEDEN,  M,  D. 

WARD  G.  DIXON,  M.  D. 

JERRY  M.  LEWIS,  M,  D. 

C.  L.  JACKSON,  M.  D. 

RALPH  M.  BARNETTE,  JR.,  B.  B.  A.,  Business  Manager 


Clinical  Psychology 
PHILIP  ROOS,  PH,  D. 

DONALD  BERTOCH,  M.  A. 

Social  Work 

BILL  M.  TURNAGE,  M.S.S.W. 

ROBERT  L.  COATES,  M.S.S.W. 

GERALDINE  SKINNER,  B.S.,  O.T.  R.,  Director  of  Occupational  Therapy 
LOIS  TIMMINS,  PH.D.,  Director  of  Recreational  Therapy 
FRANCES  LUMPKIN,  R.  N.,  B.S.,  Director  of  Nurses 


Evergreen  1-2121 


Dallas  21,  Texas 


P.O.  Box  1769 


At  the  start  of  a new  year,  we  pause  to  look  back  with 
grateful  remembrances  to  30  years  of  service  to  our 
many  friends  and  customers  in  the  Medical  Profession. 

Our  business  is  one  based  on  friendship  rather 
than  one  of  friendship  based  on  business. 

Once  again  we  extend  to  you  our  prompt,  depend- 
able service  of  known  brands  of  supplies  and  equipment 
whose  quality  is  guaranteed  by  both  the  manufacturer 
and  ourselves. 


PEACOCK. 


SURGICAL  COMPANY  'nc 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 
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WHENEVER  COUGH  THERAPY 
IS  INDICATED 

HYCOMINE 

Syrup 

THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  / antihistamine 
decongestant  / ei^pectorant 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains; 
Hycodan® 

Dihydrocodeinone  Bitartrate  . . 5 mg.T 

(Warning;  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mg.j 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals  and  at 
bedtime.  May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


•U.s.  Pat.  2,630,400 


AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


A urine  culture  is  absolutely  essential  in  the  diabetic  suspected  of  having  a urinary  tract  infec- 
tion since  such  infection  is  not  always  accompanied  by  pyuria.  It  is  also  essential  to  keep  the 
urine  free  from  sugar— as  shown  by  frequent  urine-sugar  tests  — for  successful  therapy. 

Source:  Harrison,  T.  R.,  el  al.:  Principles  of  Internal  Medicine,  ed.  3,  New  York,  McGraw-Hill  Book  Co.,  1958,  p.  620. 


the  most  effective  method  of  routine  testing  for  glycosuria . . . 

color-calibrated 

CLINITEST 

Reagent  Tablets 

the  Standardized  urine-sugar  test  for  reliable  quantitative  estimations 


Urinary  tract  infections  are  about  four  times  more  frequent  in  the  diabetic  than  in 
the  non-diabetic.  The  prevention  and  treatment  of  urinary  tract  infections,  as  well  as 
the  avoidance  of  other  complications  of  diabetes,  are  significantly  more  effective  in  the 
well-controlled  diabetic.  The  patient  should  be  impressed  repeatedly  with  the  importance 
of  continued  daily  urine-sugar  testing— especially  during  intercurrent  illness— and  warned 
of  the  consequences  of  relaxed  vigilance. 


“urine-sugar  profile"  with  the  new  Graphic  Analysis  Record  included  in  the  Clinitest 
Urine-Sugar  Analysis  Set  (and  in  the  tablet  refills),  daily  urine-sugar  readings  may  be  recorded  to 
form  a graphic  portrayal  of  glucose  excretion  most  useful  in  clinical  control. 

• motivates  patient  cooperation  through  everyday  use  of  Analysis  Record  a 

• reveals  at  a glance  day-to-day  trends  and  degree  of  control  MIVl  CIO 

• provides  a standardized  color  scale  with  a complete  range  in  the  familiar  blue-to  company,  inc 

Elkhort  • Indiono 

orange  spectrum  Toronto  • Conodo 


guard  against  ketoacidosis 
...test  for  ketonuria 
for  patient  and  physician  use 


ADDED  SAFETY  FOR  DIABETIC  CHILDREN 

ACETEST®  KETOSTIX® 

Reaneiu  Tablets  ReoKent  Strips 
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Your  difficult  rheumatic  patient... 


through  effective  relief  and  rehabilitation 


y*' 


For  the  patient 
who  requires  steroids 

PABALATE®-HC 

(PABALATE  WITH  HYDROCORTISONE) 

Comprehensive  synergistic 


For  the  patient  who  does  not  require  steroids 


PABALATE® 

Reciprocally  acting  nonster- 
oid antirheumatics  . . . more 
effective  than  salicylate  alone. 
In  each  enteric-coated  tablet: 

Sodium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

Sodium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


or  for  the  patient 
who  should  avoid  sodium 

PABALATE® -Sodium  Free 

Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


combination  of  steroid  and 
nonsteroid  antirheumatics... 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE 


PABALATE-HC 


For  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


The  secret  of  a successful 
full-liquid  diet  is  acceptance 


The  blender  can  produce  foods  for  your  patient’s  full-liquid  diet 
that  are  nutritious,  tempting  and  appealing  to  the  eye.  Milk 
blended  with  chicken  or  shrimp  makes  a ta.sty  bisque.  Strained 
meats  can  be  beaten  into  tomato  juice.  To  increase  protein,  add 
eggs  to  mixtures. 

Suggest  carrots  blended  with  milk  or  broth.  Cottage  cheese 
whipped  into  chocolate  milk  is  nouri.shing.  Fruits  blended  into 
juices,  garnished  with  .soft  sherbet  are  good  desserts.  Remember, 
appetizing  appearance  increases  acceptance;  serve  liquids  in 
colorful  glasses,  pretty  cups,  unusual  mugs. 

United  States  Brewers  Foundation 

If  you’d  like  reprints  of  this  and  11  other  different  diet  menus  for  your  patients, 
write  United  States  Brewers  Foundation,  536  Fifth  Avenue,  N.Y.  17,  N.Y. 
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Clark  treated  31  anginal  patients  who  showed  signs  of  anxiety,  fear,  excitement  and  other  forms  of  emotional 
stress.  On  CARTRAX,  all  31  fared  better  than  they  had  on  previous  therapy ...  as  judged  both  by  subjective 
reports  and  by  reduced  nitroglycerin  requirements.* 

CARTRAX  combines  PETN  (for  prolonged  vasodilation)  with  ATARAX  (the  tranquilizer  preferred  for  angina  patients 
because  of  its  safety  and  mild  antiarrhythmic  properties).  Thus,  CARTRAX  helps  you  to  cope  with  both  com- 
ponents of  angina  pectoris-circulatory  and  emotional. 

For  a better  way  to  help  your  angina  patients  relax,  prescribe  CARTRAX.  ’CiarK,  t.  e.,  m press. 

CARTRAX 


nrTyt  • JITADAV®tt  Dosage:  Begin  with  1 to  2 yellow  CARTRAX  "lO" 
ru  I II  T A I AKAA  tablets  {10  mg.  PETN  plus  10  mg.  ATARAX)  3 to  4 

times  daily.  For  dosage  flexibility,  CARTRAX  “20" 
(pink)  tablets  (20  mg.  PETN  plus  10  mg.  ATARAX)  may  be  utilized  at  a level  of  one  tablet 
three  to  four  times  a day.  The  tablets  should  be  administered  before  meals  for  optimal 
response.  For  convenience,  write  "CARTRAX  TO"  or  “CARTRAX  20."  As  with  all  nitrates, 
use  with  caution  in  glaucoma.  Supplied:  In  bottles  of  100.  Prescription  only. 


t pentaerythritol  tetranitrate  tT  brand  of  ^ydroxy^rne 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being’" 
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Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  ...  all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
.so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels— 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
a.ssure  that  the  specified  menus  provide  pre- 
.scribed  levels  of  calories,  the  pre-determined 
ratio  of  poly-un.saturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  .serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wes.son  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 

Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Total  unsaturated 70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3  0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand,  where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 


USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 

DR 

ADDRESS 

CITY ZONE STATE 


RELIEVE  ALL 
COMMON 
COLO 
SYMPTOM 
AT  ONCE 


© 


‘EMPRAZIL 

THE  TOTAL  COLD-THERAPY  TABLET 

nasal  decongestant  • analgesic 
antipyretic  • antihistamine 

The  ingredients  combined  in  each  ‘Emprazil’  tablet 
provide  multiple  drug  action  for  prompt  sympto- 
matic relief  of  aches,  pains,  fever  and  respiratory 
congestion— due  to  common  colds,  flu  or  grippe— 
without  gastric  irritation. 


BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Dosage:  Adults  and  older  children  — One  or  two  tablets 
t.i.d.  as  required.  Children  6 to  12  years  of  age  — One 
tablet  t.i.d.  as  required. 

Supplied:  Bottles  of  100  or  1000 

Each  orange  and  yellow  layered  tablet  contains; 
'Sudafed'®  brand  Pseudoephedrine  Hydrochloride.  20  mg. 


'Perazir*  brand  Chlorcyclizine  Hydrochloride  ....  15  mg. 

Acetophenetidin 150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine  30  mg. 


Complete  literature  available  on  request. 
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the  diagnosis  and  treatment  of 


DEPRESSIONS 


in  private  practiee 


Prepared  and  narrated  by  S.  Bernard  Wortis,  M.D.,  Dean  of  the  School  of  Medicine 
and  Post-Graduate  Medical  School,  Chairman  and  Professor  of  the  Department  of 
Neurology  and  Psychiatry,  Neiv  York  University  Medical  Center 


This  timely  teaching  film  is  now  available  for 
showing  to  interested  professional  groups. 

The  film  describes  and  illustrates  the  signs  of 
depressions  commonly  seen  in  general  medical 
practice,  and  outlines  suggested  plans  of  treatment 
by  the  family  physician.  Suggestions  are  given  on 
methods  of  handling  suicide  risk,  referral,  treat- 
ment in  consultation,  and  hospitalization. 


The  film  is  black  and  white,  sound-on-film,  runs 
about  20  minutes  and  contains  no  commercial 
material. 

To  arrange  for  a group  showing,  please  write 
the  date  you  wish  to  show  the  film  (list  alternate 
dates,  if  possible)  and  the  number  of  physicians 
expected  to  attend. 

Mail  your  request  to : 

Professional  Services  Dept. 

WALLACE  LABORATORIES 

Cranbury,  N.  J. 


WALLACE  LABORATORIES /Crajttztri/,  N.  J.  / producers  of  Deprol* 


attains 

sustains 

retains 


extra 

antibiotic 

activity 


attains  activity 
levels  promptly 


JE)ec 

sustains  activity 
levels  evenly 


DECLOMYCIN  Demethylchlortetracycline  attains  — 
usually  within  two  hours— blood  levels  more  than  ade- 
quate to  suppress  susceptible  pathogens  — on  daily 
dosages  substantially  lower  than  those  required  to 
elicit  antibiotic  activity  of  comparable  intensity  with 
other  tetracyclines.  The  average,  effective,  adult 
daily  dose  of  other  tetracyclines  is  1 Gm.  With 
DECLOMYCIN,  it  is  only  600  mg. 


DECLOMYCIN  Demethylchlortetracycline  susta 
through  the  entire  therapeutic  course,  the  high  ac 
ity  levels  needed  to  control  the  primary  infection . 
to  check  secondary  infection  at  the  original  — oi 
another— site.  This  combined  action  is  usually  ; 
tained  without  the  pronounced  hour-to-hour,  dose 
dose,  peak-and-valley  fluctuations  which  cha' 
terize  other  tetracyclines. 


POSITIVE  ANTIBACTERIAL  ACTION 


PROTECTION  AGAINST  PROBLEM  PATHOGENS 


LOMYCIN^ 


DEMETHYLCHLORTETRACYCLINE  LE0ERL6 


Mains  activity 

Cvels  24-48  hrs. 


KOMYCIN  Demethylchlortetracycline  retains  ac- 
ly  levels  up  to  48  hours  after  the  last  dose  is 
l;n.  At  least  a full,  extra  day  of  positive  action  may 
1 5 be  confidently  expected.  The  average,  daily  adult 
jage  for  the  average  infection— 1 capsule  q.i.d.— 
i^he  same  as  with  other  tetracyclines... but  total 
\age  is  lower  and  duration  of  action  is  longer. 


CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage: 
Average  infections— 1 capsule  four  times  daily.  Severe 
infections-lnitial  dose  of  2 capsules,  then  1 capsule 
every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3  to 
6 mg.)  per  pound  body  weight  per  day— divided  into 
4 doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored), 
bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg.  per 
pound  body  weight  per  day  — divided  into  4 doses. 

PRECAUTIONS— As  with  other  antibiotics,  DECLOMYCIN  may 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to 
sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN. 
Although  reversible  by  discontinuing  therapy,  patients  should 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with 
DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should 
be  kept  under  constant  observation. 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


PROTECTION  AGAINST  RECURRENCE 


more  and  more  physicians  are  prescribing  this  tripie  suifa 


Squibb  Triple  Sulfas  (Trlsulfapyrlmldln«») 


Clinical  experience  continues  to  prove  that 
TERFONYL  provides  many  special  advantages 
fundamental  to  successful  antibacterial  therapy. 


« specificity  for  a wide  range  of  organisms  • superinfection  rarely 
encountered  • soluble  in  urine  through  entire  physiologic  pH  range 
• minimal  disturbance  of  intestinal  flora  • excellent  diffusion  through- 
out tissues  • readily  crosses  blood -brain  barrier  • sustained 
therapeutic  blood  levels  • extremely  low  incidence  of  sensitization 


SUPPLY:  Tablets,  0.5  gm.  • Suspension,  raspberry  flavored,  0.5  gm.  per  teaspoonful  (5cc.). 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 

'TIHfOHTi'*  II  A IQUIll  TAAOCNAAA 


u\ 
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IN  SINUSITIS,  COLDS  AND  UPPER  RESPIRATORY  DISORDERS 


LET  YOUR  PATIENTS  BREATHE  EASIER! 


In  sinusitis,  colds  and  other  upper  respiratory  and 
allergic  disorders,  newDiMETAPP  Extentabs  offer 
more  useful  decongestant  therapy. 

UNSURPASSED  RELIEF  OF  NASAL  CONGESTION: 

In  DIMETAPP  Extentabs,  the  unexcelled  antihista- 
mine, Dimetane,  and  two  outstanding  decongest- 
ants—phenylephrine  and  phenylpropanolamine  — 
promptly  dry  secretions  and  reduce  edema  and 
congestion  in  the  nose,  the  sinuses,  and  the  upper 
respiratory  tract. 

CLEAR  BREATHING  FOR  12  HOURS  ON  1 TABLET: 

Long-acting  dimetapp  Extentabs  offer  up  to 
12-hour  relief  on  just  one  tablet.  Easier-to-use 
DIMETAPP  reaches  into  areas  which  nose  drops  or 


sprays  can’t  touch— without  rebound  congestion. 
EXCEPTIONAL  FREEDOM  FROM  SIDE  EFFECTS: 

DIMETAPP  Extentabs  are  exceptionally  free  of  side 
reactions.  Dimetane  offers  a high  percentage  of 
relief  with  only  drowsiness  as  a possible,  infrequent 
side  effect.  Small,  fully  efficient  dosages  of  decon- 
gestants minimize  overstimulation. 

DIMETAPP  Extentabs  contain  Dimetane®  (parabromdylamine  [bromphen- 
iramine] maleate)  12  mg.,  phenylephrine  HCI  15  mg., and  phenylpropanol- 
amine HCI  1 5 mg. 

DOSAGE:  Adults  — 1 Extentab  q.  8-1 2 hours.  Children  over  6—1  Extentab 
q.  1 2 hours.  Administer  with  caution  to  patients  with  cardiac  or  peripheral 
vascular  diseases  and  hypertension,  and  to  those  sensitive  to  antihistamines. 
See  package  insert  for  further  details  and  bibliography. 

A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Virginia  Hbr 

ETHICAL  PHARMACEUTICALS  OF  MERIT  SINCE  1878 


CASES 

AFTER 

Excellent 

SARDO 

Good 

* 

Poor 

49  Senile  skin 
26  Dry  Skin  in  younger 
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13 

4 

patients  (diabetes,  etc.) 

14 

11 

1 

20  Atopic  dermatitis 

8 

10 

2 

13  Actinic  changes 

9 

4 

- 

10  Ichthyosis 

3 

4 

3 

Skin  Conditions 
20  Nummular  dermatitis 
10  Neurodermatitis 

Benefited 

19 

10 

No  Benefit 
1 

SARDO  acts'-2  to  (A)  lubricate  and  soften  skin,  (B)  replenish  natural 
emollient  oil,  (C)  prevent  excessive  evaporation  of  essential  moisture. 

SARDO  releases  millions  of  microfine  water-miscible  globules  to  pro- 
vide a soothing  suspension  which  enhances  the  efficacy  of  your  other 
therapy. 

SARDO  is  pleasant,  convenient,  easy  to  use;  non-sticky,  non-sensitiz- 
ing. Bottles  of  4,  8 and  16  oz. 

for  SAMPLES  and  complete  reprint  of  Weissberg  paper,  please  write  . . . 

Sardeau,  Inc,  75  East  55th  Street,  New  York  22,  N.  Y. 


1.  Weissberg,  G.: 
Clin.  Med.,  June 
1960. 

2.  Spoor,  H.  J.: 
N.  Y.  St.  J.  Med., 
Oct.  15,  1958. 

^patent  pending 

T.M.  ©me 
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capsules 


for  acute 

upper  respiratory  infections 


The  Original  Tetracycline  Phosphate  Complex  u s-  p*t.  no.  2,791,609 


effective  control  of  pathogens. ..with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  Syracuse,  new  york 

Div.  of  Bristol-Myers  Co. 


SUPPLY:  TETREX  Capsules -tetracycline  phosphate 
complex  - each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup -tetracycline  (ammonium  polyphosphate 
buffered)  syrup -equivalent  to  125  mg.  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 fl.  oz.  and  1 pint. 
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Living  up  to 
a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world's  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- IVi  grain  flavored 
tablets- Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 


THE  BAVER  COMPANY.  DIVISION  OF  STERLING  DRUG  INC..  I4SO  BROADWAY.  NEW  YORK  18.  N.  Y 


40 


TiIK  .IoUKNAL  ok  TIIK  lAtUISIANA  STATE  MEDICAL  SOCIETY 


...the  proof  of  tlie  Patrician “200” 
is  in  the  radiograph! 


When  you  choose  x-ray  for  private  practice,  look 
at  performance  as  well  as  the  price  tag.  “Econ- 
omy” that  is  gained  by  short-cuts  in  table 
design  or  a reduction  in  power  may  mean  slow 
exposures,  blurred  radiographs  and  repeated 
retakes.  General  Electric’s  Patrician  “200” 
combination  is  designed  with  adequate  power 
for  private  practice  — a full  200  ma  to  stop 
anatomical  movement  sharply  and  clearly. 
Many  other  features  found  in  larger  installa- 
tions arc  engineered  into  the  Patrician:  81" 
table,  independent  tubestand,  shutter  limiting 
and  automatic  tube  protection,  to  name  just 


a few.  And,  considering  its  uncompromising 
G-E  cpiality,  this  Patrician  “package”  is  re- 
markably low  priced. 

Rent  the  Patrician  through  the  G-E  Maxi- 
service®  plan  that  provides  the  complete  in- 
stallation, /??c/;/d/ng  maintenance,  parts,  tubes, 
insurance,  local  taxes  — everything  in  one 
monthly  fee.  Get  details  from  your  G-E  x-ray 
representative  listed  below. 


Tigress  fs  Our  Most  Important  Product 

GENERAL^  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

NEW  ORLEANS 

7715  Edinburgh  St.  • HUnter  8-7742 
SHREVEPORT 

1511-13  Line  Ave.  • Phone  42  2-8743 


RESIDENT  REPRESENTATIVE. 

BATON  ROUGE 
C.  A.  Ebersbaker 

2451  Honeysuckle  .\ve.  • Dickens  2-2308 
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THE  EARLE  JOHNSON 
SANATORIUM 


Of  special 

to  the 
physician 
is  the  symbol 


When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally 
standardised,  and  therefore  of 
unvarying  activity  and  quality. 


When  the  physician  writes  “DR” 
(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 

Kx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 


Clinical  samples  sent  to  physicians  on  request 

Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 


I 


j 


VICTOR  HUGO  BEAN,  M.  D. 
Psychiatrisl-in-Chief 
American  Board  Certified 
Member  American  Psychiatric  Association 

Specialized  treatments  in  mental  disorders  and 
alcoholic  and  drug  addictions. 

A limited  number  of  custodial  cases  accepted. 

Fireproof  Buildings 
Lovely  Gardens  and  Grounds 
Healthful  Location  — All  Private  Rooms 
Excellent  Staff 

"The  Hospital  Atmosphere  is  Avoided" 

WRITE  P.  O.  DRAWER  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


in 

*^ublic  *^^elationa 

^ Place  it  in  your  reception  room 

Today’s  Heallli  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 
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The  muscle  relaxant  with  an  independent  pain-relieving  action 


Put  your 
low-back  patient 
back  on  the 
payroll 

Soma  relieves  stiffness 
—stops  pain,  too 

YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity — 
and  fast! 


( carisoprodol,  Wallace j 

Wallace  Laboratories,  Cranbury,  New  Jersey 


HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 

Soma  is  notably  safe.  Side  effects  are  r£U"e.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets.  Usual  Dosage: 
1 tablet  q.i.d. 


Keep  medical  education  on  th.e  march. 

When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly— to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  “. . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Every  cent  of  your  gift  will  go  to  the 
school— or  schools— of  your  choice. 

Give  to  the  American  Medical  Education  Foundation 

535  North  Dearborn  Street,  Chlcag^o  10,  Illinois 
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IN  COLDS  AND  SINUSITIS- 

THE  RIGHT  AMOUNT  OF  “INNER  SPACE” 

Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 


RIGHT  AWAY 


LABORATORIES 
New  York  18,  N.  Y. 


Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


NEO-SYNEPHRINE* 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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The  Baton  Rouge  Clinic 

134  North  19th  St. 

DI  8-5361 

SURGERY 

J.  Sabatier,  M.  D. 

Charles  Mosely,  M.  D. 

B.  E.  Coggeshall,  M.  D. 

GYNECOLOGY  & OBSTETRICS 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 

Donald  C.  Diefendorf,  M.  D. 

INTERNAL  MEDICINE 
Charles  Prosser,  M.  D. 
Roger  Reynolds,  M.  D. 
(Allergy) 

Bruce  L.  Baer,  M.  D. 

( Gastroenterology ) 
Douglas  Gordon,  M.  D. 
(Endocrinology) 

UROLOGY 

Mortimer  Silvey,  M.  D. 

EYE 

George  H.  Jones,  M.  D. 

KENNETH  A.  RITTER,  M.  D. 
JOHN  L.  WINKLER,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street  New  Orleans 

UN  1-7551  By  Appointment 

DR.  IRVING  A.  LEVIN 

ANORECTAL  AND  COLON  DISEASES 
3432  Prytania  Street  TW.  5-2043 

New  Orleans,  La. 

CHARLES  I.  BLACK,  M.D. 

FREDERIC  W.  BREWER,  M.  D. 

DISEASES  OF  THE  SKIN 

PRACTICE  LIMITED  TO  PSYCHIATRY 

.3369  Convention  Street  Dickens  3-2841 

1008  Maison  Blanche  Building 

Baton  Rouge,  Louisiana 

JA  5-4047  By  Appointment 
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BARRETT  KENNEDY,  M.  D. 

TTU  nTsifisiHses&imramiasE'arei  t It  rwtaucn  tvntsi  n 

V.  MEDD  HENINGTON,  M.  D. 

WM.  J.  PERRET,  M.  D. 

(Associate) 

DERMATOLOGY 

4522  MAGNOLIA  STREET 

TWinbrook  1-4452—  1-4453 

Green  Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.  D. 

LaMoyne  C,  Rleich,  M.D. 

Obstetrics  and  Gynecology 

Internal  Medicine 

Carl  L.  Langford,  M.D. 

Henry  S.  Roane,  M.D. 

David  M.  Hall,  M.D. 

Robert  W.  Sharp,  M.D. 

Pediatrics 

Joe  L.  Smith,  Jr.,  M.D. 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Bro^vn,  Jr.,  M.D. 

Dentistry 

Eye,  Ear,  Nose  and  Throat 

L.  Felton  Green,  D.D.S. 

Harold  H.  Harms,  M.D. 

Benjamin  C.  Baugh,  D.D. 

The  Sellers  and  Sanders  Clinic 

OPPOSITE  SOUTHERN  BAPTIST  HOSPITAL 

4414  Magnolia  St. 

New  Orleans  15,  La. 

Telephone  TW  5-6635 

Obstetrics  & Gynecology 

Gerieral  Surgery 

Thomas  B.  Sellers,  M.  D. 

John  T.  Sanders,  M.  D. 

Simon  V.  Ward,  M.  D. 

L.  Terrell  Tyler,  M.  D. 

Julius  T.  Davis,  Jr.,  M.  D. 

Internal  Medicine 

T.  K.  Dampeer,  Jr.,  M.  D. 

Daniel  W.  Hayes,  M.D. 

Lige  B.  Rushing,  Jr.,  M.D. 

Diagnostic  X-ray  and  Laboratory  Facilities 

PHILIP  RONALD 

LORIA,  M.  D. 

DISEASES  OF 

THE  SKIN 

Dermoplaning 

Removal  of  Excessive  Hair 

1104  Maison  Blanche  Bldg. 

New  Orleans  16,  La. 

By  Appointment 

524-9621 
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PROFESSIONAL  CARDS 


JOHN  C.  HARDIN,  JR. 

D.D.S.,  M.D.,  F.A.C.S. 
Maxillo-Facial  & Oral  Surgery 
(Head  and  Neck  Surgery) 

121  Physicians  & 
Surgeons  Bldg.,  West 
Phone  3-6901  Shreveport,  Louisiana 

DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  2-0171  Res.:  JA  2-3946 

JAMES  W.  BURKS,  JR.,  M.  D. 

DISEASES  OF  THE  SKIN 
SURGICAL  PLANING  FOR  COSMETIC  DEFECTS 
FACILITIES  FOR  REMOVAL  OF  SUPERFLUOUS  HAIR 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La.  529-3322 

DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg.  523-3216 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Per*  Marquette  Bldg.  JA  2-0202 

DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
TWinbreok  5-45*1 

DR.  EUGENE  L.  WENK 

GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 

LEWELL  C.  BUTLER,  JR.,  M.  D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Phone  3-9671 

211-213  Physicians  and  Surgeons  Building  West 

803  Jordan  Street  Shreveport,  Louisiana 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
JAckson  2-7697  By  Appointment 


THE  OWENS-MEADE  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  St.  New  Orleans  13,  La. 

Telephone:  JAckson  2-0106 
After  Hours  — Coll  Doctors'  ICxcbuiiEe  \VU  S-4141 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
JA.  5-0873  By  Appointment 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studios 

Irregular  Antibody  Dstsrminations 

Paternity  Exclusion  Tosts 

2700  NAPOLEON  AVE.  TW.  5-6681 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

444  So.  Ryan  Street  Lake  Charles,  la. 

Phone  HE  3-6361 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

HEARING  AND  DEAFNESS 
DISEASES  AND  SURGERY  OF  THE  EAR 

1109  Pere  Marquette  Building 
JA.  5-2535  By  Appointment 
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The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 

THE  AMERICAN  CANCER  SOCIETY 

is  dedicated  to  saving  lives  from  cancer  and  spear- 
heads the  fight  against  cancer  quackery.  Its  Com- 
mittee on  New  or  Unproved  Methods  of  Treatment 
of  Cancer  has  a membership  of  physicians,  lawyers, 
educators,  and  public  relations  specialists.  This 
committee  has  been  a prime  mover  in  developing 
constructive  action 


Inspired  by  model  legislation  formulated  by  this 
committee  with  the  active  cooperation  of  the  Cali- 
fornia Medical  Association,  California,  Kentucky 
and  Nevada  recently  passed  bills  providing  the  first 
effective  means  of  fighting  cancer  quackery  at  its 
base  of  operations— in  the  local  community. 

To  keep  both  the  public  and  the  medical  profession 
informed,  the  Society  has  established,  in  its  national 
office,  a central  repository  of  material  on  new  or 
unproved  methods  of  cancer  diagnosis,  treatment 
and  cure— a principal  source  of  such  information 
in  this  country. 

The  American  Cancer  Society,  in  this  as  in  all  its 
efforts,  serves  both  the  private  citizen  and  the  prac- 
ticing physician— and  is,  in  turn,  served  by  both. 


THE  AMERICAN  CANCER  SOCIETY 

Louisiana  Division,  Inc. 

822  Perdido  Street  New  Orleans  12,  La. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.  D., 

President 


CONTROL  WHEN  IT 
IS  VITALLY  NEEDED: 
THORAZINE®  INJECTION 

brand  of  chlorpromazine 

‘Thorazine’  can  rapidly  control  the  severely 
agitated  patient,  preventing  him  from  harming 
himself  or  those  around  him.  Usually,  his 
belligerence,  hostility  and  excitement  are  re- 
placed by  rational,  docile  behavior,  and  he 
becomes  receptive  to  guidance  and  counselling. 

‘Thorazine’  is  so  effective  in  agitation  because 
it  provides  an  intense  tranqiiilizing  effect,  for 
control  of  both  emotional  and  physical  hyper- 
activity; and  a transitory  soporific  effect,  for 
added  initial  control  of  physical  hyperactivity. 
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ANNUAL  MEETING-MAY  8-10,  1961-NEW  ORLEANS 


U'B’’ 


High  serum  levels  of  antibacterial  activity  mean  fewer  treat- 
ment failures  in  severe  infections  or  in  infections  only  mar- 
ginally sensitive  to  penicillin.  In  other  words,  high  “ABA” 
means  . . . 


consistently  dependable  clinical  results 

v-ciLLiN  r 


(penicillin  V potassium,  Lilly) 


produces  greater  antibacterial  activity  in  the  serum  against 
the  common  pathogens  than  any  other  available  oral 
penicillin. 

Now  at  lower  cost  to  your  patient 


SecoiHl  Class  Mali  Privileges  .‘Vuthorized  at  New  Orleans,  Louisiana 


Announcing 

■<  I?  ✓j  '^T^e  Twejptj^/- Fourth  Annual  Meeting 

J -4  J --  V‘  .£•  i ti  ; i ^-5 

of 

THE  NEW’  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

Conference  Headquarters  — Roosevelt  Hotel 
MARCH  6,  7,  8,  9,  1961 


GUEST  SPEAKERS 


Arthur  S.  Keats,  M.  D.,  Houston,  Tex. 
Anesthesiology 

Robert  R.  Kierland,  M.  D.,  Rochester,  Minn. 
Dermatology 

Frank  B.  McGlone,  M.  D.,  Denver,  Colo. 
Gastroenterology 

Thomas  T.  Jones,  M.  D.,  Durham,  N.  C. 
General  Practice 

John  C.  Ullery,  M.  D.,  Columbus,  Ohio 
Gynecology 

Walter  Lyon  Bloom,  M.  D.,  Atlanta,  Ga. 
Internal  Medicine 

Herman  J.  Moersch,  M.D.,  Rochester,  Minn. 
Internal  Medicine 

William  A.  Sodeman,  M.  D.,  Phila.,  Pa. 
Internal  Medicine 

Jack  A.  Pritchard,  M.  D.,  Dallas,  Tex. 
Obstetrics 


Daniel  Snydacker,  M.  D.,  Chicago,  111. 
Ophthalmology 

Leon  L.  Wiltse,  M.  D.,  Long  Beach,  Calif. 
Orthopedic  Surgery 

Sam  E.  Roberts,  M.  D.,  Kansas  City,  Mo. 
Otolaryngology 

S.  E.  Gould,  M.  D.,  Eloise,  Mich. 

Pathology 

Stuart  S.  Stevenson,  M.D.,  Jersey  City,  N.  J. 
Pediatrics 

Harry  E.  Bacon,  M.  D.,  Philadelphia,  Pa. 
Proctology 

Albert  Jutras,  M.D.,  Montreal,  Quebec,  Can. 
Radiology 

Robert  J.  0.  Coffey,  M.  D.,  Wash.,  D.  C. 
Surgery 

Harwell  Wilson,  M.  D.,  Memphis,  Tenn. 
Surgery 

Thomas  E.  Gibson,  M.D.,  San  Francisco,  Cal. 
Urology 


Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons, 
medical  motion  pictures,  scientific  exhibits  and  technical  exhibits. 

Acceptable  for  a maximum  of  twenty-eight  and  one-half  (28%)  hours  Category  I 
postgraduate  education  by  the  American  Academy  of  General  Practice. 

(All-inclusive  registration  fee  — $20.00) 

THE  CLINICAL  TOUR  TO  THE  ORIENT  VISITING  HAWAII,  THE  PHILIPPINES, 

HONG  KONG  AND  JAPAN 

Leaving  March  10  via  air  and  returning  March  30,  1961 
(Optional  extensions  may  be  arranged) 

For  information  concerning  the  Assembly  meeting  and  the  tour  write 
Secretary,  Room  103,  1430  Tulane  Avenue,  New  Orleans  12,  La. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D. 

President 


I)  K 1 N K 


Kvery  Bottle  Sterilized 


Prescription  Headquarters  Since  1905 


A Symbol 
to  Support . . . 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III, 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

147  South  Liberty  St. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 
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Rautrax-N  lowers  high  blood  pressure  gently, 
gradually  . . . protects  against  sharp  fluctuations 
in  the  normal  pressure  swing.  Rautrax-N  com- 
bines Raudixin,  the  cornerstone  of  antihyperten- 
sive therapy,  with  Naturetin,  the  new,  safer 
diuretic-antihypertensive  agent.  The  comple- 
mentary action  of  the  components  permits  a 
lower  dose  of  each  thus  reducing  the  incidence 
of  side  effects.  The  result:  Maximum  effective- 
ness, minimal  dosage,  enhanced  safety.  Rautrax-N 
also  contains  potassium  chloride  — for  added 
protection  against  possible  potassium  depletion 
during  maintenance  therapy. 


Supply:  Rautrax-N  — capsule-shaped  tablets  — 
50  mg.  Raudixin,  4 mg.  Naturetin,  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — cap- 
sule-shaped tablets  — 50  mg.  Raudixin,  2 mg. 
Naturetin,  and  400  mg.  potassium  chloride.  For 
complete  information  write  .Squibb,  745  Fifth 
Avenue,  New  York  22,  N.  Y. 


* 


Rautrax-N 


Squibb  Standardixed  Wholt  Root  RauwoMla  Sarpentina  (Raudixin) 
and  Banvydroflumathlaxida  (^Naturatln)  with  Potaialum  Chlorida 

HAUeillN.*^  ANO  NAtwACtlM*^  AA«  tAADfWAAHa. 


Squibb  QuAiiiy— Tb« 

PricaUi*  Ingrvdlrat 


SqpiBB 
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When 


severe  pain  aeeompanies 

skeletal  musele  spasm 
ease  both ‘pain  & spasm’ 


Robaxin'^  with  Aspirin 


A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  ROBAXIX  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal  Tablet  contains : 

Robaxix  (methocarbamol  Robins)  400  mg.  Acetylsalicvlic  acid  (5gr.) 325  mg. 

U.S.  Pat,  No.  2770649 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

Or  RobaxisAL®-PH  (Robaxin  with  Phenaphen®) — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Robaxis.al-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400mg.  Acetylsalicylic acid 81  mg. 

Phenacetin  97mg.  Hyoscyamine sulfate  0.016mg.  Phenobarbital  ( gr. ) 8.1  mg. 
Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Mating  today's  medicines  uitli  integrity  , . .setting  tomorrovds  nuith  persistence. 
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When  it’s  penicillin-susceptible 
and  the  patient  is  not  allergic 

Use  an  orally  maximal  penicillin 


Consistent  dependable  therapeutic  response  through 
maximal  absorption,  maximal  serum  concentration  and 
longer  duration  of  inhibitory  antibiotic  levels  for  less 
susceptible  organisms. 

Available  as  Maxipen  Tablets,  125  mg.  and  250  mg.; 
Maxipen  for  Oral  Solution,  125  mg.  per  5 cc.  of  recon- 
stituted liquid. 

Literature  on  request 


or 


When  you  hesitate  to  use  penicillin 

(eg.  possible  bacterial  resistance  or  allergic  patient) 


You  can  count  on 


Extends  the  Gram-positive  spectrum  of  usefulness  to 
include  many  staphylococci  resistant  to  one  or  more  of 
the  commonly  used  antibiotics  — narrows  the  spectrum 
of  side  effects  by  avoiding  many  allergic  reactions  and 
changes  in  intestinal  bacterial  balance. 

Available  as  Tao  Capsules,  250  and  125  mg.;  Tao  Oral 
Suspension,  125  mg.  per  5 cc. ; Tao  Pediatric  Drops, 
100  mg.  per  cc.  of  reconstituted  liquid;  Intramuscular 
or  Intravenous  as  oleandomycin  phosphate.  Other  Tao 
formulations  also  available:  Tao®-AC  (Tao,  analgesic, 
antihistaminic  compound)  Tablets;  Taomid®  (Tao  with 
Triple  Sulfas)  Tablets,  Oral  Suspension. 

Literature  on  request 


and  for  nutritional  support  VITERRA®  vitamins  and  minerals 

Formulated  from  Pfizer’s  line  of  fine  pharmaceutical  products 


New  York  17,  N.  Y,  Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being™ 


February,  1961 — Vol.  113,  No.  2 


5 


COMPREHENSIVE 
OLD  AOE  BENEFITS 


A brightens  the  outlook 
A lightens  the  load  of 
poor  nutrition 
A heightens  tissue/ 
bone  metabolism 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains;  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  B,j  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (Bj)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B,) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Folic  Acid  0.4  mg.  • 
Choline  Bitartrate  25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C) 


as  Calcium  Ascorbate  50  mg.  • 1-Lysine  Monohydrochloride 
25  mg.  • Vitamin  E (Tocopherol  Acid  Succinate)  10  Int.  Units  • 
Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  iron,  10  mg.) 
30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as  CaHPOj)  35  mg. 
• Phosphorus  (as  CaHPOa)  27  mg.  • Fluorine  (as  CaF,)  0.1  mg.  • 
Copper  (as  CuO)  1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese 
(as  MnOj)  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO) 
1 mg.  • Boron  (as  NajBjOj.lOH^O)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Browne-McHardy  Clinics 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
Nev/  Orleans  15,  La. 
TWinbrook  9-2376 

INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  M.  D. 
John  T.  Leckert,  M.  D. 

G.  Gordon  McHardy,  M.  D. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D. 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T.  Williams,  M.  D. 

DERMATOLOGY 

William  Burroughs,  M.  D. 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D. 


GRAVIER  ST.  DIVISION 
630  Gravier  St. 

New  Orleans  12,  La. 
524-1605 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 

GENERAL  SURGERY 

Claude  C.  Craighead,  M.  D. 
Raul  G.  Reyes,  M.  D. 

OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  Ayerst,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabexies,  M.  D. 

INDUSTRIAL  MEDICINE 

Ralph  J.  McDonough,  M.  D. 

INDUSTRIAL  SURGERY 
Irby  J.  Hurst,  M.  D. 


VETERANS  HIGHWAY  DIVISION 
8601  Veterans  Memorial  Hwy. 
Metairie,  La. 

VErnon  3-7341 


PEDIATRICS 

Robert  J.  Maraist,  M.  D. 

Bettina  C.  Hilman,  M.  D. 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 
Diabetics 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 
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Beckman  - Pharmacology 

The  Nature,  Action  and  Use  oj  Drugs 

New  (2nd)  Edition!  The  physician  in  practice 
who  wants  completely  up-to-date  coverage  of  drug 
therapy  will  find  this  volume  tailor-made  to  his 
needs.  It  represents  a thorough,  sweeping  revision 
of  a popular  textbook.  The  latest  advances  in  phar- 
macology — antibiotics,  chlorothiazide 
analogues,  e/c.  — have  been  skillfully  incorporated  to 
fully  update  the  successful  format  of  the  first  edi- 
tion. Drugs  are  classified  in  logical  physiologic  units 
by  their  action  on  the  body  rather  than  their  effect 
on  disease.  You’ll  find  drugs  that  stimulate  or  de- 
press Muscle— drugs  relating  to  Blood— drugs 
affecting  the  Central  Nervous  System  — drugs  affect- 
ing Vision.  This  revision  is  based  on  suggestions 
from  authorities  the  world  over.  Almost  every  page 
evidences  significant  changes  and  additions. 

By  Harry  Beckman.  M.D..  Chairman,  Departments  of  Pharmacol- 
ogy. Marquette  University  Schools  of  Nfedicine  and  Dentistry:  Con- 
sulting Physician.  Milwaukee  County  General  Hospital  and  Columbia 
Hospital;  Editor,  Year  Book  of  Drug  Therapy.  About  815  pages, 
7"xl0",  with  about  150  illustrations.  About  $16.50. 

New  (2nd)  Edition  — Just  Ready! 

Edwards -An  Atlas  of 
Acquired  Diseases  of  the 
Heart  and  Great  Vessels 

New!  Any  physician  who  is  at  any  time  concerned 
with  heart  disease  will  find  this  3-volume  atlas  in- 
valuable. It  represents  the  most  complete  and  mean- 
ingful presentation  ever  issued  of  structural  changes 
involved  in  acquired  heart  disease.  It  clearly  sets 
forth  the  manner  in  w'hich  these  morphologic  alter- 
ations influence  function.  For  each  disorder,  Dr. 
Edwards  discusses  first  the  anatomy  of  the  part  or 
region  involved.  He  then  covers  both  major  and  less 
common  lesions— aided  by  brilliantly  clear  illustra- 
tions of  gross  anatomy  and  histologic  changes.  For 
major  disease  entities  he  pictures  the  anatomical 
representation  of  functional  derangements;  carefully 
describes  differential  diagnosis,  clinical  features,  and 
complications. 

Volume  I.  Diseases  of  the  Valves  and  Pericardium 
Volume  ll.  Coronary  Artery  Disease  and  Hypertension 
Volume  III.  The  Great  Vessels 

By  Jesse  E.  Edwards,  M.D.,  Consultant,  Section  of  Pathologic 
Anatomy,  Mayo  Clinic,  and  Professor  of  Pathology,  Mayo  Founda- 
tion, Graduate  School,  University  of  Minnesota,  Rochester.  3 vol- 
umes, totaling  about  1450  pages,  8"xllV4",  with  2333  illustrations. 
About  $65.00.  New  — Ready  in  March! 


1961 

Current  Therapy 

Here  are  the  surest,  most  effective  treatments 
known  to  medical  science  today  for  every  dis- 
ease you  are  likely  to  encounter.  New  and  im- 
portant changes  in  treatment  for  hundreds  of 
disease  are  detailed  — diseases  you  may  well  be 
called  on  to  treat  within  the  year.  Each  is  writ- 
ten specifically  for  1961  Current  Therapy  by  an 
authority  who  is  using  it  today. 

This  volume  represents  an  extensive  revision. 
Over  80%  of  the  articles  are  changed  in  a sig- 
nificant manner.  New  subjects  include:  cardiac 
arrest;  the  chronic  leukemias;  pseudomembran- 
ous enterocolitis;  varicosities  in  pregnancy;  and 
poison  control  centers  in  U.S.  and  Canada. 

Among  the  248  completely  rewritten  articles  are: 
The  Common  Cold  — Diphtheria  — Mumps -Polio- 
myelitis—Rheumatic  Fever  — Congestive  Heart 
Failure  — Hypertension  — Acute  Myocardial  Infarc- 
tion-Regional Enteritis— Tumors  of  the  Stomach 
— Diabetes  Mellitus  in  Adults  — Allergy  in  Chil- 
dren — Occupational  Dermatoses  — Cerebral  V ascu- 
lar  Accidents  — Subacromial  Bursitis  — Bleeding  in 
Late  Pregnancy  and  Early  Puerperium. 

By  314  American  Authorities  Selected  by  a Special 
Board  of  Consultants.  Edited  by  Howard  F.  Conn,  M.D. 
About  842  pages,  8Vi"xll".  $12.50.  New  — Just  Ready! 


Order  from  W.  B.  SAUNDERS  COMPANY  Philadelphia  5 j 

Please  send  me  the  following  books  and  charge  my  account : I 

□ Beckman’s  Pharmacology,  about  $16.30  I 

□ Edwards’  Acquired  Diseases  of  the  Heart  and  Great  Vessels,  about  $65.00  I 

□ 1961  Current  Therapy,  $12.50  I 

I 

Name j 

Address I 


I SJG-2-61 


February,  1961 — Vol.  113,  No.  2 


7 


In  over  five  veari 


Proven 


in  more  than  750  published  clinical  studies 


Effective 


lor  relief  ol  anxiety  and  tension 


Outstandingly  Safe 

1 simple  dosage  schedule  produces  rapid,  reliable 
trauquilization  without  unpredictable  excitation 

O no  cumulative  effects,  thus  no  need  for  difficult 
^ dosage  readjustments 


8 
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docs  not  produce  ataxia,  cliange  iii  appetite  or  libido 

docs  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

docs  not  impair  mental  efficiency  or  normal  behavior 


Miltown 

mrpfobjmalc  (Wallace) 

Ihun!  rlo(/ifrr:  One  or  Irvo  100  iiij;.  taOlcIs  t.i.d. 

Suf>l>lif(l:  100  ing.  stoicd  laOlcIs,  L’OO  ni(>.  sii(;ai  (oaled  lahlcts. 

Also  as  MI  I'KO I MIS*  — 100  nig.  luiwiiilttd,  loatcil  lahicis;  and 
as  Ml  I'Rosi'AN*—  100  mg.  aiul  200  ing.  coiitimtous  release  cair.siilcs. 

\VALLAC;E  LAltOR.Vt ORILS  / Cutnlnny,  N.  J. 


For  neuralgias,  dysnieiiorrliea,  upper  respiratory 
distress,  postsurgical  conditions . . . new  compound 
kills  pain,  stops  tension,  reduces  fever— gives  more 
complete  relief  than  other  analgesics. 


Soma  Compound  is  an  entirely  new,  totally  dif- 
ferent analgesic  combination  that  contains  three 
drugs.  First,  Soma;  a new  type  of  analgesic  that 
has  proved  to  be  highly  effective  in  relieving 
both  pain  and  tension.*  Second,  phenacetin: 
a “standard”  analgesic  and  antipyretic.  Third, 


caffeine:  a safe,  mild  stimulant  for  elevation  of 
mood.  As  a result,  the  patient  gets  more  complete 
relief  than  he  does  with  other  analgesics. 

Soma  Compound  is  nonnarcotic  and  nonad- 
dicting. It  reduces  pain  perception  without  im- 
pairing the  natural  defense  reflexes.* 


NEW  NONNARCOTIC  ANALGESIC 


soimf  Compound 


Composition;  Soma  (carisoprodol),  200  mg.; 
phenacetin,  160  mg.;  caflFeine,  32  mg. 

Dosage:  I or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  apricot-colored, 
scored  tablets. 


NEW  FOR  MORE  SEVERE  PAIN 

soma^  0ompound+ codeine 

BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Compound  boosts 
the  effectiveness  of  codeine.  Therefore,  only  14  grain  of  codeine  phosphate 
is  supplied  to  relieve  the  more  severe  pain  that  usually  requires  Vz  grain. 

Composition:  Same  as  Soma  Compound  plus  V4  grain  codeine  phosphate. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  white,  lozenge-shaped  tablets;  subject  to  Federal  Narcotics  Regulations. 


vf/ WALLACE  LABORATORIES  • Cranbury,  N.  J. 


*References  available  on  request. 


FORMULA:  Each  15  cc.  (tablespoon)  contains: 


Sulfaguanidine  U.S.P. , . 2 Gm. 

Pectin  N.F 225  mg. 

Kaolin  3 Gm. 

Opium  tincture  U.S.P.  ...0.08  cc. 


(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  V4  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


TRADEMARK 


EFFECTIVE  ANTIDIARRHEAL 


N«w  York  )8,  N.  Y. 
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SUPPLIED;  Bottles  of  16  fl.  oz,  {raspberry  flavor,  pink  color) 
Exempt  Narcotic.  Available  on  Prescription  Only. 


f' 


In  infectious  disease”-”  ” ” 
in  arthritis”  ” ”-” 
in  hepatic  disease^-’-*-’-” 
In  malabsorption  syndrome'-'-'-” 
in  degenerative  disease'-'-”-”-" 
in  cardiac  disease”-”-”-”-" 
in  dermatitis”-” 
in  peptic  uicer*-”-” 
in  neuroses  & psychiatric  disorders”-” 
in  diabetes  mellitus”-”-”-” 
in  aicoholism’-”-”-”-” 
In  ulcerative  colitis 
in  osteoporosis”-”-” 
in  pancreatitis” 
In  female  climacteric'*” 


Patients  with  chronic  disease  deserve 
the  nutritional  support  provided  by 

Theragran-M 

Squibb  Vitamin-MineraTs  for  Therapy 


11  vitamins,  8 minerals 
clinically-formulated  and  potency 
protected  to  provide 

enough  nutritional  support 
to  do  some  good 

with  vitamins  only 

Thcra^ran 

also  available: 

Theragran  Liquid 
Theragran  Junior 


Theragran  products  do  not  contain  folic  acid. 
1*41  a list  of  the  above  references  will  be  supplied  on  request. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 


NEW 


in  sinusitis,  coids 
and  upper  respiratory 
disorders 


DIMETAPP  Extentab^ 


iet  your  patients 
breathe  easier! 


In  sinusitis,  colds  and  other  upper  respiratory  and 
allergic  disorders,  new  DIMETAPP  Extentabs  offer 
more  useful  decongestant  therapy.  Stuffiness,  drip 
and  other  annoying  symptoms  of  congestion  are  ef- 
fectively relieved  with  minimum  side  effects. 

UNSURPASSED  RELIEF  OF  NASAL  CONGESTION  DIMETAPP  Ex- 
tentabs contain  an  unexcelled  antihistamine,  Dime- 
tane,  which  has  produced  good  to  excellent  results  in 
thousands  of  cases  of  allergic  respiratory  disorders.* 
In  DIMETAPP  Extentabs,  the  action  of  Dimetane  with 
two  outstanding  decongestants  — phenylephrine  and 
phenylpropanolamine  — promptly  dries  secretions  and 
reduces  edema  and  congestion  in  the  nose,  the 
sinuses,  and  the  upper  respiratory  tract. 

CLEAR  BREATHING  FOR  12  HOURS  ON  1 TABLET  Long-acting 
DIMETAPP  Extentabs  offer  up  to  12-hour  relief  on  just 
one  tablet.  Easier  to  use  than  nose  drops  or  sprays. 


DIMETAPP  reaches  into  areas  topical  decongestants 
can’t  touch  — without  rebound  congestion. 

EXCEPTIONAL  FREEDOM  FROM  SIDE  EFFECTS  With  DIMETAPP 
Extentabs,  there’s  little  problem  of  either  drowsiness 
or  overstimulation.  The  antihistamine  component, 
Dimetane,  offers  a high  percentage  of  effective  relief 
with  only  drowsiness  as  a possible  infrequent  side 
effect.*  Small,  fully  efficient  dosages  of  deconges- 
tants minimize  the  danger  of  overstimulation. 

DIMETAPP  Extentabs  contain  Dimetane®  (parabromdylamine  [brompheni- 
ramine] maleate)  12  mg.,  phenylephrine  HCI  15  mg.,  and  phenylpropanola- 
mine HCI  15  mg.  Dependable  Extentabs  construction  assures  relief  of 
symptoms  for  up  to  12  hours  with  1 tablet. 

Dosage:  Adults  — 1 Extentab  q.  8-12  hours.  Children  over  6 — 1 Extentab  q. 
12  hours.  Administer  with  caution  to  patients  with  cardiac  or  peripheral  vas- 
cular diseases  and  hypertension,  and  to  those  sensitive  to  antihistamines. 
See  package  insert  for  further  details.  Supplied:  bottles  of  100  and  500. 
'Full  bibliography  on  Dimetane  available  on  request. 

A.  H.  ROBINS  CO.,  INC.  Richmond  20,  Virginia 
Ethical  Pharmaceuticals  of  Merit  Since  1878 


EFFECTIVE  ANTIHISTAMINE-DECONGESTANT  ACTION 


COVANAMINE 
OPENS.. 

ALL  SINUS,  NASAL,  UPPER  RESPIRATORY 

PASSAGES 


COVANAMINE’S  combination  of  two  antihistamines  and  two 
decongestants  — shrinks  swollen  turbinates  — opens  blocked 
ostia  — promotes  drainage  — reestablishes  patency  — in  the 
treatment  of  common  colds,  rhinitis,  sinusitis,  nasal  allergies 
and  post  nasal  drip. 

Constant  therapeutic  levels  are  maintained  by  COVANAMINE’S 
Sustained  Action  Tablets  which  meter  out  the  active  ingredi- 
ents . . . with  minimal  side  effects,  less  drowsiness. 


COVANAMINE 


(TM) 


Sustained  Action  Tablets 


Also  available  as  Black  Cherry  Flavored  COVANAMINE 
LIQUID;  COVANAMINE  EXPECTORANT  provides  the  liquid 
formula  plus  glyceryl  guaiacolate. 


Each  Sustained  Action  (continuous  release)  COVANAMINE  tablet  contains: 
phenylephrine  HCI  15  mg.,  phenylpropanolamine  HCI  25  mg..  Chlorpheniramine 
maleate  4 mg.,  and  pyrilamine  maleate  25  mg. 

COVANAMINE  LIQUID  provides  14  the  tablet  formula  in  each  5 ml.  teaspoon. 
COVANAMINE  EXPECTORANT  provides  the  liquid  formula  plus  glyceryl  guaiaco- 
late 100  mg.  per  teaspoon. 

Dosage:  Tablets:  Adults— 1 tablet  (swallowed  without  chewing)  morning,  mid-after- 
noon and  at  bedtime;  Children.  6 to  12  years— V4  tablet.  Liquid  and  Expectorant: 
Adults— 2 teaspoonfuls  every  four  hours.  Children  6 to  12  years— 1 teaspoonful 
every  four  hours:  1 to  6 years— W teaspoonful  every  four  hours;  under  1 year— 
V4  teaspoonful  every  four  hours. 


VANPELT  AND  BROWN,  INC.  Richmond,  Virginia 
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How 

do 

Filmtab^ 

coated 

vitamins 

stack 

up? 


Up  until  the  moment  we  put  the  coatin.^s  on  the  Optilets®  be- 
low, the  tablets  were  all  the  same.  Now,  consider  the  differences. 

The  column  on  the  left  contains  125  Optilets  with  a con- 
ventional sugar  coating. 

The  column  on  the  right — 125  Optilets  with  a Filmtab 
coating. 

How  do  they  stack  up? 

Well  it’s  easy  to  see  that  the  column  on  the  right  is  much 
shorter.  That’s  because  the  Filmtab  coating  cuts  tafdet  bulk 
up  to  30%.  The  result  is  a small,  streamlined  vitamin  that’s 
easy  to  swallow — the  most  compact  tablet  of  its  kind. 

And  when  it  comes  to  protecting  potency  (the  main  function 
of  a coating),  the  Filmtab  is  in  a class  by  itself.  Sugar  coatings, 
by  their  v'ery  nature,  are  aqueous  solutions.  Yet  every  measure 
must  be  taken  to  keep  moisture  out  of  the  vital  tablet  core, 
necessitating  “seal”  coats  which  also  increase  bulk.  The  Filmtab 
operation,  on  the  other  hand,  is  essentially  an  anhydrous 
procedure.  Seal  coats  are  neither  used  nor  needed.  The  chances 
of  moisture  being  trapped  inside  the  tablet  are  infinitesimal. 

No  chipping  or  breaking,  no  vitamin  tastes 
or  odors,  no  wasted  vitamins — thanks  to  the 
Filmtab  coating. 

Only  the  Abbott  Filmtab  offers  so  much  in  I abbott  I 
so 


Filmtab— Film-sealed  Tablets,  Abbott. 

@ I960.  ABBOTT  LABORATORIES  101031A 


I 
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Abbott 
Vitamins 
Stay 
On  the 
Table 


MAINTENANCE  FORMULAS 


DAYTEENS^"  To  help  insure  optiomal  nutrition 
in  growing  teenagers 
Each  FUmtab^  represents; 


Vitamin  A (5000  units)  1.5  mg. 

Vitamin  D (1000  units)  25  meg. 

Thiamine  Mononitrate  (Bi) 2 mg. 

Riboflavin  (B2) 2 mg. 

Nicotinamide 20  mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 5 mg. 

Ascorbic  Acid  (C) 50  mg. 

Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 0.15  mg. 

Iodine  (as  calcium  iodate) 0.1  mg. 

Manganese  (as  sulfate) 0.05  mg. 

Magnesium  (as  oxide) 0.15  mg. 

Calcium  (as  phosphate) 250  mg. 

Phosphorus  (as  calcium  phosphate) 193  mg. 

In  table  bottles  of  100,  bottles  of  250  & 1000 


DAYALETS®  Extra-potent  maintenance  formu- 
las, Ideal  for  the  nutritionally  "run-down" 

Each  Fllmtab'^  represents; 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate 

Riboflavin 

Nicotinamide 

Pyridoxine  Hydrochloride 
Cobalamin  (Vitamin  B12). 

Calcium  Pantothenate 

Ascorbic  Acid 


3 mg.  (10,000  units) 
25  meg.  (1000  units) 

5 mg. 

5 mg. 

25  mg. 

2 mg. 

2 meg. 

5 mg. 

100  mg. 


In  table  bottles  of  100,  bottles  of  SO,  250  i.  1000 


DAYALETS-M®  Each  Filmtab  represents  all  the 
vitamins  of  Oayalets  plus  the  following: 


Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 1 mg. 

Iodine  (as  calcium  iodate) 0.15  mg. 

Cobalt  (as  sulfate) 0.1  mg. 

Manganese  (as  sulfate) 1 mg. 

Magnesium  (as  oxide) 5 mg. 

Zinc  (as  sulfate) 1.5  mg. 

Molybdenum  (as  sodium  molybdate). ...  0.2  mg. 


In  table  bottles  of  100  d.  250,  bottles  of  1000 


...in  attractive  daily-reminder  table-bottles* 


THERAPEUTIC  FORMULAS 


OPTILETS®  Therapeutic  formulas  for  more 
severe  deficiencies— illness.  Infection,  etc. 


Each  Filmtab®  represents; 


Vitamin  A 

Vitamin  D 

Thiamine  Hydrochloride., 
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Oversijijlils  in  Eleclrolyle  Therapy* 

• The  author  outlines  the  causes  for  subnormal  concentrations  of 
sodium,  potassium,  and  magnesium,  and  gives  suggestions  for  therapy. 


widespread  use  of  the  flame  pho- 
tometer  has  brought  more  awareness 
of  the  problems  of  fluid  and  electrolyte 
therapy,  but  as  with  any  clinical  tool,  it 
has  also  brought  new  difficulties  into  the 
management  of  patients.  The  results  of 
the  chemical  determinations  often  do  not 
seem  to  correlate  with  the  clinical  picture, 
and  many  times  ill-advised  therapy  has 
been  prescribed  on  the  basis  of  serum  con- 
centration alone. 

Low  serum  concentrations  do  not  al- 
ways signify  ion  deficits,  and  in  this  paper 
the  main  causes  for  subnormal  concen- 
trations will  be  outlined,  with  a few  sug- 
gestions for  therapy.  This  discussion  will 
be  limited  to  the  three  major  cations  of 
the  body;  sodium,  potassium,  and  mag- 
nesium. In  spite  of  the  title  of  this  paper, 
no  statements  made  here  can  be  called 
facts,  but  are  only  theories,  as  knowledge 

* Presented  at  the  Annual  Meeting  of  the 
Surgical  Association  of  Louisiana,  Sheraton- 
Charles  Hotel,  New  Orleans,  Louisiana,  Novem- 
ber 20,  1960. 

t From  the  Louisiana  State  University  School 
of  Medicine,  Department  of  Surgery,  New  Or- 
leans, Louisiana. 


M.  BERT  MYERS,  M.  D.f 
New  Orleans 

of  the  basic  physiology  of  electrolytes  is 
only  in  its  infancy. 

To  begin  with,  a few  elemental  premises 
need  to  be  reviewed.  First,  disorders  of 
electrolytes  are  rarely  diseases  in  them- 
selves, but  are  only  manifestations  there- 
of, and  consequently,  the  main  therapy 
must  be  directed  at  the  primary  pathol- 
ogy. This  may  seem  obvious;  however,  it 
is  often  misleading.  Patients  in  diabetic 
acidosis  may  temporarily  respond  very 
satisfactorily  to  intravenous  saline,  but 
they  need  insulin  to  get  well ; the  patient 
with  small  bowel  obstruction  primarily 
needs  a surgeon  and  not  a fluid  therapist. 
Furthermore,  disorders  of  electrolytes 
often  cannot  be  fully  corrected  until  the 
primary  disease  is  eradicated.  It  is  often 
fruitless  to  try  to  restore  a patient  into 
perfect  balance  before  corrective  surgery 
is  performed ; it  is  only  necessary  that  a 
start  be  made  in  the  right  direction,  and 
in  acute  situations,  this  can  usually  be 
done  in  a matter  of  hours,  rather  than 
days. 

Very  little  will  be  mentioned  about  clin- 
ical patterns,  but  it  is  wise  to  remember 
that  symptoms  and  signs  vary  more  with 
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the  rapidity  of  change  than  with  the  ab- 
solute amount,  and  over  a long  period  of 
time,  large  deficits  are  often  well  toler- 
ated. Another  salient  point  is  that  the 
normal  route  of  electrolyte  absorption  is 
from  the  gastrointestinal  tract.  Conse- 
quently, as  soon  as  possible,  this  route 
should  be  restored  to  full  function  and  all 
parenteral  fluids  discontinued. 


Sodium 

The  first  ion  that  we  will  discuss  is 
sodium.  As  can  be  seen  in  Figure  1,  it 
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Figure  1. — Normal  electrolyte  concentration 
in  plasma  and  cells  (adapted  from  Bland). ^ 


makes  up  almost  all  of  the  cation  in  the 
plasma  and  extracellular  fluid.  The  tonic- 
ity or  osmotic  strength  of  the  extracellu- 
lar fluid  is  almost  entirely  dependent  upon 
it.  In  other  words,  when  the  sodium  is 
low  the  serum  is  hypotonic.  Since  all  body 
fluids  are  in  osmotic  equilibrium,  the  ex- 
tracellular and  the  intracellular  fluids  are 
also  hypotonic. 

There  is  one  exception  to  this.  If  the 
nonelectrolytes  are  elevated,  they  can  con- 
tribute to  the  osmotic  strength  of  the  plas- 
ma and  in  that  ca.se  a low  serum  .sodium 
does  not  represent  a .sodium  deficit.  These 
nonelectrolytes  include  glucose,  lactate, 
pyruvate,  bilirubin  and  fat,  although  or- 
dinarily only  a high  .serum  fat  will  depre.ss 


the  serum  sodium.  Urea  cannot  be  in- 
cluded as  it  is  so  freely  diffusible  that  it 
does  not  affect  osmotic  relationships. 
Thus  if  the  serum  is  lipemic,  the  sodium 
concentration  may  be  low.^  So  we  see  the 
first  condition  in  which  a low  serum 
sodium  is  not  in  itself  pathologic  and 
should  not  be  treated. 

But  there  are  situations  in  which  sodi- 
um therapy  is  needed.  All  body  fluids 
contain  sodium.  When  these  fluids  are  a 
abnormally  lost,  sodium  is  lost,  too.  In 
general,  these  fluids  are  all  secretions  of 
the  gastrointestinal  tract  and  are  all  al- 
most isotonic  with  plasma.-  These  intes- 
tinal juices  can  be  lost  from  vomiting, 
diarrhea,  fistulas,  or  occultly  into  the  ob- 
structed bowel.  Since  these  solutions  are 
isotonic,  their  loss  is  not  initially  reflected 
in  any  change  of  concentration  of  the  se- 
rum sodium.  This  is  analogous  to  an  acute 
hemorrhage  in  which  the  hematocrit  re- 
mains the  same  until  dilution  can  occur. 
Thus,  a patient  can  have  a large  and  even 
life-threatening  loss  of  fluid  and  still  have 
normal  serum  electrolytes.  In  this  early 
stage,  therapy  should  be  with  isotonic  so- 
lutions such  as  saline  or  Ringer’s,  or  one 
of  the  newer  solutions  that  attempt  to 
correspond  to  the  fluid  lost. 

In  time,  however,  the  body  seeks  to 
maintain  the  extracellular  volume  at  the 
expense  of  concentration.  This  volume  is 
necessary  for  proper  cardiac  action  and 
blood  flow.  To  do  this,  the  kidneys  con- 
serve all  available  water  and  the  electro- 
lytes become  diluted.  Where  does  this 
water  come  from?  The  most  common 
source  is  from  administered  water,  either 
drunk  by  the  patient  or  given  parenterally 
as  5 per  cent  glucose  in  distilled  water. 
Resides,  there  is  another  source  of  water, 
that  is,  from  the  catabolic  oxidation  of 
the  body’s  own  tissues.  As  this  occurs,  it 
produces  electrolyte  free  water  which  di- 
lutes the  serum,  rendering  it  hypotonic. 
The  effect  does  not  end  here.  Since  water 
is  freely  permeable  to  cell  membranes  and 
the  cells  are  then  relatively  hypertonic, 
water  goes  into  the  cells,  causing  them  to 
swell,  and  thus  the  whole  body  becomes 
hypotonic.  (Figure  2.)  As  will  be  dis- 
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Figure  2. — Diagrammatic  representation  of 
total  body  water  showing  intra-  and  extracellular 
components.  The  lower  figure  shows  cellular 
swelling  and  contracted  extracellular  volume  oc- 
curring as  a result  of  sodium  loss  and  water  re- 
placement. 

cussed  later,  potassium  is  also  lost  and 
this  contributes  to  the  hypotonicity.^ 

Therapy  in  this  situation  thus  depends 
on  two  factors ; the  degree  of  hypotonicity, 
that  is,  the  serum  sodium ; and  the  volume 
of  the  extracellular  space,  which  may  be 
normal,  increased  or  markedly  decreased, 
depending  on  the  amount  of  water  re- 
tained. The  important  thing  is  the  amount 
of  sodium  which  has  actually  been  lost, 
the  true  sodium  deficit,  but  present  clini- 
cal methods  cannot  give  us  that  figure. 

Many  authors  advocate  giving  enough 
sodium  to  restore  normal  tonicity  to  the 
total  body  water,  which  is  about  60  per 
cent  of  body  weight.  Their  reasoning  is 
as  follows:  When  hypertonic  sodium  is 


given  it  raises  the  tonicity  of  the  serum 
and  the  extracellular  water.  This  draws 
water  out  of  the  cells  and  this  water  then 
serves  to  lower  the  concentration  of  sodi- 
um in  the  extracellular  space.  (Figure  3.) 


Saline 

Figure  3. — As  hypertonic  saline  is  given  intra- 
venously, water  is  drawn  from  the  cells  to  restore 
the  extracellular  volume  toward  normal. 

By  this  reasoning  a 60  kg.  man  with  a 
serum  sodium  of  120  (instead  of  a normal 
of  140)  would  have  a deficit  of  20  mEq. 
per  liter  times  36  liters  of  body  water,  or 
720  mEq.  sodium.  This  is  the  amount  of 
sodium  in  1400  cc.  of  3 per  cent  saline. 
But  such  large  amounts  are  rarely  needed. 
This  reasoning  would  be  correct  if  the 
total  body  water  were  constant,  but  it  is 
not.  As  water  is  drawn  out  of  the  cells  it 
expands  the  extracellular  volume.  As  soon 
as  this  volume  approaches  normal,  further 
water  drawn  from  the  cells  is  excreted  in 
the  urine.^^  Thus  if  the  extracellular  vol- 
ume were  normal  to  begin  with,  only  about 
one-third  as  much  sodium  would  be  needed, 
and  as  stated  before,  there  is  as  yet  no 
practical  method  of  measuring  the  extra- 
cellular volume.  In  therapy  then,  the  an- 
swer is  moderation.  Continuing  losses 
should  be  replaced  with  isotonic  solu- 
tions, but  for  the  hypotonicity  hypertonic 
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saline  should  be  given,  but  in  relatively 
small  amounts.  Saline,  3 per  cent,  300  to 
500  cc.  should  be  administered,  and  the 
body  given  twelve  to  twenty-four  hours 
to  equilibrate.  Repeat  serum  studies  are 
then  made  and  further  saline  given  as 
needed,  as  soon  as  possible,  preferably  by 
the  oral  route. 

Of  particular  hazard  in  sodium  depleted 
patients  is  the  use  of  clyses  of  5 per  cent 
glucose  in  distilled  water.  Before  this 
fluid  can  be  absorbed,  it  must  be  rendered 
of  equal  electrolyte  concentration  as  the 
plasma.  For  this,  the  body  must  deplete 
its  own  plasma  of  electrolytes,  and  in  so 
doing  can  suddenly  and  seriously  lower 
the  sodium  concentration.  The  hazard  is 
obvious.  Thus  clyses  should  be  of  normal 
saline,  or  at  the  very  least,  half  normal 
saline  with  2.5  per  cent  glucose. 

We  have  seen  that  sodium  is  needed 
when  abnormal  amounts  have  been  lost 
from  the  gastrointestinal  tract,  but  there 
are  other  abnormal  losses  beside  obvious 
losses  in  sweat  or  by  paracentesis.  These 
are  in  two  general  categories.  The  first  is 
by  internal  sequestration  of  fluid.  This 
occurs  locally  in  areas  of  trauma  or  in- 
flammation, as  in  burns,  or  into  the  ab- 
domen in  peritonitis  and  pancreatitis.  It 
also  occurs  in  any  area  with  acute  venous 
obstruction.  The  second  source  of  sodium 
loss  is  through  the  urine.  Normal  kidneys 
preserve  sodium  very  well  and  can  lower 
its  excretion  to  virtually  zero,  but  in  cer- 
tain disease  states  this  ability  is  lost.  In 
osmotic  diureses,  such  as  diabetes  melli- 
tus,  large  amounts  of  sodium  are  carried 
out  before  reabsorption  can  occur.  In 
metabolic  acidosis,  sodium  is  used  as  a 
base  to  be  excreted  with  the  acid.  In 
adrenal  insufficiency,  the  kidneys  lose  the 
aldosterone  effect  of  sodium  reabsorption. 
Finally,  in  the  even  rarer  disease  of  salt 
losing  nephritis,  the  kidney  has  lost  the 
ability  to  selectively  save  sodium.  These 
latter  causes  must  be  ruled  out. 

If  the  serum  sodium  is  low  from  extra- 
renal  loss,  the  loss  must  be  great  and  the 
source  of  loss  should  be  apparent  from  the 
history  and  physical  examination.  Lack- 
ing that,  the  urine  should  be  analyzed  for 


sodium.  If  this  is  high,  when  the  intake 
of  sodium  is  low,  it  can  be  presumed  that 
the  kidneys  are  not  reabsorbing  sodium. 
Small  doses  of  DOC  A (desoxy-corticoster- 
one  acetate)  can  be  given  for  one  day.®  If 
this  fails  to  inhibit  the  excretion  of  sodi- 
um, a salt  losing  kidney  can  be  diagnosed 
and  then  adequate  sodium  must  be  admin- 
istered to  keep  up  with  the  urinary  out- 
put. Fortunately,  this  is  a very  rare 
cause  of  sodium  depletion. 

Finally,  there  are  two  more  causes  of  a 
low  serum  sodium,  but  without  a sodium 
deficit.  The  first  of  these  is  dilution.^'  ® 
This  occurs  when  a large  water  load  is 
forced  on  a patient  whose  kidneys  have 
impaired  water  excretion.  Such  a condi- 
tion exists  in  shock  and  in  organic  renal 
disease.  It  occurs  routinely  after  any 
severe  trauma  when  the  anti-diuretic  hor- 
mone of  the  posterior  pituitary  is  secreted. 
This  hormone  markedly  decreases  urine 
water  excretion.  Surgery  and  narcotics 
enhance  its  secretion.  Such  a patient  with 
normal  total  body  sodium  suffers  a drop 
in  his  serum  sodium,  and  thus  becomes 
hypotonic  with  cellular  swelling  and  all 
of  its  hazards.  Some  hypotonicity  is  nor- 
mal postoperatively,  but  large  infusions  of 
5 per  cent  glucose  in  distilled  water,  fre- 
quent enemas  or  large  oral  intakes  can 
intensify  this  condition.  It  can  be  recog- 
nized by  a lethargy  progressing  to  semi- 
coma. Treatment  is  simple  water  restric- 
tion. If  water  loading  is  acute,  convul- 
sions can  occur  from  cerebral  edema. 
Then,  hypertonic  saline  is  needed;  300  cc. 
of  3 per  cent  will  usually  suffice,  but  re- 
member, the  body  does  not  need  sodium, 
it  simply  has  too  much  water. 

The  last  cause  of  a low  serum  sodium 
and  the  one  least  often  recognized  can  be 
called  asymptomatic  hyponatremia.  It  oc- 
curs in  any  chronic  illness  and  in  con- 
valescence from  any  severe  trauma.  The 
low  serum  sodium  (generally  125  to  130 
mEq.  liter)  reflects  hypotonicity  of  the 
entire  body,  but  there  is  no  sodium  defi- 
cit. Administered  sodium  is  excreted 
(juantitatively  in  the  urine,  and  except 
very  temporarily,  the  serum  level  cannot 
be  raised  by  infusions  of  sodium  chloride, 
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no  matter  of  what  concentration  or 
amount.  The  cause  is  apparently  an  en- 
ergy deficit  and  the  only  cure  is  improve- 
ment in  the  primary  condition.  To  give 
these  patients  large  amounts  of  sodium  is 
especially  hazardous,  as  it  may  lead  to 
congestive  heart  failure  and  pulmonary 
edema. 

In  summary,  we  see  that  there  are  a 
number  of  causes  for  a low  serum  sodium, 
many  of  which  do  not  require  sodium  for 
therapy.  (Table  1)  Usually,  if  there  has 

TABLE  1 

CAUSES  OF  LOW  SERUM  SODIUM 

1.  Increase  in  non-electrolytes 

2.  Sequestration  of  sodium  containing  fluid 

within  body 

3.  Loss  of  sodium  from  body 

a.  Gastro-intestinal  tract 

b.  Urine 

c.  Sweat,  spinal  fluid,  paracentesis,  etc. 

4.  Dilution 

5.  Asymptomatic  Hyponatremia 

been  sodium  loss,  the  source  of  loss  is  ob- 
vious and  the  treatment  will  be  as  out- 
lined. However,  there  will  be  cases  in 
which  the  need  for  sodium  is  in  doubt.  In 
this  group  it  is  safe  to  infuse  300  cc.  of 
3 per  cent  saline  and  observe  the  results. 
If  no  improvement  occurs,  be  cognizant 
that  it  may  either  be  dilution,  or  more 
likely,  an  asymptomatic  hyponatremia. 

Potassium 

The  second  ion  to  be  discussed  is  po- 
tassium, which  is  chiefly  an  intracellular 
one.  Potassium  is  present  in  all  body 
fluids  and  is  excreted  in  large  amounts 
in  the  urine,  usually  30  to  60  milliquiva- 
lents  a day,  a loss  which  usually  continues 
in  spite  of  a body  deficit.  In  any  disease 
state  in  which  there  is  either  an  abnormal 
loss  of  body  fluids  or  an  absence  of  po- 
tassium intake,  a deficiency  state  can 
occur.  As  potassium  is  lost  from  the  cells, 
it  is  replaced  by  sodium  and  hydrogen 
ions  in  the  ratio  of  two  sodium  to  one 
hydrogen.®  (Figure  4.) 

Since  these  hydrogen  ions  are  supplied 
by  the  extracellular  fluid,  it  is  obvious 
that  the  extracellular  fluid  becomes  more 
alkaline.  This  is  independent  of  any  renal 
mechanism  and  is  revei’sible  by  the  admin- 
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Figure  4. — Cellular  potassium  loss  is  replaced 
by  sodium  and  hydrogen  ions  from  the  extra- 
cellular fluid. 


istration  of  potassium.  A similar  transfer 
mechanism  occurs  in  the  kidneys,  and  in 
the  presence  of  an  alkalosis,  the  kidney 
tries  to  save  hydrogen  ions,  and  in  its 
place,  excretes  sodium  and  potassium. 
Thus,  potassium  deficiency  leads  to  alka- 
losis and  alkalosis  -leads  to  potassium  de- 
ficiency. Neither  can  be  corrected  with- 
out the  administration  of  potassium. 

Potassium  deficiency  is  particularly  evi- 
dent in  patients  with  high  intestinal  ob- 
struction such  as  an  obstructed  duodenal 
ulcer.  In  vomiting  acid  gastric  juice, 
hydrogen  ions,  potassium,  chloride  and 
sodium  are  lost.  When  these  patients  are 
first  seen,  their  serum  electrolytes  usually 
show  a low  sodium,  a low  chloride,  a high 
COo,  and  a low  or  normal  potassium.  Ad- 
ministration of  saline  may  improve  the 
patient  considerably,  but  the  alkalosis  will 
persist  until  potassium  is  given. 

How  much  potassium  to  give?  Again  it 
is  impossible  to  know  the  true  deficit,  but 
there  are  guide  posts.  The  maximum 
amount  ever  lost  in  any  condition  is  about 
17  mEq.  per  kilogram,  or  about  1,Q00  mEIq. 
in  a 60.  kilogram  man.  Usually  the  need  is 
one-third  to  one-half  this  amount.  This 
of  course  should  not  be  administered  in 
any  one  day.  The  maximum  safe  dosage- 
is  3 mEq;  per  kilogram  per  day,  with  no 
more  than  60  mEq.  in  any  one  liter  of 
fluid.  The  danger  of  giving  more  than 
this  of  course,  is  of  raising  the  serum 
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level  too  high,  with  toxic  effects  on  the 
heart.  For  this  reason,  potassium  should 
never  be  given  until  adequate  urine  out- 
put has  been  established.  Once  positive 
balance  is  restored,  many  days  may  be 
required  for  complete  replacement.  Where 
a deficiency  is  compounded  by  a continu- 
ing loss,  either  through  the  kidneys  or 
from  the  intestinal  tract,  it  is  important 
that  adequate  potassium  be  given  each  day 
to  cover  the  loss  as  well  as  to  make  up 
the  original  deficit.  Ordinarily  40  mEq. 
of  potassium  chloride  a day  will  cover 
urinary  excretion ; 10-15  mEq.  should  be 
added  for  each  liter  of  gastrointestinal 
fluid  lost  from  the  body. 

Magnesium 

The  last  ion  to  be  discussed  is  mag- 
nesium. Only  recently  has  a deficiency 
been  recognized  in  man.'”-'^  Magnesium 
is  found  chiefly  intracellularly,  half  of  it 
being  present  in  bone.  The  normal  daily 
intake  is  200  to  300  mgms.  Its  absorption 
from  the  gastrointestinal  tract  is  under 
no  known  control.  Urinary  excretion  is 
temporarily  enhanced  by  aldosterone  and 
parathyroid  hormone,  but  this  effect  does 
not  continue. 

Magnesium  has  both  a local  and  a cen- 
tral effect  on  the  central  nervous  system. 
Locally,  a decreased  magnesium  level 
causes  an  increase  in  nerve  conduction 
and  an  increase  in  transmission  of  im- 
pulses at  the  motor  end  plates.  Centrally, 
a magnesium  deficiency  produces  excit- 
ability and  irritability.  The  normal  serum 
magnesium  is  1.8  to  2.1  mEq.  per  liter. 
Low  levels  are  seen  in  chronic  nephritis, 
congestive  heart  failure  which  has  been 
treated  by  ammonium  chloride  and  mer- 
curial diuretics,  and  in  acute  pancreatitis, 
where  like  calcium,  magnesium  is  depos- 
ited with  fatty  acids  as  soaps.  In  none  of 
these  conditions,  however,  has  magnesium 
deficiency  been  shown  to  play  a part  in 
the  pathologic  process.  Low  serum  mag- 
nesium levels  are  often  seen  in  chronic 
alcoholics,  but  there  is  probably  no  re- 
lationship between  this  and  the  develop- 
ment of  delerium  tremens. 

There  is,  however,  a syndrome  of  mag- 


nesium deficiency.  It  occurs  where  there 
is  a prolonged  ab.sence  of  oral  intake 
coupled  with  an  abnormal  loss,  either 
through  the  gastrointestinal  tract  or  the 
urine.  The  signs  and  symptoms  are  those 
of  irritability  progressing  to  tetany  and 
are  indistinguishable  from  those  of  cal- 
cium deficiency,  except  that  there  will  be 
a normal  serum  calcium  and  a low  serum 
magnesium.  However,  the  determination 
of  serum  magnesium  is  still  difficult,  and 
only  a few  laboratories  render  this  service. 
If  the  syndrome  is  suspected,  magnesium 
therapy  should  be  begun.  One  word  of 
caution : both  a low  serum  potassium  and 
a low  serum  calcium  antagonize  the  ef- 
fects of  a low  magnesium.  This  is  of  clin- 
ical importance.  First,  in  a combined  po- 
tassium and  magnesium  deficiency,  the 
magnesium  deficiency  may  not  manifest 
itself  until  the  potassium  level  is  restored. 
Second,  if  calcium  is  given  intravenously 
to  patients  in  magnesium  tetany,  it  will 
only  aggravate  the  condition.  Magnesium 
therapy  should  be  given  as  a fifty  per 
cent  solution  MgS04  intramuscularly.  Four 
CCS.  can  be  given  every  six  hours  for 
one  or  two  days.  It  can  be  given  intra- 
venously, but  high  serum  levels  of  mag- 
nesium are  sedative  and  can  produce 
coma.  Since  this  is  an  intracellular  ion, 
improvement  is  slow,  generally  requiring 
twelve  to  twenty-four  hours  before  any 
change  is  seen  in  the  clinical  state. 

Summary 

We  have  briefly  covered  some  abnor- 
malities of  the  three  major  cations  of  the 
body.  Serum  concentrations  of  these  ions 
are  often  useful  in  gauging  their  clinical 
need,  but  several  examples  have  been  given 
in  which  a low  serum  content  is  a result 
of  causes  other  than  a body  deficiency 
of  the  ion.  Proper  therapy  thus  demands 
a complete  evaluation  of  the  patient.  In 
doubtful  cases,  conservatism  should  be 
the  rule. 

Finally,  a word  of  solace  to  all  prac- 
titioners of  the  electrolyte  art.  There  will 
be  some  cases  which  absolutely  defy  all 
rational  explanation,  but  there  is  one  hope ; 
if  the  basic  disease  can  be  eradicated  and 


.50 


The  Journal  of  the  Louisiana  State  Medical  Society 


ELECTROLYTE  THERAPY— MYERS 


oral  alimentation  restored,  there  will 
shortly  be  no  electrolyte  problem. 
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To  Our  Readers — A New  Proposition 

The  Managers  of  this  Journal  announce  a new  departure  at  the  end  of  the 
present  number  which  closes  the  volume.  We  have  long  recognized  the  desirability 
of  conducting  it  on  strict  business  principles,  but  have  so  far  felt  unable  to  break 
off  from  the  traditions  and  habits  of  the  past.  The  subscription  price  of  the  Journal, 
once  more  and  never  less  than  five  dollars  a year,  was  expected  to  cover  the  risks  of 
an  indefinite  credit.  Changes  from  a bi-monthly  to  a monthly  and  from  80  pages  in 
number  to  100,  do  not  seem  to  answer  the  wants  of  physicians  in  the  Southwest. 
Evidently  they  require  a cheaper  journal,  like  their  brethren  in  other  parts  of  the 
country,  and  we  shall  attempt  to  answer  the  demand.  We  therefore  propose  to  reduce 
the  subscription  price  to  three  dollars  a year,  from  July  1,  1881;  but  as  this  moderate 
rate  allows  no  margin  for  risks,  we  are  under  the  necessity  of  insisting  strictly  on 
payment  in  advance. 

New  Orleans  M.  & S.  J.  8:1183,  (June)  1881. 
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Postpartal  Pneumoperitoneum 


• The  author  gives  an  account  of  a case  in  his  ov/n  experience 
caused  by  the  knee-chest  position  exercise  and  cites  others  from  the 
literature. 


'^HE  title  of  this  paper  is  so  given  to 

focus  attention  on  pneumoperitoneum 
occurring  in  the  postpartum  period  unre- 
lated to  a primary  diseased  state. 

Pneumoperitoneum  is  always  the  result 
of  an  induced  procedure  or  a complication 
of  a previously  existing  disease.  Spensley, 
Nelson,  and  Childs  made  a fairly  com- 
prehensive review  of  the  existing  litera- 
ture and  listed  the  following  causes  for 
pneumoperitoneum : 

1.  Perforated  benign  ulcerations  of  the 
stomach  and  duodenum. 

2.  Perforated  malignancies  anywhere 
in  the  gastrointestinal  tract. 

3.  Perforated  ulcerations  of  the  bowel 
due  to  (a)  Typhoid  (b)  Tuberculosis 
(c)  Regional  enteritis  (d)  Ulcerative  co- 
litis and  (e)  Foreign  body. 

4.  Ruptured  appendix. 

5.  Ruptured  Meckel’s  diverticulum. 

6.  Ruptured  diverticulum  of  the  colon. 

7.  Following  laparotomy. 

8.  Following  gastroscopy. 

9.  Following  the  Rubin  test. 

10.  Following  the  knee-chest  position 
exercises  in  the  postpartum  female. 

11.  Following  use  of  a douche. 

12.  Trauma  to  the  rectum  or  sigmoid 
with  an  enema  tube  or  other  instrument. 

13.  Blunt  trauma  to  the  abdomen. 

14.  Pneumatosis  cystoides  intestinalis. 

15.  Pef oration  of  the  bowel  due  to  an 
obstruction. 

16.  Idiopathic  perforation  of  the  bowel. 

17.  Idiopathic  perforation  of  the  stom- 
ach. 

18.  Following  therapeutic  pneumotho- 
rax. 

19.  Intraperitoneal  abscess  with  gas 
forming  organisms. 

They  also  mention  that  pneumoperito- 
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neum  has  been  associated  with  tonsillec- 
tomy, pharyngeal  diverticulectomy,  pul- 
monary bullae  and  pneumonia  with  the 
causal  relationship  underlying  not  being 
clear.  It  is  interesting  to  note  that  in 
their  list  they  include  (Number  10)  pneu- 
moperitoneum occurring  in  the  postpar- 
tum female. 

Case  Report 

The  case  as  reported  here  and  those 
in  the  prior  literature  appear  to  have 
occurred  by  an  unusual  mechanism,  that 
is,  by  an  unexpected  passage  of  air  into 
the  abdominal  cavity  by  way  of  the  female 
genital  tract. 

The  patient,  a 33  year  old  housewife,  was  seen 
at  home  about  11:30  a.m.  on  December  15,  1959. 
About  10:00  a.m.  she  developed  a severe  epi- 
gastric pain  which  became  generalized  across  the 
upper  abdomen.  The  pain  radiated  into  the  right 
chest,  shoulder,  right  side  of  her  neck  and  down 
into  the  right  arm.  The  pain  was  sharp  and 
aggravated  by  taking  a deep  breath,  changing 
positions,  and  swallowing.  She  had  no  fever  or 
cough.  She  had  noticed  no  pi’evious  abdominal 
pain.  .\t  this  time  she  was  three  weeks  post- 
partum and  had  been  taking  knee-chest  exer- 
cises since  the  second  or  third  postpartal  day. 
The  onset  of  her  symptoms  occurred  approxi- 
mately one  hour  after  taking  the  morning’s  exer- 
cises. (She  was  aware  that  air  had  entered  the 
vagina  during  her  exercises.  She  mentioned  this 
later  after  the  diagnosis  had  been  established.) 

Her  past  health  had  not  been  remarkable. 
She  had  been  periodically  bothered  by  sinusitis. 
Three  previous  pregnancies  had  been  unevent- 
ful. 

Physical  examination  showed  a well  nour- 
ished, healthy  but  apprehensive  young  lady.  Her 
temperature  was  98.4 °F.  Her  blood  pressure 
was  110/70  mm.  of  mercury.  The  pulse  rate  was 
90  per  minute.  Her  physical  examination  was 
entirely  normal  except  for  tenderness  to  pressure 
over  the  right  abdomen  and  absence  of  hepatic 
dullness  to  percussion.  Pelvic  examination  was 
not  performed. 
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Fi{>:uie  1. — A moderate  amount  of  subdia- 
phrasmmatic  air  is  present.  This  was  taken  ap- 
proximately four  hours  after  the  onset  of  symp- 
toms. 

In  view  of  the  patient’s  apparent  jrood  health, 
a tentative  diafjnosis  of  a displacement  of  the 
intestine  or  colon  over  the  dome  of  the  liver  was 
made.  She  was  sent  to  the  hospital,  ambulatory, 
where  a roentgenogram  (Figure  1)  of  the  lower 
chest  and  upper  abdomen  was  made.  This  showed 
air  under  the  diaphragm  establishing  the  diag- 
nosis of  pneumoperitoneum. 

Her  course  was  uneventful,  the  pain  on  changes 
in  position  being  noted  but  gradually  decreasing 
until  it  disappeared  within  the  next  thirty-four 
to  thirty-six  hours. 

Comment 

The  general  healthy  condition  of  this 
patient  pointed  to  a benign  etiology  for 
the  pneumoperitoneum.  This  is  not  so 
when,  as  most  usually  seen,  it  is  due  to  a 
perforation  of  the  gastrointestinal  tract. 
The  benign  clinical  picture  has  been  well 
pointed  out  in  the  discussion  of  a similar 
case  by  Conn  and  LaFon.^  Their  case  was 
that  of  a young  lady  five  w'eeks  postpar- 
tum. The  pneumoperitoneum  in  this  case 
recurred  tw’o  months  later  while  pelvic 
examination  was  being  performed  in  the 
knee-chest  position. 


The  cases  of  Bean  and  Garrett, ^ Dodek 
and  Friedman,'*  Lozman  and  Newman,*'* 
were  also  similar.  In  all  cases  the  patient 
was  a healthy,  postpartal  young  lady. 
Upper  abdominal  pain  and  thoracic  pain 
related  to  respiration  and  changes  in  po- 
sition developed  after  assuming  the  knee- 
chest  position.  Loss  of  hepatic  dullness 
to  percussion  was  the  pertinent  physical 
finding  in  the  case  reported  and  in  2 
others.  In  1 case  no  mention  was  made 
of  the  physical  findings  and  in  the  other 
the  only  noted  abnormal  finding  was 
diminished  breath  sounds  over  the  right 
lung  field  posteriorly.  Roentograms  of 
the  chest  established  the  presence  of  a 
j)neumoperitoneum  in  all. 

The  mechanism  responsible  for  the 
passage  of  air  into  the  abdominal  cavity 
by  the  way  of  the  genital  tract  is  not  com- 
pletely clear.  It  is  suggested  by  the  cases 
reviewed  that  two  factors  are  of  the  ut- 
most importance,  one  being  a more  patent 
genital  tract  allowing  air  to  more  easily 
pass  through  the  vagina,  uterus,  and  fallo- 
pian tubes.  It  would  seem  probable  that 
this  patency  would  exist  toward  the  end 
of  the  sixth  week,  this  being  the  time  re- 
quired for  involution  of  the  uterus.'  In 
performing  the  Rubin’s  test  in  the  normal 
female,  it  has  been  found  that  from  70 
to  100  mms.  of  mercury  pressure  is  re- 
quired to  force  air  through  the  normal 
oviducts.^  In  this  respect  cases  of  pneu- 
moperitoneum have  been  reported  due 
to  the  passage  of  douching  fluid  and 
air  under  pressure  through  the  genital 
tract.'*'  ** 

The  second  and  probably  the  most  im- 
portant factor  is  the  knee-chest  exercise. 
It  has  been  known  that  upon  assuming 
this  position  with  the  chest  down,  the 
vagina  will  balloon  out  and  fill  with  air.^ 
It  then  seems  reasonable  as  mentioned  by 
Redfield  et  al  ® that  when  the  patient 
descends  from  this  position  the  labia  close 
and  with  collapse  of  the  uterus  and  vagina 
air  is  forced  out  into  the  oviducts  and 
escapes  into  the  abdominal  cavity  if  it 
cannot  escape  through  the  vaginal  orifice 
below.  The  descent  of  the  viscera  toward 
the  chest  probably  creates  a decreased 

63 


February,  1961— Vol.  113,  No.  2 


POSTPARTAL  PNEUMOPERITONEUM —WORLEY 


intra-abdominal  pressure  enhancing  the 
passage  of  air.  Garland  ® mentioned  a pa- 
tient who  developed  a pneumoperitoneum 
on  tw'o  occasions  after  vigorous  knee-chest 
exercises  on  the  advice  of  a cultist.  The 
recurrence  in  the  case  reported  by  Conn 
and  LaFon  was  in  conjunction  with  a 
pelvic  examination  performed  in  the  knee- 
chest  position.  It  is  probable  that  pneu- 
moperitoneum as  a consequence  of  knee- 
chest  exercises  in  the  postpartum  period 
occurs  more  frequently  than  the  reports 
in  the  literature  would  suggest. 

Schneewind  “ reported  a case  of  a 25 
year  old  woman  on  whom  an  exploratory 
laparotomy  was  performed  for  an  unex- 
plained pneumoperitoneum.  Nothing  was 
found  except  a moderate  mesenteric  ade- 
nopathy. In  the  history  it  was  mentioned 
that  she  had  previously  been  an  obstet- 
rical patient.  In  his  discussion  he  men- 
tioned sources,  such  as,  (1)  escape  of  gas 
from  minute  perforations  of  the  stomach 
or  upper  intestinal  tract,  (2)  from  the 
chest  via  a lymphatic  hiatus  and  due 
perhaps  to  rupture  of  an  emphysematous 
bleb,  and  (3)  vaginal  through  the  fallo- 
pian tubes  following  douching.  It  was 
not  mentioned  whether  this  patient  had 
been  performing  knee-chest  exercises  or 
how  long  prior  to  the  pneumoperitoneum 
she  had  been  an  obstetrical  patient. 

That  the  use  of  the  knee-chest  exercises 
in  the  postpartum  period  is  not  always 
innocuous  is  attested  by  the  reports  of 
air  embolism  with  death  occurring  in  the 
postpartum  period.  Such  cases  have  been 
reported  by  Redfield  et  al who  reviewed 
2 cases  from  the  literature  and  reported 
two  cases  of  their  own.  These  cases  oc- 
curred from  the  seventh  to  the  eleventh 
postpartum  day. 

Karondy  et  al  in  their  discussion  of 
fatal  air  embolism  mentioned  a report  of 
Brodsky  and  Greenstein  of  fatal  air  em- 
bolism following  the  knee-chest  exercises. 
Waldrop  ’•'*  reviewed  4 previously  reported 
cases  of  fatal  air  embolism  following  the 
knee-chest  exercises.  Two  of  these  were 
the  cases  reported  by  Redfield  et  al.  The 
likely  route  by  which  air  was  introduced 
was  by  way  of  the  genital  tract  into 


the  subinvoluted  uterus  then  through  the 
uterine  veins.  In  these  cases  it  seemed 
appareVit  that  the  knee-chest  exercises 
produced  the  pressure  required  for  the 
entrance  of  air  in  "this  manner. 

IrT  the  cases  reviewed  of  the  mechanism 
by  which  air  entered  the  abdominal  cavity 
that  it  was  atmospheric  air  has  only  been 
deduced  by  the  histories  and  examinations 
of  the  patients.  A more  scientific  ap- 
proach was  made  by  Nanson  and  Dragon 
who  reported  a case  of  spontaneous  pneu- 
moperitoneum due  to  jejunal  diverticulo- 
sis.  They  did  a gas  analysis  on  the  as- 
pirate from  the  peritoneum.  They  felt 
that  the  analysis  was  such  to  suggest 
that  the  gas  was  of  bacterial  origin.  The 
absence  of  hydrogen  sulphide  and  the  low 
methane  content  suggested  it  not  only 
came  from  but  was  high  in  the  gastroin- 
testinal tract.  It  could  be  assumed  that 
if  gas  analysis  had  been  made  from  the 
peritoneal  air  in  the  postpartal  cases  that 
it  should  have  been  of  atmospheric  con- 
tent. 

Summary 

1.  A case  of  pneumoperitoneum  in  the 
postpartum  period  is  reported.  Other 
cases  of  pneumoperitoneum  of  genital  ori- 
gin have  been  reviewed. 

2.  The  mechanism  of  the  pneumoperi- 
toneum as  related  to  the  knee-chest  posi- 
tion and  a subinvoluted  uterus  with  the 
dangers  inherent  are  mentioned. 

3.  A suggestion  is  made  that  knee- 
chest  exercises  be  discontinued  until  the 
time  required  for  involution  of  the  uterus 
has  passed. 
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Primary  Common  Bile  Duct  Stones* 

• The  value  of  intravenous  cholangiography  using  chologrofin  me- 
thylglucomine  to  demonstrate  choledochal  stones  is  v^ell  illustrated  by 
tv/o  cose  reports,  os  well  os  the  fact  that  stones  may  occur  in  any  part 
of  the  ductal  system  without  having  first  originated  in  the  gallbladder 
and  later  moved  into  the  ducts. 


^OMMON  bile  duct  stones  occur  most 
^ often  in  association  with  stones  in  the 
gallbladder,  and  when  they  occur  as  a post- 
cholecystectomy complication  it  is  usually 
within  a few  months  after  operation.  Un- 
til recent  years  whenever  a patient  said 
that  the  gallbladder  had  been  removed 
many  years  ago,  one  generally  dismissed 
the  biliary  system  as  a source  of  upper  ab- 
dominal or  chest  pain  and  concentrated  his 
efforts  on  other  organs  or  organ  systems. 
However,  since  the  advent  of  intravenous 
cholangiography  with  Cholagrafin  more 
of  the  cases  of  late  post-cholecystectomj^ 
comman  duct  stones  are  being  accurately 
diagnosed. 

This  paper  was  prompted  by  two  such 
cases  that  came  to  my  attention  in  1959. 
One  had  had  a cholecystectomy  for  chole- 
lithiasis twenty-five  years  previously;  the 
other  thirty  years. 

Case  Reports 

The  first  case  is  that  of  an  obese  50  year  old 
white  woman,  the  mother  of  two  children,  who 
had  a cholecystectomy  for  cholelithiasis  in  1934. 
For  twenty-three  years  she  enjoyed  good  health 
insofar  as  her  digestive  tract  was  concerned.  In 
the  twenty-fourth  year  she  complained  of  vague 
upper  abdominal  and  precordial  pains,  which 
were  at  first  thought  to  be  of  cardiac  origin  be- 
cause her  gallbladder  was  out. 

She  was  obese,  a known  hypertensive,  and 
sometimes  got  quick  relief  with  nitroglycerin. 
However,  in  the  ensuing  two  years  she  went 
through  periods  of  complete  freedom  from  dis- 
comfort alternating  with  pains  that  were  vari- 
ably either  in  her  upper  abdomen,  precordium, 
or  back.  On  one  occasion  she  was  hospitalized 
for  suspected  coronary  thrombosis. 


* Presented  at  the  Eightieth  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  in  Baton 
Rouge,  May  4,  1960. 
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Complete  laboratory,  x-ray,  and  repeated  elec- 
trocardiographic studies  were  all  normal.  At  no 
time  was  she  ever  jaundiced,  clinically  or  chem- 
ically. 

Finally,  in  March  1959,  intravenous  cholangi- 
ography was  done  using  Cholagrafin  methylglu- 
camine.  The  widely  dilated  common  duct  was 
adequately  visualized  but  because  of  the  over- 
lay of  intestinal  contents  one  could  not  be  cer- 
tain of  the  nonopaque  stones  which  were  brought 
out  admirably,  using  body  section  radiography. 

Accordingly  on  April  29,  1959,  exploration  of 
the  common  bile  duct  was  done,  and  multiple 
large  stones  which  were  adherent  to  the  wall 
of  the  dilated  and  loculated  common  duct,  and 
a single  large  stone  adherent  to  a cystic  duct 
remnant,  were  removed.  Bake’s  dilators  were 
easily  passed  and  the  surgeon  felt  that  there  was 
no  evidence  of  obstruction  at  the  sphincter  of 
Oddi.  A T-tube  was  left  in  the  common  duct 
and  the  patient  recovered  uneventfully  and  went 
home  on  the  eighth  postoperative  day.  Three 
weeks  later  the  T-tube  came  out  inadvertently 
one  night. 

The  patient  got  along  fine,  completely  free 
from  symptoms,  on  an  unrestricted  diet,  until 
January,  1960,  at  which  time  she  was  again 
seized  with  what  she  stated  was  the  worst  pain 
she  ever  had — right  upper  quadrant  pain  radiat- 
ing to  the  back  and  precordium.  This  pain  was 
completely  relieved  by  200  milligrams  of  Demer- 
ol orally. 

Another  electrocardiograph  was  normal  and 
intravenous  cholangiography  did  not  reveal  any 
stones.  She  probably  passed  a small  reformed 
stone  and  has  remained  well  to  the  present  time. 

The  second  case  is  that  of  a white  man  aged 
61,  whose  first  trouble  began  in  1921,  when  he 
had  a cholecystostomy,  his  gallbladder  being 
emptied  of  multiple  stones.  At  that  time  he 
had  fever,  jaundice,  distention,  vomiting,  and 
was  said  to  be  quite  toxic.  He  gradually  recov- 
ered and  remained  well  until  1929  when  he  had 
a recurrence  of  cholecystic  symptoms,  which 
culminated  in  a cholecystectomy  in  the  fall  of 
that  year. 

After  this  he  stayed  well,  with  the  exception 
of  occasio!ial  attacks  of  gout,  until  1955.  At 
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that  time,  he  befran  to  have  intermittent  attacks 
of  some  upper  abdominal  pain  which  sometimes 
radiated  into  the  precordium  and  back.  These 
attacks  were  often  associated  with  mild  degrees 
of  jaundice,  and  occasional  fever,  with  or  with- 
out chills,  and  sometimes  the  pain  was  severe 
enough  to  require  hypodermic  medication.  At 
other  times,  severe  pain  of  short  duration  would 
come  on  suddenly  and  then  leave  just  as  sudden- 
ly. He  traveled  widely,  saw  many  physicians, 
and  had  various  diagnoses  made. 

In  April  1959,  about  one  week  after  return- 
ing from  a vacation  with  a severe  chest  cold,  he 
was  first  seen  at  home  with  a recurrence  of 
severe  upper  abdominal  and  chest  pain,  jaun- 
dice, chills  and  fever  103 °F.  He  was  hospitalized 
with  tentative  diagnosis  of  common  bile  duct 
stones  and  acute  cholangitis. 

Chest  x-ray  revealed  pneumonitis  and  atelec- 
tasis at  the  right  base  which  may  have  been  the 
cause  of  fever  with  this  attack. 

At  this  time  he  had  a leukocytosis  of  15,000 
with  96  per  cent  neutrophiles,  serum  bilirubin 
of  7.7  and  icterus  index  of  32.5. 

He  responded  well  to  penicillin  and  streptomy- 
cin, and  infusions,  and  was  fever  free  in  five 
days.  On  the  eighth  hospital  day  he  was  sudden- 
ly seized  with  an  acute  attack  of  gout,  from 
which  he  likewise  recovered. 

He  convalesced  at  home  until  he  was  symp- 
tom free  and  chemically  normal,  so  that  in  May 
1959,  intravenous  cholangiography  was  carried 
out.  The  common  duct  was  greatly  dilated  and 
showed  large  radiolucent  stones.  Body  section 
radiography  was  valuable  in  clarifying  the  exist- 
ence of  these  stones.  In  this  case  a postoperative 
T-tube  cholangiogram  showed  the  ducts  to  be 
free  of  stones. 

In  July  1959,  exploration  of  his  common  bile 
duct  revealed  it  to  be  greatly  dilated,  harboring 
three  large  and  several  small  stones  that  were 
free  in  the  duct,  and  also  a large  stone  in  the 
remnant  of  the  cystic  duct.  Bake’s  dilators  were 
likewise  passed  with  ease  in  this  case  and  the 
surgeon  felt  that  there  was  no  obstruction  at 
the  sphincter  of  Oddi. 

His  postoperative  course  was  also  uneventful, 
and  he  went  home  on  the  eighth  postoperative 
day  after  having  a T-tube  cholangiogram  which 
showed  the  common  and  hepatic  ducts  to  be 
free  of  stones.  In  this  case  the  T-tube  was  re- 
moved on  the  twelfth  postoperative  day  and  the 
patient  has  remained  well  to  date. 

Comments  and  Discussion 
From  the  standpoint  of  pathophysio- 
logic and  clinical  manifestations,  the  en- 
tire subject  of  biliary  tract  stones  is  a 
fascinating  and  often  perplexing  one  that 
lends  itself  readily  to  almost  endless  dis- 


cussion and  speculation.  It  is  therefore 
the  purpose  of  this  presentation  to  do  no 
more  than  point  up  some  of  the  interest- 
ing and  salient  features  of  the  two  un- 
usual cases  here  presented,  and  to  bring 
to  your  attention  the  value  in  such  cases 
of  the  relatively  new  diagnostic  tool,  in- 
travenous cholangiography  with  Chola- 
grafin  methylglucamine. 

First  of  all,  the  stones  in  these  two 
cases  are  called  “primary  stones”  to  in- 
dicate that  stones  can  and  do  occur  in 
any  part  of  the  ductal  system  without 
having  first  originated  in  the  gallbladder 
and  later  moved  into  the  ducts.  Such 
stones  are  not  common,  but  nevertheless, 
it  is  well  to  bear  in  mind  that  this  does 
happen,  and  that  the  removal  of  the  gall- 
bladder does  not  necessarily  mean  the  end 
of  gall  stones  even  if  the  ductal  system 
was  free  of  them  at  the  time  of  operation. 
Almost  everything  written  about  chole- 
dochal stones  refers  to  them  as  retained, 
residual,  overlooked,  or  reformed  stones, 
the  latter  implying -that  a nidus  was  left 
at  the  time  of  surgery.  Likewise,  almost 
all  such  stones  occur  relatively  soon  after 
cholecystectomy,  generally  a matter  of 
months  and  not  years.  Thus,  it  seems 
reasonable  to  say  that  the  stones  in  these 
two  cases,  manifesting  themselves  twenty- 
three  and  twenty-five  years  after  opera- 
tion, originated  in  the  respective  common 
ducts  which  in  effect  had  become  com- 
mon duct  “gallbladders”.  It  might  be  add- 
ed that  there  is  some  experimental  evi- 
dence to  show  that  this  can  occur. 

The  wide  variability  in  clinical  mani- 
festations of  common  duct  stones  is  also 
admirably  brought  out  by  these  two  cases. 
Actually,  the  only  symptom  common  to 
both  was  pain,  and  even  this  was  incon- 
sistent. In  the  first  case,  the  pain  was 
vague  upper  abdominal,  not  clearly  right 
upper  quadrant,  sometimes  precordial, 
generally  not  present  at  more  than  one 
location  at  a time;  usually  no  more  than 
a deepseated  awareness  of  discomfort ; 
sometimes  relieved  by  nitroglycerin;  and 
only  severe  enough  on  one  occasion  in 
two  years  to  require  a hypodermic  for 
relief. 
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By  contrast,  the  pain  in  the  other  case 
varied  over  a period  of  five  years  from 
deep-seated  discomfort  to  severe  excru- 
ciating pain  which  came  on  suddenly  and 
sometimes  disappeared  quickly,  while  at 
other  times  it  lasted  for  hours  with  severe 
exacerbations  and  required  hypodermic 
relief.  When  first  seen  this  patient  actu- 
ally described  rather  typical  common  bile 
duct  distribution  of  pain,  i.e.,  upper  ab- 
dominal mainly  right  upper  quadrant,  ra- 
diating into  the  back  and  into  the  pre- 
cordial area,  depicting  the  pain  that  oc- 
curs most  often  with  a stone  in  the  am- 
pulla of  Vater  and  concomitant  contrac- 
tion of  the  sphincter  of  Oddi. 

In  regard  to  jaundice,  which  occurs  in 
about  75  per  cent  of  the  cases  of  com- 
mon duct  stone,  one  of  these  was  never 
jaundiced  clinically  or  chemically,  while 
the  other  was  frequently  jaundiced.  Oc- 
casional fever  with  or  without  chills  oc- 
curred in  the  jaundiced  patient  only,  and 
probablj'^  represented  instances  of  either 
cholangitis  (choledochitis)  or  Charcot’s 
intermittent  hepatic  fever. 

These  variations  in  clinical  manifesta- 
tions are  explained  well  by  the  underlying 
pathology  demonstrated  at  surgery.  In 
the  patient  that  was  never  jaundiced,  the 
large  stones  were  actually  adhered  to  the 
wall  of  the  common  duct  and  were  thus 
immobile,  but  allowed  a free  flow  of  bile 
on  the  non-adherent  side  of  the  stones. 
In  the  jaundiced  case  there  were  both 
large  and  small  stones  floating  free  in 
the  duct,  which  readily  explains  the  more 
severe  and  variable  pain  as  well  as  the 
intermittent  jaundice  which  was  at  times 
associated  with  chills  and  fever.  Variable 
degrees  of  obstruction  either  by  a ball- 
valve  effect  of  a large  stone,  or  by  im- 
pingement and  subsequent  passage  of 
smaller  stones  seems  sufficient  to  explain 
these  different  manifestations. 

Prior  to  seven  years  ago  there  was  no 
consistently  good  w'ay  to  prove  the  ex- 
istence of  stones  like  these,  short  of  com- 
mon duct  exploration.  As  you  all  know 
by  far  the  majority  of  stones  are  mixed 
non-opaque  ones  composed  chiefly  of  cho- 
lesterol, and  in  the  past  generally  were 


not  well  demonstrated  by  the  oral  admin- 
istration of  any  dye.  Thus  the  introduc- 
tion of  Cholagrafin  into  this  country,  in 
1953,  for  the  first  time  made  it  possible 
to  .satisfactorily  visualize  the  biliary  ducts 
by  intravenous  cholangiography.  Chola- 
grafin sodium  was  first  introduced,  but 
was  shortly  supplanted  by  Cholagrafin 
methjdglucamine  which  gives  better  visu- 
alization and  practically  no  serious  side 
reactions  when  properly  used. 

As  you  have  seen  in  these  two  cases 
the  use  of  body  section  radiography  in 
conjunction  with  intravenous  cholangiog- 
raphy, by  eliminating  the  overlay  of  in- 
testinal contents,  is  extremely  helpful  in 
making  certain  that  the  negative  shadows 
seen  in  the  duct  are  due  to  non-opaque 
stones. 

About  85  per  cent  of  the  time  the  com- 
mon duct  is  visualized  with  Cholagrafin. 
This  has  led  to  some  very  interesting  find- 
ings regarding  the  size  of  the  common  duct 
in  both  the  pre-  and  post-cholecystectomy 
state.  The  size  of  the  normal  duct  has 
been  variously  placed  between  5.5  and  7 
mm.  in  diameter,  and  one  eminent  group 
states  that  normally  the  duct  may  vary 
from  2 to  14  mm.  averaging  5.5.  They 
contend  that  many  of  the  ducts  formerly 
considered  dilated  after  cholecystectomy 
should  be  considered  normal  up  to  14 
mms.  These  figures  furnish  a good  work- 
ing basis  at  the  present  time,  but  it  is 
probable  that  further  studies  on  differ- 
ent age  groups,  using  modes  instead  of 
averages,  could  come  up  with  more  near- 
ly correct  figures.  Ducts  as  large  as  30 
mms.  in  diameter  are  reported  in  ob- 
structed cases,  and  the  ducts  in  the  two 
cases  reported  here  measured  22  and  25 
mms.  in  their  widest  diameter. 

Conclusion 

These  two  remarkable  cases  have  clear- 
ly indicated  that  stones  may  originate  in 
the  common  bile  duct  decades  after  chole- 
cystectomy, and  should  not  be  overlooked 
in  the  differential  diagnosis  of  upper  ab- 
dominal or  chest  pain.  Intravenous  cho- 
langiography with  Cholagrafin  Methyl- 
glucamine  in  its  present  form  offers  a 


58 


1 HE  Journal  of  the  IjOUIsiana  State  Medical  Society 


PRIMARY  COMMON  BILE  DUCT  STONES— ST.  MARTIN 


safe  and  satisfactory  means  of  clinching 
the  diagnosis,  and  where  indicated  should 
be  used  in  conjunction  with  body  section 
radiography. 

References 

1.  Ciilfock.  n.  IV.  mill  I.iilil'.f.  II.  V.:  Coimnoii  Ilili' 

I'uot  Stoiie-i,  Now  Kii;;liinil  .1.  Mod..  Vol.  li.'i.S.  No.  (i, 
1958. 

'i.  Ulenii.  K.  :inil  .loluoon.  O.  .1  r.  ; I lit  nivoiious  Cliol- 
aiitrioKrapli.v : Corrolation  With  operative  I'iniiiiitts  in 

7‘J  l’atietit.<.  Siirfjery.  ({.viieeulojiy  Ohstetrics.  I0."i:17.'t. 
19.'i7. 

S.  i:ienn.  F..  et  al:  Intraveinnis  ('holaiittioirraphy. 

Ann.  Snrj;..  Vol.  HO.  No.  -4.  lO.’il. 

■i.  llowanl.  F.  M..  .Ir.,  et  al.:  fotntnon  ilnct  stones 
proiliieintr  t'liareot's  hepatic  fever  without  jaiiniliee. 
A XI.  A.  Arch.  Int.  Xleii.  lo:!  :.‘sV., 

5.  Iniaino^ln.  K.;  Ferry.  .1.  F..  .Tr..  anil  Wasensteen. 


O.  II.:  F.xperiniental  produeliou  of  jiallstones  h.v  incom- 
plete strielnre  of  the  terminal  common  bile  duct.  Sur- 
jrery  42  :(i2:>.  I!t.'i7. 

ti.  Xlcrienahan.  .1.  I..;  lOvans,  .T.  A.,  and  Call,  D.  W. : 
Kesidiial  choledochal  stones:  Ktiolo);y  and  complica- 
tions in  one  hundred  and  ten  cases,  .\.X1..\.  .\rch,  Surg, 
t!8  :l!4;!,  I!t.‘i4, 

7.  Sehehadi,  W.  II,.  and  Sabhajr.  I.:  ( 'holoKrafin 
XlethylHrlneaniine,  .\ni,  .1.  Idlest.  I>i>.  Vol.  1.  No.  11, 
I'Cit;. 

8.  .Smith,  S.  W.,  et  al.:  Froliletns  of  llidaineil  And 

Keciirrenl  Coininon  Itile  Duct  Stones.  .7..V.M..\.  2:!1  :2.'I5, 
1!C.7, 

it.  Twiss,  .1.  K..  et  al.:  Fostcholecystectom.v  oral  cho- 
lanj;io;jraphy.  .\rch.  Int.  Med.  !l."i  :.'>1).  lO.Vi. 

10.  Wise.  I!.  K..  and  O'Hrian,  It.  (I. : Interpretation  of 
the  intravenous  chclanjriojjram.  ,f.A.M..\.  1(!0:M!I,  lO-'ifi. 

11.  Wise.  K.  K. ; .lohnston.  I).  (). : Sal/.inan.  F.  A.: 
The  Intravenous  Cholansriojrraphic  Diatrnosis  of  Fartial 
Olistniction  of  the  Coininoii  File  Duct,  KadioIo"y,  68: 
.■>07,  11C)7. 


The  President’s  Case 

The  medical  Gentlemen  in  charge  of  the  President*  seem  to  have- quite  abandoned 
hopes  of  his  recovery.  The  civilized  world  joins  in  lamenting  the  tragic  occurrence 
which  may  result  in  the  death  of  the  chief  magistrate  of  a great  nation.  But,  in  con- 
nection with  this  event,  our  profession  cannot  hope  to  escape  severe  inquisition  and 
criticism  on  account  of  its  failure  to  secure  a different  issue.  There  is  a feeling  com- 
mon to  the  laity,  and  one  can  scarcely  declare  that  our  own  ranks  are  free  from  it, 
that  competency  in  practice  is  inseparable  from  successful  results.  While  in  our  re- 
flecting moments  we  all  understand  how  incorrect  this  method  of  reasoning  is,  it  is 
yet  true  that  we  may  fail  in  duty  to  ourselves  and  our  colleagues  in  question,  if  xve  do 
not  at  all  times,  and  under  all  circumstances,  defend  them  from  such  assaults  and 
prejudices  as  we  know  to  be  unjust. 

One  of  the  most  embarrassing  duties  the  medical  attendants  of  the  President 
have  attempted  to  perform  has  been  that  of  issuing  frequent  bulletins  for  the  Associ- 
ated Press.  * * * The  occurrences  of  the  sick  room — even  those  of  the  greatest 
moment  to  the  physician,  or  patient,  are  very  differently  appreciated  by  the  average 
newspaper  reader.  The  surgeon  is  intensely  gratified  that  his  patient  retains  an 
enema  until  his  stomach  recovers  its  functions;  but  when  he  undertakes  to  recite 
the  process  to  the  outside  crowd,  they  overwhelm  him  with  ridicule. 

* * * 

We  know  nothing  of  his  motix'es  and  have  not  been  advised  of  anything  to 
condemn  in  his  conduct.  But  when  Dr.  Bliss  informs  a newspaper  reporter  of  the 
occurrences  between  himself  and  Dr.  Baxter,  and  adds  that  “Dr.  Baxter  will  never 
be  Surgeon  General,”  it  looks  to  us  very  much  like  evincing  a disposition  to  suborn 
the  prerogatives  of  his  oxvn  position  to  work  detriment  to  another. 

New  Orleans  M.  & S.  J.,  8:231  (September)  1881. 


* James  A.  Garfield 
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Diseases  About  The  Major  Salivary  Glands; 
Differential  Diagnosis 


• This  article  deals  largely  with  the  diagnostic  roentgen  technique, 
sialography.  This  technique  was  recently  modified  by  the  author  and 
co-workers  at  the  University  of  Michigan  Medical  Center. 


'^HIS  brief  discussion  of  diseases  of 
^ the  parotid  and  submaxillary  salivary 
glands  will  deal  largely  with  differential 
diagnosis  of  some  of  the  more  common 
inflammatory  and  neoplastic  conditions 
which  may  involve  these  structures. 

The  most  important  diagnostic  aid  in 
salivary  disease  in  addition  to  an  accurate 
history  and  complete  physical  examina- 
tion, is  the  local  evaluation.  This  must 
include  palpation,  determination  of  the 
type  of  material,  if  any,  that  can  be  ex- 
pressed from  Stensen’s  or  Wharton’s  duct 
as  well  as  probing.  In  the  majority  of 
cases,  the  technique  of  sialography  should 
also  be  utilized. 

Sialography  is  the  process  of  demon- 
strating roentgenographically  the  duct 
system  of  the  salivary  glands  after  the 
injection  of  radiopaque  media  (Fig.  1). 
The  important  features  of  this  technique 
are  the  use  of  a polyethylene  catheter  in- 
serted into  either  Stenson’s  or  Wharton’s 
duct,  a closed  system  of  injection  and 
physiologic  reflex  stimulation  of  the  sali- 
vary gland  to  evacuate  the  contrast  ma- 
terial by  the  patient’s  chewing  a potent 
sialogogue  such  as  a lemon  slice.’  This 
allows  for  roentgen  examination  of  the 
filling  phase  and  postevacuation  filming 
of  the  emptying  phase  as  well.  Emptying 
films  have  I'evealed  patterns  which  have 

* From  the  Department  of  Otorhinolaryngol- 
ogy, Louisiana  State  University  School  of  Medi- 
cine, New  Oileans,  Louisiana. 

Permission  has  been  granted  by  W.  F.  Prior 
Co.,  Hagerstown,  Md.  to  use  Figures  7,  8,  9 and 
14  from  Chapter  9 of  Coates-Schenck-Miller 
Textbook  of  Otolaryngology,  by  I.  M.  Blatt, 
.1.  IL  Maxwell,  and  .1.  E.  Magielski.* 


IRVING  M.  BLATT,  M.  D.* 
New  Orleans 

been  of  assistance  in  differentiating  nor- 
mal and  diseased  conditions.-’  ® The  total 
amount  of  contrast  material  injected 
when  the  glands  are  diseased  varies  be- 
tween 0.5  cc.  and  1.5  cc.  and  rarely  ex- 
ceeds 2 cc.  This  method,  termed  physi- 
ological or  secretory  sialography  will  dem- 
onstrate dilation,  obstruction,  displace- 
ment and  obliteration  of  salivary  ducts 
as  well  as  intraglandular  inclusions  such 
as  calculi.^ 

Inflammatory  Diseases  of  the  Salivary 
Glands 

The  inflammatory  diseases  of  the  sali- 
vary glands  may  be  divided  into  two 
general  groups: 

1.  Chronic  obstructive  sialodochitis — 
abnormalities  primarily  in  the  main  duct. 

2.  Chronic  nonobstructive  sialodochi- 
ectasis  — abnormalities  primarily  in  the 
peripheral  ducts  (sialectasis) . 

Chronic  Obstructive  Sialodochitis.  The 
chronic  obstructive  inflammatory  diseases 
of  the  major  salivary  glands  are  due  pri- 
marily to  stones  and  strictures.  In  effect 
this  is  a suppurative  sialadenitis  and  is 
due  to  secondary  infection  subsequent  to 
continued  partial  obstruction  of  the  main 
ducts  and  to  salivary  flow. 

Patients  suffering  with  chronic  obstruc- 
tive sialadenitis  are  subject  to  acute  ex- 
acerbations of  infection  characterized  by 
swelling  of  the  gland,  pain,  temperature 
and  purulent  discharge  from  the  main 
duct  orifice.  When  sialolithiasis  is  con- 
sidered, the  submandibular  salivary  gland 
claims  75  to  85  per  cent  of  cases.  Approx- 
imately 20  per  cent  of  salivary  gland  cal- 
culi are  nonopaque.  In  the  case  of  the 
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Figure  1. — Normal  sialogram  of  the  parotid  glands.  Filling  phase  of  each  gland  was  made  consec- 
utively. 


Figure  2. — Sialogram  of  a submaxillary  calculus.  The  filling  phase  (left)  demonstrates  a calculus 
near  the  hilum  of  the  gland,  lodged  in  the  proximal  dilated  portion  of  Wharton’s  duct.  The  emptying 
phase  (right)  shows  that  upon  stimulation,  the  salivai-y  flow  forces  the  stone  into  the  narrower,  dis- 
tal portion  of  Wharton’s  duct.  This  poststimulation  film  demonstrates  the  ball-valve  mechanism  of  the 
obstruction  to  salivary  flow  which  is  the  basis  of  acute  pain  and  swelling  precipitated  by  eating. 
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small  calculus  (1  to  3 mm.)  bidigital  pal- 
pation in  the  floor  of  the  mouth  or  probing 
the  duct  fails  to  localize  it.  Whether  cal- 
culi are  opaque  or  radiolucent,  the  knowl- 
edge of  the  number  and  the  position  in 
relation  to  the  main  duct  and  gland  paren- 
chyma will  aid  in  planning  surgical  re- 
moval. In  this  regard,  sialography  is  a 
useful  diagnostic  aid  in  identification  as 
well  as  localization  of  salivary  stones. 

In  Figure  2 the  filling  phase  of  sialog- 
raphy demonstrates  a calculus  near  the 
hilum  of  the  submandibular  gland  and 
lodged  in  the  proximal  dilated  portion  of 
Wharton’s  duct.  The  post-stimulation  film 
demonstrates  the  ball-valve  mechanism  of 
obstruction  to  salivary  flow  which  may 
be  the  basis  of  pain  and  swelling  precipi- 
tated by  eating. 

In  long  standing  cases  of  sialadenitis 
with  sialolithiasis,  there  may  be  loss  of 
the  arboreal  pattern  of  the  normal  gland. 
The  main  duct  is  dilated ; and  because  of 
chronic  infection  and  atrophy  of  salivary 
parenchyma,  irregular  collections  of  con- 
trast material  suggest  abscess  formation 
within  the  gland  (Fig.  3).  Occasionally 


Fiffure  3. — Sialogram  of  a submaxillary  cal- 
culus associated  with  chronic  sialadenitis.  The 
arboreal  pattern  of  the  peripheral  duct  system  is 
obliterated.  The  main  duct  is  dilated  with  irreg- 
ulai-  collections  of  contrast  material  which  sug- 
gests abscess  formation  within  the  gland. 

calculi  may  erode  the  wall  of  the  main 
duct  and  become  lodged  in  the  gland  sub- 
stance. This  results  in  production  of 
chronic  infectious  granulomas  which  in 
themselves  cause  continued  suppuration 


and  further  duct  obstruction.  Total  paro- 
tidectomy with  a complete  anatomical  dis- 
section of  the  facial  nerve  is  frequently 
the  only  suitable  treatment  for  this  form 
of  chronic  gland  suppuration  (Fig.  4). 


Figure  4. — A parotid  calculus  (arrow)  which 
eroded  the  wall  of  Stensen’s  duct  and  lodged  in 
the  gland  substance.  This  resulted  in  a chronic 
infectious  granuloma  which  required  parotidec- 
tomy. 

Strictures,  as  they  involve  the  salivary 
glands,  are  obstructive  phenomena  invari- 
ably associated  with  Stensen’s  duct  and 
are  a frequent  cause  of  recurrent  parotid 
swelling.  This  condition  appears  definite- 
ly associated  with  alteration  in  the  mech- 
anism of  mastication  in  a manner  which 
does  not  sustain  the  normal  chewing  hab- 
it. This  type  of  obstructive  sialodochitis 
occurs  in  the  naturally  dentitioned  patient 
and  in  those  individuals  with  partial  or 
complete  dentures  which  are  ill  fitting.' 

As  a result  of  the  altered  mastication 
mechanism,  strictures  occur  at  the  parotid 
papilla  which  is  subjected  to  repeated 
trauma,  inflammation,  fibrous  tissue  pro- 
liferation and  scar  tissue  cicatrization. 
This  interferes  with  normal  salivary  flow 
and  the  ensuing  pressure  behind  the  stric- 
ture results  in  dilation  of  the  gland  duct. 
It  is  not  long  before  secondary  bacterial 
infection  supei'venes  with  diffuse  inf  1am- 
matoi'y  reaction  along  the  bucco-mas- 
seteric  course  of  Stensen’s  duct  and  with 


()2 


Tmk  Jouknal  ok  the  Louisiana  State  Medical  Society 


DISKASES  ABOUT  THE  MAJOR  SALIVARY  GLANDS— BLATT 


Figure  5. — Sialogram  of  inflammatory  stric- 
tures due  to  ill-fitting  dentures.  The  filling 
phase  of  this  quadriglandular  sialogram  demon- 
strates the  markedly  dilated  and,  irregularly 
segmented  ducts  (Stenson’s  ducts).  The  sub- 
maxillary ducts  (Wharton’s  ducts)  can  be  simi- 
larly involved,  though  the  degree  of  dilation  is 
not  so  pronounced.  There  is  no  alteration  of  the 
peripheral  duct  architecture.  The  post  evacua- 
tion film  indicates  that  the  obstruction  at  the 
outlet  (orifice)  is  the  principal  deterrent  to 
evacuation. 

production  of  multiple  inflammatory  stric- 
tures (Fig.  5).  A cordlike  Stensen’s  duct 
can  usually  be  palpated  along  its  bucco- 
masseteric  course.  Upon  probing  the  duct, 
dilated  segments  alternate  with  strictures. 
A gritty  sensation  imparted  to  the  probe 
by  the  hypertrophic  and  metaplastic  duct 
epithelium  may  be  mistaken  for  calcare- 
ous material.^ 

The  diagnostic  features  of  the  carbo- 
nate apatite  salivary  calculus  ® affliction 
as  well  as  stricture  formation  is  main 
duct  obstruction  without  peripheral  duct 
involvement.  This  serves  to  differentiate 
chronic  obstructive  sialodochitis  from  re- 


current nonobstructive  sialadenitis  with 
sialectasis. 

Chronic  Non-Obstructive  Sialodochiec- 
tasis  includes  a heterogeneous,  but  clin- 
ically related  group  of  diseases  which 
have  a similar  and  characteristic  sialo- 
graphic-histologic  pattern  known  as  “sial- 
ectasis”. These  entities  include  Sjogren’s 
syndrome,  recurrent  pyogenic  parotitis  in 
children  and  adults  and  Mikulicz’s  disease. 
Both  the  parotid  and  submaxillary  sali- 
\ary  glands  may  be  affected. 

Recurrent  tense  swelling  of  the  parotid 
glands  is  the  predominant  symptom  in 
this  disease  group.  Although  the  parotid 
swelling  is  usually  bilateral,  one  side  may 
be  more  severely  involved  in  some  cases. 
Pressure  on  the  gland  may  cause  frank 
pus  or  plugs  of  turbid  gelatinous  saliva 
to  appear  at  the  orifice  of  Stensen’s  duct. 
Bacteriologic  examination  reveals  the 
pneumococcus  or  the  streptococcus  in  pure 
culture.  The  patterns  of  sialectasis  are 
diagnostic  and  may  be  identified  histo- 
logically as  well  as  radiologically  and  clas- 
sified into  four  stages:  - 

1.  Punctate  sialectasis,  in  which  the 
earliest  findings  are  characterized  by  a 
diffuse  punctate  dilation  of  the  peripheral 
ducts  which  may  be  less  than  1 mm.  in 
size  (Fig.  6).  With  recurrent  episodes  of 
parotitis  the  interlobular  ducts  are  nar- 
rowed by  periductal  lymphocytic  infiltra- 
tion and  septal  fibrosis.  Functioning  aci- 
nar tissue  continues  to  secrete  against  a 
narrowed  duct  system  resulting  in  reten- 
tion of  saliva  in  the  intralobular  ducts 
which  then  dilate.- 

2.  Globular  sialectasis,  in  which  the 
dilation  of  the  peripheral  ducts  increases, 
but  with  uniform  size  and  distribution 
(Fig.  7).  It  is  at  this  stage  that  the 
sialographic  findings  of  terminal  duct  di- 
lation and  lack  of  intraglandular  branch- 
ing correlate  with  the  scarcity  of  inter- 
lobular ducts  located  in  the  septae  of  the 
gland  and  the  wide  lumens  of  intralobular 
ducts  in  the  histologic  sections.- 

3.  Cavitary  sialectasis,  in  which  there 
is  coalescence  of  the  globules,  which  now 
become  irregular  in  size  and  distribution 
and  decrease  in  number.  These  coalesced 
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Figure  6. — Sialogram  of  recurrent  pyogenic 
parotitis  in  children.  The  filling  phase  (top) 
demonstrates  diffuse  punctate  dilation  of  the 
peripheral  ducts  and  a striking  decrease  in  the 
number  of  more  proximal  intraglandular  ducts. 
In  the  five  minutes  postevacuation  film  (bottom) 
there  is  retention  of  contrast  material  in  the 
dilated  terminal  ducts. 

intralobular  ducts  continue  to  dilate  and 
form  cysts,  resulting  in  the  cavitary  ap- 
pearance noted  on  sialograms  (Fig.  8). 

4.  Destructive  sialectasis,  the  end 
stage,  in  which  there  is  a bizarre  pattern 
which  suggests  invasion  and  destruction 
of  the  gland  parenchyma  by  neoplasm. 
Histologic  sections  support  the  roentgen 
findings  in  that  there  is  no  recognizable 
duct  structure,  because  of  lymphoid  infil- 
tration and  fibrosis  of  diffuse  areas  of 
gland  parenchyma.  Differentiation  from 
neoplastic  disease  can  be  made  by  demon- 
stration of  multiglandular  involvement  at 
this  phase  of  sialectasis  (Fig.  9). 

The  management  of  patients  with  sial- 
ectasis has  included  treatment  with  anti- 
biotics, x-ray  therai)y  and  steroid  hor- 
mones. The  controversy  regarding  the 


Figure  7. — Sialogram  of  Sjogren’s  syndrome. 
In  the  filling  phase  (top)  the  typical  mulberry 
pattern  of  globular  sialectasis  is  present.  In  the 
half  hour  postevacuation  film  (bottom)  the  scan- 
ty salivary  flow  observed  clinically  is  verified  by 
the  unaltered  appearance  of  the  dilated  periph- 
eral ducts. 


Figure  8. — Sialogram  of  recurrent  pyogenic 
parotitis  in  adults.  The  above  photo  shows  the 
filling  phase.  The  parotid  gland  shows  irregu- 
lar cystic  cavities  replacing  the  normal  duct 
pattern. 
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Figure  9. — A sialogram  which  demonstrates 
involvement  of  the  submaxillary  and  parotid 
glands  by  nonobstrutcive  sialodochiectasis  in 
Sjogren’s  syndrome.  The  above  photo  shows  the 
filling  phase.  The  parotid  gland  architecture  is 
bizarre  and  compatible  with  the  destructive  stage 
of  sialectasis.  The  submaxillary  sialectasis  is  of 
lesser  degree. 

true  nature  of  the  disease  entities  which 
comprise  the  sialectasis  group  should  be 
resolved  within  the  near  future  as  inves- 
tigation goes  forward  into  the  etiology 
and  pathogenesis. 

Other  Inflammatory  Diseases.  Persis- 
tent, usually  asymptomatic  enlargement 
of  the  major  salivary  glands  due  to  nu- 
tritional insult  is  being  recognized  with 
increasing  frequency.  This  condition, 
which  appears  to  involve  the  parotid 
glands  in  particular,  is  associated  with 
disturbed  nutrition  ' as  seen  in  obesity ; 
diabetes  mellitus  with  liver  disease  “ 
achalasia  and  anorexia  nervosa ; alcohol- 
ism with  or  without  cirrhosis,'-  *^  as  well 
as  inadequate  diet  due  to  poverty  or  cus- 
tom. The  nutritional  insult  may  be  con- 
tinuing or  remote.  Patients  so  afflicted 
may  have  a watery,  yet  scanty  salivary 
flow.  The  volume  of  pure  saliva  secreted 
in  ml.  per  hour  may  be  decreased.’"’  Thus 
the  mechanism  which  resists  retrograde 
infection  of  salivary  gland  parenchyma 
by  mouth  organisms — i.e.  normal  salivary 


flow  is  impaired  and  episodes  of  suppura- 
tion may  ensue. 

Morphologic  observations  in  the  litera- 
ture are  few  and  conflicting.  We  have 
found  repalcement  of  secreting  gland  par- 
enchyma by  adipose  tissue."’  The  remain- 
ing acinar  cells  may  be  increased  in  size ; ” 
there  may  be  prominence  of  zymogen 
granules  and  eosinophilic  reaction  of  duct 
epithelium,"’  a finding  associated  with 
protein  deficiency  observed  in  the  lab- 
oratory.'^ The  histologic  finding  of  fatty 
infiltration  along  with  decrease  in  secret- 
ing gland  parenchyma  explains  the  dim- 
inution of  total  terminal  (peripheral)  duct 
mass  noted  on  sialograms  which  are  other- 
wise normal. 

In  addition  to  a review  of  the  dietary 
history  and  evaluation  for  diabetes,  al- 
coholism and  liver  disease,  these  patients 
should  be  examined  by  sialography  and 
parotid  biopsy  so  that  more  can  be  learned 
about  this  clinical  entity. 

The  major  salivary  glands,  particularly 
the  parotids  are  also  subject  to  involve- 
ment by  the  specific  granulomata,  al- 
though these  are  relatively  uncommon. 
Boeck’s  sarcoid,  actinomycosis  and  tuber- 
culosis are  the  ones  with  which  this  au- 
thor has  had  personal  experience.  Speci- 
fic granulomata  involving  the  parotid 
lymph  nodes  such  as  cat  scratch  fever 
and  tularemia  should  not  be  confused 
with  intrinsic  parotid  granulomata.  In 
each  instance  there  is  usually  a primary 
face  or  scalp  lesion. 

I.iesions  Extrinsic  to  the  Major  Salivary 
Glands 

Tumors  external  to  the  major  salivary 
glands  are  more  often  the  cause  of  re- 
gional swelling  about  the  angle  and  be- 
low the  ramus  of  the  mandible  than  are 
intrinsic  salivary  gland  neoplasms.  In- 
flammatory lymph  nodes,  metastatic  ade- 
nopathy and  lymphomas  are  frequently 
seen  as  painless  masses  in  the  cervicofa- 
cial region.  Neoplasms  derived  from  the 
neighboring  tissues,  any  of  which  may 
be  a potential  cause  of  swelling  are  prob- 
lems in  differential  diagnosis.  These  in- 
clude neurofibroma,  lipoma,  lymphangio- 
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ma,  chemodectoma,  branchiogenic  cysts 
and  mandibular  osteoblastoma.  Masseter 
hypertrophy  should  also  be  considered. 

Sialography  can  serve  as  a diagnostic 
aid  in  identifying  inflammatory  and  neo- 
plastic lesions  adjacent  but  extrinsic  to 
the  salivary  glands.  The  filling  phase 
shows  displacement,  compression  or  dis- 
tortion of  the  duct  system  by  the  adja- 
cent extrinsic  mass  but  the  general  archi- 
tecture is  preserved.^'*  Evacuation  of  the 
contrast  material  is  complete  in  the  emp- 
tying phase  (Fig.  10).  This  is  the  differ- 


Figure  10. — Sialography  in  tumors  external 
to  the  major  salivary  gland.  In  the  filling  phase 
there  is  a medial  filling  defect  of  the  parotid 
gland.  The  postevacuation  film  indicates  that 
the  gland  has  emptied  completely  and  is  not  in- 
volved. 


ential  point  between  extrinsic  and  intrin- 
sic salivary  gland  neoplasms,  since  the 
latter  usually  show  retention  of  contrast 
material  in  post-evacuation  films. 

Intrinsic  Neoplasms 

Neoplasms  of  the  major  salivary  glands 
are  principally  confined  to  the  parotid 
gland.  The  majority  of  parotid  tumors 
are  epithelial  in  origin  and  may  be  di- 
vided into  benign  and  malignant  types 
according  to  the  classification  in  Table  1. 

The  presence  of  a neoplasm  in  the  paro- 
tid gland  is  usually  rather  obvious  al- 
though its  external  manifestations  will 
vary  according  to  the  position  within  the 
gland  which  it  occupies.  Thus  a tumor 
originating  in  the  pharyngeal  prolongation 
of  the  parotid  gland  may  assume  consider- 
able size  and  even  produce  bulging  into  the 
lateral  angle  of  the  pharynx  before  it 
causes  significant  external  swelling  back 


TABLE  1 

NEOPLASMS  OF  THE  MAJOR  SALIVARY  GLANDS 


Benign  Epithelial  Tumors 

I.  Mixed  tumors 

1.  Stromal  elements  predominating 

a.  Cylindromatous  type 

2.  Epithelial  elements  predominating 

a.  Canalicular  type 

II.  Mucoepidermoid  tumors 

III.  Adenomas 

1.  Serous  cell 

2.  Acidophilic  cell 

a.  Papillary  lymphoid  cystadenoma 

Malignant  Epithelial  Neoplasms 

I.  Carcinomas 

1.  Squamous  cell  carcinomas 

a.  Cornifying 

b.  Noncornifying 

c.  Lymphoepithelioma 

2.  Gland-celled  carcinomas 

a.  Pseudoadenomatous  basal  cell 
carcinoma-cylindromatous, 
canalicular  or  medullary,  and 
cystic  forms 

b.  Acidophilic  gland-celled  carcinoma 

c.  Serous  cell  adenocarcinoma 

3.  Mucoepidermoid  carcinoma 

4.  Unclassified  carcinoma 


of  the  angle  of  the  mandible  and  protru- 
sion of  the  lobule  of  the  ear. 

Purely  clinical  differentiation  between 
benign  and  malignant  parotid  tumors  is 
usually  difficult  preoperatively.  Although 
pain  is  much  more  common  in  malignant 
tumors,  the  symptom  cannot  be  relied 
upon  for  differential  diagnosis.  The  only 
positive  local  sign  of  malignancy  preop- 
eratively, is  facial  paralysis.  A benign 
tumor  even  of  enormous  size  may  produce 
great  stretching  and  displacement  of  the 
facial  nerve,  but  rarely,  if  ever  causes 
paralysis.  In  general,  it  may  be  said  that 
well  encapsulated  tumors  are  benign.  The 
exception  to  the  rule  is  the  pseudoadeno- 
matous basal  cell  carcinoma  or  the  malig- 
nant cylindroma,  a highly  lethal  though 
slowly  growing  tumor  which  may  appear 
to  be  well  encapsulated.  Conversely,  the 
nonencapsulated  apparently  infiltrating 
tumors  are  usually  malignant  but  again 
an  exception  lies  in  the  benign  mucoepi- 
dermoid tumors  whose  suri’ounding  in- 
flammatory reaction  gives  the  gross  path- 
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olo^ical  impression  of  a widely  infiltrating: 
nialigrnancy. 

Sialogrraphy  is  a useful  diagnostic  aid 
in  differentiating  between  intrinsic  neo- 
plasms, benign  and  malignant  — in  that 


generally  speaking,  the  benign  neoplasm 
is  usually  encapsulated  or  circumscribed 
whereas  the  infiltrating  neoplasm  is  usu- 
ally malignant.  Utilization  of  the  filling 
phase  of  sialography  alone  makes  it  diffi- 


Figure  11. — Sialogram  of  an  intrin.sic  circumscribed  or  encapsulated  tumor.  The  filling  phase  (left) 
demonstrates  a filling  defect  in  the  superior  pole  of  the  parotid  gland  with  .displacement  of  the  gland 
inferiorly.  There  is  slight  dilation  of  the  distal  portions  of  the  interlobar  ducts. 


Figure  12. — Sialogram  of  an  intrinsic  invasive  tumor  of  the  parotid  gland.  The  filling  phase  (left) 
demonstrates  a large  mass  in  the  right  parotid  gland  displacing  and  altering  the  duct  architecture. 
Following  stimulation  (right)  the  contrast  material  appears  to  have  permeated  the  surrounding  acinar 
tissue  instead  of  being  evacuated  from  the  gland. 
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cult  to  distinguish  extrinsic  tumors  from 
intrinsic  circumscribed  or  encapsulated 
neoplasms  in  which  the  glandular  archi- 
tecture is  also  preserved.  However,  in  the 
postevacuation  films,  retention  of  con- 
trast material  in  distinguishing  patterns 
is  noted. * The  normal  gland  tissue  is 
compressed  between  the  slowly  growing 
encapsulated  or  circumscribed  neoplasm 
and  the  capsule  of  the  gland.  This  results 
in  patterns  which  are  characterized  by 
some  segmental  intraglandular  duct  re- 
tention (Fig.  11). 

Infiltrating  malignant  neoplasms  of  the 
salivary  glands  may  disrupt  the  glandu- 
lar architecture  and  destroy  the  duct  sys- 
tem. The  acinar  pattern  is  replaced  by  a 
bizarre  puddling  and  pooling  of  contrast 
material  (Fig.  12).  The  postevacuation 
phase  shows  virtually  complete  retention 
of  the  contrast  material.^’  * It  should  be 
reiterated  that  these  bizarre  puddling  and 
pooling  patterns  are  indistinguishable 
from  the  radiographic  picture  of  destruc- 
tive sialectasis.  The  differential  point  lies 
in  the  fact  that  the  other  major  salivary 
glands,  exclusive  of  the  one  involved  by  a 
tumor,  show  the  normal  sialographic 
pattern.  Certainly  no  attempt  should  be 
made  to  diagnose  the  histologic  type  of 
salivary  gland  neoplasm  by  sialography. 
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• The  authors  give  a review  of  the  literature  and  report  the  fourteenth 
case  of  acute  idiopathic  chyloperitoneum. 


A SURVEY  of  the  literature  discloses 
38  reported  cases  of  acute  chyloperi- 
toneum of  which  13  were  thought  to  be 
idiopathic. A recent  case  of  idio- 
pathic chyloperitoneum  at  Charity  Hospi- 
tal is  added. 

Although  relatively  infrequent,  a num- 
ber of  cases  of  chylous  ascites,  some  asso- 
ciated with  chylothorax,  have  been  re- 
ported since  1694  when  Morton  gave  the 
classical  description  of  this  condition.' 
Extremely  rare  are  those  cases  in  which 
the  presence  of  effused  chyle  in  the  peri- 
toneal cavity  is  associated  with  acute  on- 
set of  symptoms.  Renner,  as  cited  by 
Hoffman,^  published  in  1910  the  earliest 
report  of  such  a case.  In  1954  Hoffman  ' 
presented  a collection  of  23  similar  cases 
and  added  one  of  his  own.  He  designated 
the  condition  as  chyle  peritonitis.  While 
obstruction  or  trauma  were  the  underly- 
ing factors  in  many  of  these  cases,  no  eti- 
ology was  found  in  10  of  the  24.  Since 
Hoffman’s  report,  3 additional  cases  of 
acute  idiopathic  chyloperitoneum  have 
been  described.''  "• " 

Nix  et  al  *-  in  1957  reviewed  302  cases 
of  chylothorax  and  chylous  ascites,  and 
analyzed  11  cases  from  Charity  Hospital 
at  New  Orleans.  Five  of  these  involved 
the  abdomen  only,  4 involved  the  abdomen 
and  the  chest,  and  2 involved  the  chest 
only.  Since  this  report,  3 additional  cases 
involving  the  abdomen  and  evidencing 
chronic  symptoms  were  seen  at  this  hos- 
pital. The  first  of  these  3 cases  was  a 2 

* From  the  Department  of  Surgery,  Tulane 
University  School  of  Medicine  and  the  Tulane 
Surgical  Service  of  Charity  Hospital  at  New 
Orleans,  Louisiana. 
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year  old  white  female  who  had  chylous 
ascites  at  the  age  of  2 weeks  and  was 
treated  with  multiple  paracenteses.  Fol- 
low'-up  of  more  than  one  year  has  shown 
no  recurrence.  The  second  patient,  a 51 
year  old  colored  male  with  chylous  as- 
cites, evidently  from  tuberculosis,  has 
been  placed  on  antituberculosis  therapy. 
The  third  case  was  a 34  year  old  colored 
male  who  was  found  to  have  300  to  400 
cc.  of  milky  fluid  in  a hernial  sac  at  the 
time  of  an  inguinal  hernioplasty.  Two 
months  following  operation  he  died  with 
metastases  from  a reticulum  cell  sarcoma. 
While  there  have  been  14  cases  of  chronic 
chylous  ascites  at  Charity  Hospital,  the 
subject  of  this  report  is  the  only  patient 
found  to  have  free  chyle  in  the  peritoneal 
cavity  with  acute  onset  of  symptoms. 

Case  Report 

H.N.,  a 47  year  old  colored  male,  was  seen  in 
the  Admitting  Room  of  Charity  Hospital  on 
October  20,  1959,  complaining  of  pain  in  the 
stomach.  He  had  been  well  until  two  days  prior 
to  admission  when  he  experienced  intermittent 
cramping  epigastric  pain  associated  with  a de- 
sire to  expel  flatus.  Later  in  the  day  the  pain 
became  constant  and  was  described  as  a “dull 
tight  feeling  across  the  upper  abdomen”.  By 
the  morning  of  the  second  day  the  pain  was 
much  worse  and  radiated  into  the  right  lower 
quadrant.  At  this  time  soreness  appeared  at  the 
base  of  the  neck  on  the  left.  There  was  no  his- 
tory of  any  serious  illness,  and  the  patient  had 
never  been  operated  upon.  He  had  always 
worked  as  a laborer. 

Physical  examination  revealed  a blood  pres- 
sure of  150  systolic,  80  diastolic,  pulse  84,  res- 
piratory rate  20,  and  temperature  99 °F.  He 
appeared  to  be  in  no  acute  distress  but  com- 
plained of  abdominal  pain.  There  was  moderate 
tenderness  over  the  left  lower  neck  with  a few 
palpable  lymph  nodes.  The  entire  abdomen  was 
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tender,  especially  in  the  right  lower  quadrant 
and  the  epigastrium.  There  was  referred  re- 
bound tenderness  to  the  right  lower  quadrant. 
No  palpable  masses  were  present  and  peristaltic 
sounds  were  normal.  There  was  tenderness  in 
both  costovertebral  angles.  A large  hydrocele 
was  present  on  the  left. 

Roentgenograms  of  the  chest  and  abdomen 
were  not  revealing. 

The  hematocrit  was  46%,  white  blood  cell 
count  was  6,700  with  70%  polymorphonuclear 
leukocyte,  6%  bands  and  24%  lymphocytes.  Uri- 
nalysis was  negative.  Amylase  was  181  units/100 
ml.,  fasting  sugar  84  mg/100  ml.,  blood  urea 
nitrogen  14  mg./lOO  ml.  Electrocardiogram  was 
noimal. 

Admitting  diagnosis  was  ruptured  peptic  ulcer 
versus  ruptured  appendix. 

Within  a few  hours  the  pain  and  tenderness 
had  become  more  localized  in  the  idght  lower 
quadrant,  and  a presumptive  diagnosis  of  acute 
appendicitis  was  made. 

At  operation  200  cc.  of  milky  fluid  were 
found  in  the  peritoneal  cavity  and  there  were 
several  dilated  loops  of  small  intestine.  In  addi- 
tion, white  patches  were  present  within  the 
small  bowel  mesentery  and  in  the  wall  of  the 
jejunum.  No  other  abnormalities  were  noted. 
Appendectomy  was  performed,  and  the  abdo- 
men closed  without  drainage. 

Smeai'  of  the  abdominal  fluid  showed  a few 
mesotheliai  cells  and  lymphocytes  but  no  bac- 
teria. A biopsy  was  taken  of  the  lymph  nodes  at 
the  base  of  the  neck  on  the  left  and  reported 
as  nonspecific  chronic  lymphadenitis.  Abdom- 
inal paracentesis  one  week  after  operation  yield- 
ed 2 cc.  of  clear  peritoneal  fluid.  The  patient 
was  discharged  on  a low  fat  diet  to  be  followed 
in  the  outpatient  clinic. 

Discussion 

There  have  been  various  views  as  to 
the  action  of  chyle.  Some  have  thought 
it  to  be  bacteriostatic,  and  others  have 
described  chyle  as  an  irritant  in  the  peri- 
toneal cavity.^  Meade  mentioned  the 
local  effect  of  chyle  on  the  pleura  with 
loss  of  elasticity  and  deposition  of  a layer 
of  exudate  on  the  pleural  surface.  Free- 
man and  Johnson  •*  described  the  hemo- 
lytic aciion  of  chyle  but  gave  evidence  to 
show  th.it  fasting  animals  contained  an 
insufficient  amount  of  fatty  acid  to  pro- 
duce hemolysis.  In  the  majority  of  re- 
ported cases  of  acute  chyloperitoneum, 
symiiloins  have  followed  shortly  after  a 
heavy  meal.  This  may  be  coincidentfil, 
yet  it  dues  suggest  that  symptoms  are 


caused  by  lymph  containing  fatty  acids. 

The  patient  presented  showed  several 
features  thought  to  be  characteristic  of 
chyle  peritonitis.  There  was  acute  onset 
of  pain  following  a large  meal.  When 
first  examined,  the  patient  was  thought 
to  have  had  a perforated  ulcer  or  acute 
appendicitis.  There  was  free  chyle  in  the 
peritoneal  cavity  with  subserosal  plaques 
and  edematous  mesentery  of  the  small 
bowel.  The  postoperative  course  was  be- 
nign, and  the  patient  received  no  specific 
therapy.  The  finding  of  lymphadenopathy 
and  chronic  lymphadenitis  of  the  cervical 
nodes  is  of  interest,  but  merely  suggests 
that  this  could  have  been  a contributing 
factor. 

Treatment  of  chronic  chylous  ascites 
has  usually  consisted  of  repeated  para- 
centeses and  specific  therapy  directed  to- 
ward the  underlying  condition.  In  acute 
chyloperitoneum,  where  the  diagnosis  is 
made  at  the  time  of  operation,  simple 
evacuation  of  the  chyle  and  closure  with- 
out drainage  has  been  adequate  treatment. 
This  method  has  been  successful  in  all 
but  one  reported  case.^  Postoperatively, 
the  majority  of  patients  have  been  placed 
on  low  fat  diets. 

Whether  acute  chyloperitoneum  is  an 
entity  is  not  known.  The  association  with 
such  things  as  intestinal  obstruction,  trau- 
ma, and  congenital  lymphatic  anomalies, 
would  suggest  that  it  is  simply  one  mani- 
festation of  several  different  underlying 
pathological  processes.  The  explanation 
for  the  idiopathic  variety  obviously  may 
be  that  the  etiology  has  remained  ob- 
scure. That  it  is  related  to  heavy  inges- 
tion of  fatty  foods  in  some  way  is  pos- 
sible but  not  proven.  The  cause  of  acute 
symptoms  is  not  definitely  known. 

Summary 

1.  The  fourteenth  case  of  acute  idio- 
pathic chyloperitoneum  is  presented. 

2.  The  diagnosis  of  this  condition  is 
made  at  the  time  of  operation,  the  typical 
findings  being  free  chyle  in  the  peritoneal 
cavitjL  subserosal  plaques  in  the  small 
bowel,  and  a thickened  small  bowel  mesen- 
tery. 
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3.  While  the  role  played  by  the  chyle 
in  the  production  of  the  acute  symptoms 
is  unknown,  it  has  been  shown  that  chyle 
has  a hemolytic  action  probably  due  to 
free  fatty  acids. 

4.  Treatment  consists  of  evacuation  of 
the  chyle.  Drainage  is  probably  not  neces- 
sary. 

5.  Prognosis  in  this  condition  has  been 
good. 
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Women  as  Physicians 

There  is  nothing  like  logic  of  facts.  To  it  all  theories  must  be  brought  and  tested. 
It  is  vain  to  attempt  to  escape  its  verdict. 

The  question  whether  women  are  calculated  to  be  successful  in  the  profession 
has  been  debated  vigorously.  Now  is  the  time  we  can  ask,  have  they  been  successful? 
The  record  is  before  us  and  open  for  inspection. 

The  Valedictory  .Address  of  Dr.  Rachel  L.  Bodley,  Dean  of  the  Woman’s  Medical 
College  of  Philadelphia,  placed  this  matter  before  her  hearers.  Her  theme  w’as  a 
statement  of  the  work  accomplished  by  their  Alma  Mater  in  the  thirty  years  of  the 
existence  of  the  College,  as  exemplified  by  the  professional  careers  of  her  276 
daughters  sent  out  as  medical  graduates  during  that  time.  To  enable  herself  to  speak 
with  precision.  Dr.  Bodley  sent  to  each  of  the  244  surviving  graduates  a circular 
containing  eight  questions  in  the  practice  of  their  life  work.  * * * its  professional 
character;  its  pecuniary  rewards;  its  social  status;  its  teaching  work;  its  membership 
in  medical  societies,  and  finally  that  important  question  in  sociology  touching  the 
influence  of  the  study  and  practice  of  medicine  upon  woman’s  relation  as  wife  and 
mother. 

* * * 

The  fifth  question  relates  to  the  monetary  value  of  the  medical  practice  per 
year,  and  is  answered  by  76  ladies. 

24  as  much  as  $1,000,  and  less  than  $ 2,000 

20  as  much  as  $2,000,  and  less  than  $ 3,000 

10  as  much  as  $3,000,  and  less  than  $ 4,000 

5 as  much  as  $4,000,  and  less  than  $ 5,000 

3 as  much  as  $5,000,  and  less  than  $15,000 

4 report  sums  varying  from  $15,000  to  $20,000  per  year. 

10  report  less  than  $1000  per  year. 

New  Orleans  M.  & S.  J.  8:222  (Sept.)  1881 
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Cat-Scratch  Disease --Another  Cause 
Of  Parinaud’s  Oculoglandular  Syndrome 


• The  author  describes  three  cases  of  this  disease,  which  is  becoming 
more  generally  recognized. 


SINCE  1889,  when  Parinaud  first  de- 
scribed the  oculoglandular  syndrome, 
it  has  been  steadily  broken  down  into  its 
component  diseases.  The  newest  etiologi- 
cal agent  to  be  described  is  the  virus  of 
cat-scratch  fever.  The  purpose  of  this 
paper  is  to  present  two  well  documented 
cases  of  the  syndrome  complete  with  anti- 
genic and  pathological  studies.  No  at- 
tempt to  review  the  literature  or  describe 
the  disease  will  be  made,  as  reference  to 
the  bibliography  will  suffice. 

Case  Presentations 

Case  No.  1. — D.  P.,  a white  male,  aged  15,  was 
seen  complaining  of  a mass  under  the  right  upper 
lid  of  one  and  a half  weeks’  duration.  Fever 
(undetermined)  had  been  present  the  first  three 
days,  and  a right  preauricular  node  appeared 
one  week  previously.  Five  weeks  before,  patient 
had  had  contact  with  a tuberculous  patient.  He 
had  played  frequently  with  pet  cats  at  home. 
None  were  ill,  but  two  months  previously  a pet 
white  mouse  became  ill',  showing  blindness,  deaf- 
ness and  enlarged  neck  and  groin  glands.  It  was 
killed  by  the  Society  for  the  Prevention  of  Cruel- 
ty to  Animals.  The  patient’s  brother  has  Pott’s 
disease. 

Examination  revealed  a mushroom  shaped  mass 
4 by  4 by  1 mm.  under  the  right  upper  lid,  at- 
tached laterally  near  the  upper  border  of  the 
tarsal  plate  by  a base  0.5  cm.  in  diameter.  This 
mass,  composed  of  rather  solid  homogenous  red- 
dish tissue,  was  not  ulcerated.  A mild  mucopuru- 
lent conjunctival  discharge  was  present,  as  well 
as  local  conjunctival  inflammation.  The  en- 
larged preauricular  node  (1  by  1 by  1.5  cm.)  was 
not  tender  or  fluctuant. 

During  hospitalization  the  following  te.sts  were 
done: 

X-ray  chest — negative. 

Sed.  rate  24  mm.,  lib.  12.5  (79.4  gm.).  RBC 
4,100,000,  Color  Index  (bid.  .96).  WBC  5,350 
(Neut.  55,  Eosin,  3,  Lymphs.  39,  Monos.  3), 

U rine — negative. 


J.  WILLIAM  ROSENTHAL,  M.  D. 

TED  BLOCK,  M.  D. 

New  Orleans 

Agglutinations:  Typhosus  0 & H,  Para  A and 
B,  Brucella,  Proteus  X-19,  all  negative  1:40. 

Glucose  97.  NPN  27. 

Wassermann  and  VDRL — negative. 

Conjunctival  smear  for  AFB  and  fungi — nega- 
tive. Conjunctival  smear  for  fusiform  bacilli — 
negative,  with  crystal  violet.  Conjunctival  smear 
for  Spirochetes  (ink  preparation) — negative.  Rou- 
tine conjunctival  smear  and  culture  — negative 
twice. 

Agglutinations  for  tularemia — negative  1/20. 

Dark  Field — negative  for  spirochetes  from  con- 
junctival lesion. 

Conjunctival  smear  for  eosinophiles — negative. 

Scrapings  from  eye  lesion  and  conjunctiva 
(Wet  mount  no  fungi)  and  fungus  culture — nega- 
tive. 

A complete  general  physical  examination  was 
entirely  normal,  except  for  ophthalmological  find- 
ings, enlarged  preauricular  node,  enlarged  axil- 
lary nodes  and  shotty  posterior  cervical  ade- 
nopathy. 

Only  one  fever  spike  to  101.6°  was  noted  in 
2 five  day  hospital  stays. 

Differential  Diagnoses 

It  may  be  interesting  to  note  the  differ- 
ential diagnoses  considered  by  three  phy- 
sicians involved: 

A.  Internist. 

1.  Non-specific  conjunctivitis  with 
adenopathy. 

2.  Boeck’s  Sarcoid. 

3.  Lymphoma — leukemia. 

4.  Tuberculosis. 

5.  Cat-scratch  Disease. 

B.  Consulting  Ophthalmologist. 

1.  Tularemia. 

2.  Vernal  Catarrh. 

3.  Cat-scratch  Disease. 

4.  Leptothrix  conjunctivitis. 

C.  Ophthalmologist. 

1.  Cat-scratch  Disease. 

2.  Tularemia. 
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3.  Tuberculosis. 

4.  Sporotrix — Leptothrix. 

5.  Agricultural  conjunctivitis. 

6.  Beal’s  conjunctivitis. 

7.  Conjunctivitis  due  to  Micrococ- 
nis  poUjmorphicus  necroticans  of 
Pascheff. 

Biopsy 

The  entire  polypoid  mass  was  shaved 
from  the  conjunctiva  as  a biopsy.  The 
following  report  was  received: 

Microscopic  Description : 

“Sections  show  a polypoid  piece  of 
tissue  covered  by  benign  squamous 
epithelium.  It  consists  of  many  new- 
formed  blood  vessels  with  an  inflam- 
matory infiltrate  as  seen  in  pyogenic 
granuloma.  Schiff  stains  are  nega- 
tive for  fungi.” 

Diagnosis:  Pyogenic  granuloma. 

Cat-scratch  antigen  * was  obtained  and 
skin  test  gave  a positive  reaction  with  a 
hard  red  central  papule  and  a zone  of 
erythema  extending  out  inches.  The 
preauricular  node  was  almost  normal  size 
at  that  time,  and  the  conjunctival  lesion 
healed. 

Case  No.  2. — P.L.,  white  female,  aged  12,  com- 
plained of  a right  preauricular  node  having 
formed  ten  days  previously.  Two  days  later  sub- 
maxillary  nodes  on  the  right  began  to  swell  and 
eight  days  later  a conjunctival  ulcerative  lesion 
was  discovered.  There  had  been  no  fever.  As 
pets,  the  patient  had  a parakeet,  2 dogs,  a cat, 
and  a snake. 

The  patient  was  hospitalized  and  a general 
examination  was  noncontributory,  except  for  the 
enlarged  nodes  and  conjunctival  lesion.  No  fever 
was  noted.  The  following  laboratory  tests  were 
performed : 

X-ray  chest — negative. 

Cat-scratch  test  strongly  positive  at  forty- 
eight  hours.* 

Tuberculin  test  1:10,000 — negative. 

* Antigen  supplied  by  Drs.  W.  B.  Daniels  and 
F.  G.  MacMurray. 


Histoplasmin  skin  test — negative. 

Biopsy  showed  the  conjunctival  lesion  to  be 
diffusely  infiltrated  with  lymphocytes,  plasma 
cells  and  neutrophiles.  No  tubercles  were  seen. 
Sections  of  cervical  node  showed  a severe  chronic 
granulomatous  lymphadenitis  with  large  collec- 
tions of  neutrophiles  surrounded  by  a thick  zone 
of  macrophages,  epitheloid  cells,  and  plasma  cells. 
Schiff  and  acid  fast  stains — negative  for  AFB 
and  fungi.  Diagnosis:  Chronic  granulomatous 

conjunctivitis  with  cervical  adenitis. 

Culture  of  conjunctival  scrapings  — negative 
for  AP^B  four  times. 

Routine  S & C — negative  OD. 

Agglutinations  — Brucella  — negative  (1/40). 
Heterophile — negative  (1/7).  Tularemia — nega- 
tive (1/20). 

Kolmer  and  Kahn  negative. 

Blood  Glucose,  130.  NPN,  28. 

Hb.  13.0  (83.2%),  RBC  4.3  million.  Color  in- 
dex .96. 

WBC  7,950,  Neutrophils  60,  Eosinophils  2, 
Lymphocytes  36,  Monocytes  2. 

Urine  negative. 

Conjunctival  culture  O.V. — negative  twice. 

Lymph  node  S & C — negative  twice. 

Lymph  node  anaerobic  culture — negative. 

Lymph  node  smear — negative  AFB. 

Case  No.  3. — Simultaneously  the  brother  of  the 
patient  developed  right  axillary  adenopathy  with 
subsequent  suppuration.  Test  with  cat  scratch 
antigen  was  positive.  There  were  no  ocular  find- 
ings. 

Conclusions 

Another  etiological  agent  causing  Pari- 
naud’s  oculoglandular  syndrome  is  present- 
ed along  with  3 case  reports.  Cognizance 
of  this  agent  will  result  in  more  accurate 
diagnosis  of  this  self-limited  disease. 
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Zaito^Ucd 


Benjaniiii  Franklin  On  Politics  And  Economics 


Two  hundred  years  ago,  the  efforts  of 
government  to  neutralize  the  effects  of 
economic  laws  by  legal  actions  brought 
forth  the  displeasure  and  censure  of  Ben- 
jamin Franklin.  Of  all  the  men  in  the 
remarkable  group  among  whom  he  worked 
he  “embodies  more  and  more  characteris- 
tic qualities  which  we  have  agreed  to  call 
American  than  does  any  other  public 
figure.” 

The  following  excerpts  from  a Benja- 
min Franklin  essay  “On  the  Price  of  Corn 
and  Management  of  the  Poor”  are  as  per- 
tinent now  as  they  were  when  written. 

”To  the  Public” 

“I  am  one  of  that  class  of  people,  that 
feeds  you  all,  and  at  present  is  abused 
by  you  all ; in  short  I am  a farmer. 

“By  your  newspapers  we  are  told,  that 
Cod  has  sent  a very  short  harvest  to  some 
other  countries  of  Europe.  I thought  this 
might  be  in  favour  of  Old  England;  and 
that  now  we  should  get  a good  price  for 
our  grain,  which  would  bring  millions 
among  us,  and  make  us  flow  in  money; 
that  to  be  sure  is  scarce  enough. 


“But  the  wisdom  of  government  forbade 
the  exportation. 

“ ‘No’ ; says  my  lords  the  mob,  ‘you 
shan’t  have  that.  Bring  your  corn  to  mar- 
ket if  you  dare ; we’ll  sell  it  for  you  for 
less  money,  or  take  it  for  nothing.’ 
“Being  thus  attacked  by  both  ends  0/ 
the  constitution,  the  head  and  tail  of  gov- 
ernment, what  am  I to  do? 

“Must  I keep  my  corn  in  the  barn,  to 
feed  and  increase  the  breed  of  rats?  Be 
it  so;  they  cannot  be  less  thankful  than 
those  I have  been  used  to  feed.” 

“Now,  if  it  be  a good  principle,  that 
that  the  exportation  of  a commodity  is 
to  be  restrained,  that  so  our  people  at 
home  may  have  it  the  cheaper,  stick  to 
that  principle,  and  go  through-stitch  with 
it.  Prohibit  the  exportation  of  your  cloth, 
your  leather,  and  shoes,  your  iron  ware, 
and  your  manufactures  of  all  sorts,  to 
make  them  cheaper  at  home.  And  cheap 
enough  they  will  be,  I will  warrant  you ; 
till  people  leave  off  making  them.” 

“You  say,  poor  labourers  cannot  afford 
to  buy  bread  at  a high  price,  unless  they 
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had  hiy:her  wages.  Possibly.  But  how 
shall  we  farmers  be  able  to  afford  our 
labourers  higher  wages,  if  you  will  not 
allow  us  to  get,  when  we  might  have  it, 
a higher  price  for  our  corn?” 

‘‘But  it  seems,  we  farmers  must  take 
so  much  less,  that  the  poor  may  have  it 
so  much  cheaper. 

‘‘This  operates,  then,  as  a tax  for  the 
maintenance  of  the  poor.  A very  good 
thing  you  will  .say.  But  I ask.  Why,  a 
partial  tax?  Why  laid  on  us  farmers 
only?  If  it  be  a good  thing,  pray.  Mes- 
sieurs the  Public,  take  your  share  of  it, 
by  indemnifying  us  a little  out  of  your 
public  treasury.  In  doing  a good  thing, 
there  is  both  honour  and  pleasure;  you 
are  welcome  to  your  share  of  both. 

‘‘For  my  own  part,  I am  not  so  well 
satisfied  of  the  goodness  of  this  thing. 
I am  for  doing  good  to  the  poor,  but  I 
differ  in  opinion  about  the  means.  I think 
the  best  way  of  doing  good  to  the  poor, 
is,  not  making  them  easy  in  poverty,  but 
leading  or  driving  them  out  of  it.  In  my 
youth,  I travelled  much,  and  I observed 
in  different  countries,  that  the  more  pub- 
lic provisions  were  made  for  the  poor, 
the  less  they  provided  for  themselves,  and 
of  course  became  poorer.  And,  on  the 
contrary,  the  less  was  done  for  them,  the 
more  they  did  for  themselves,  and  became 
richer.  There  is  no  country  in  the  world 
where  so  many  provisions  are  established 
for  them ; so  many  hospitals  to  receive 
them  when  they  are  sick  or  lame,  founded 
and  maintained  by  voluntary  charities ; 
so  many  almshouses  for  the  aged  of  both 
sexes,  together  with  a solemn  general  law 
made  by  the  rich  to  subject  their  estates 
to  a heavy  tax  for  the  support  of  the  poor. 
Under  all  these  obligations,  are  our  poor 


modest,  humble,  and  thankful?  And  do 
they  u.se  their  best  endeavors  to  maintain 
them.selves,  and  lighten  our  shoulders  of 
this  burthen?  On  the  contrary,  I affirm, 
that  there  is  no  country  in  the  world  in 
which  the  poor  are  more  idle,  dissolute, 
drunken,  and  in.solent.  The  day  you  passed 
that  act,  you  took  away  from  before  their 
eyes  the  greatest  of  all  inducements  to  in- 
dustry, frugality,  and  sobriety,  by  giving 
them  a dependence  on  somewhat  else  than 
a careful  accumulation  during  youth  and 
health,  for  support  in  age  or  sickne.ss. 

‘‘In  short,  you  offered  a premium  for 
the  encouragement  of  idleness,  and  you 
should  not  now  wonder,  that  it  has  had 
its  effect  in  the  increase  of  poverty.  Re- 
peal that  law,  and  you  will  soon  see  a 
change  in  their  manners.  Saint  Monday 
and  Saint  Tuesday  will  soon  cease  to  he 
holidays.  Six  days  shalt  thou  labour, 
though  one  of  the  old  commandments  long 
treated  as  out  of  date,  will  again  be  looked 
upon  as  a respectable  precept;  industry 
will  increase,  and  jvith  it  plenty  among 
the  lower  people;  their  circumstances  will 
mend,  and  more  will  be  done  for  their 
happiness  by  inuring  them  to  provide  for 
themselves,  than  could  be  done  by  divid- 
ing all  your  estates  among  them. 

‘‘Excuse  me.  Messieurs  the  Public,  if, 
upon  this  interesting  subject,  I put  you 
to  the  trouble  of  reading  a little  of  my 
nonsense.  I am  sure  I have  lately  read 
a great  deal  of  yours,  and  therefore  from 
you  (at  least  from  those  of  you  who  are 
writers)  I deserve  a little  indulgence. 

‘‘I  am  yours,  &c  ARATOR” 


The  Autobiography  of  Benjamin  Franklin  & 
Selections  from  His  Other  Writings,  The  Modern 
Library,  Random  House,  Inc.  1950,  New  York. 
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The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana  State 
Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contribute  to  the 
understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


FIVE  REASONS  WHY  MEDICINE  IS 
OPPOSED  TO  FORAND-TYPE 
LEGISLATION 

1.  It  is  totally  unnecessary.  The  Kerr-Mills 
Law  will  do  the  job. 

2.  It  would  mean  poorer,  not  better  health 
care  for  the  aged,  with  government  employees 
telling  doctoi’s  what  drugs  and  treatment  they 
could  provide  their  patients;  telling  hospitals 
how  to  operate;  telling  nursing  homes  what  they 
could  and  could  not  do. 

3.  It  would  lead  to  the  decline,  if  not  the 
end,  of  private  health  insurance,  which  has 
made  such  great  strides  in  recent  years. 

4.  It  would  mushroom  into  compulsory  na- 
tional health  insurance  for  every  American,  as 
time  went  by.  What  would  start  out  as  socialized 
medicine  for  the  aged  would  eventually  become 
socialized  medicine  for  every  man,  woman  and 
child  in  the  country. 

5.  It  would  be  staggeringly  expensive.  Social 
Security  taxes  are  already  scheduled  to  reach 
nine  per  cent  of  payroll  by  1969.  This  would 
increase  them  further.  It  is  well  to  remember 
that  such  bills  as  these  are  irreversible  in  nature. 
Once  started — like  an  avalanche — they  are  hard 
to  stop.  The  tendency  is  to  expand  them — never 
to  contract  them.  As  time  went  on.  Congress 
would  face  continual  pressure  for  more  extended 
coverage  and  more  elaborate  benefits.  Costs 
would  rise  pi'oportionately. 


FIVE  REASONS  WHY  THE  KERR-MILLS 
LAW  MERITS  PUBLIC  SUPPORT 

1.  The  Kerr-Mills  Law  provides  legislation 
under  which  it  is  possible  for  the  first  time  to 
help  every  aged  American  who  needs  help  to  pay 
for  health  care.  Its  benefits,  based  on  need  and 
local  determination,  are  much  broader  than  un- 
der proposed  Forand-type  legislation. 

2.  The  program  is  voluntary,  not  compulsory. 
It  will  supplement,  not  supplant,  individual  vol- 
untary health  insurance  or  prepayment. 

3.  It  will  be  administered  on  a local  basis. 
The  Kerr-Mills  Law  leaves  matters  up  to  the 
States  by  giving  them  the  right  to  set  up  their 
own  programs  in  their  own  way,  on  the  logical 
theory  that  each  State  knows  its  own  particular 
problem  better  than  the  Federal  Government 
does. 

4.  The  new  law  is  economical.  Local  admin- 
istration, local  choice  of  scope  of  benefits  and 
method  of  payment,  local  definition  and  deter- 


mination of  eligibility,  minimum  Federal  con- 
trol — all  these  mean  that  our  tax  dollars  will 
be  spent  to  best  advantage.  The  use  of  this  ap- 
proach not  only  guarantees  that  we  will  be 
helping  those  who  need  help,  but  that  we  will 
not  be  wasting  tax  dollars  on  help  for  those 
who  are  perfectly  willing  and  able  to  take  care 
of  their  own  health  costs.  And  there  are  millions 
of  these  people. 

5.  The  quality  of  medical  care  under  such  a 
plan  will  be  infinitely  superior  to  that  possible 
under  a Forand-type  approach.  Under  the  new 
law,  any  type  of  care  can  be  provided  if  the  State 
determines  the  need  for  it.  Under  the  Forand 
Bill,  only  hospitalization,  nursing  home  care,  and 
some  surgical  care  would  be  authorized.  Fur- 
ther, the  fact  that  Federal  controls  are  held  to 
a minimum  allows  adequate  supervision  of  the 
program  by  physicians,  and  no  restraints  upon 
the  doctor  in  the  exercise  of  his  medical  judg- 
ment. The  medical  profession’s  basic  policy  has 
always  been  to  insure  that  the  needy  receive 
the  same  high  quality  of  medical  care  as  any- 
one else  in  the  community.  Under  the  Kerr- 
Mills  Law,  this  can  and  will  be  accomplished, 
whereas  it  could  not  be  under  the  restrictions 
imposed  by  Forand-type  legislation. 


FOR  THE  INFORMATION  OF  OUR  MEMBERS 

Those  who  favor  the  unsound  and  dangerous 
Forand  Bill  are  now  exerting  a concerted  effort 
to  pass,  with  President  Kennedy’s  support,  some 
Forand  type  legislation  controlled  and  operated 
under  Social  Security  regulations  with  Social 
Security  taxes.  Under  this  plan  an  agency  of 
the  Federal  Government  operating  out  of  Wash- 
ington, D.  C.,  would  cover  millions  of  people 
who  neither  need  nor  want  government  help 
under  a system  of  compulsory  national  health 
insurance. 

This  approach  was  considered  at  the  last 
Congress  and  soundly  rejected.  However,  its 
backers  are  not  willing  to  give  the  Kerr-Mills 
Bill  duly  enacted  by  the  last  Congress  a chance 
to  prove  its  effectiveness  in  taking  care  of  our 
oldsters  who  really  need  and  want  help  for  their 
medical  care. 

Representative  Aime  Forand  (D-R.L),  father 
of  the  Social  Security  medical  plan  bearing  his 
name,  is  quoted  in  the  January  12  Chicago 
Daily  News  as  saying,  “If  we  can  only  break 
through  and  get  our  foot  inside  the  door,  then 
we  can  expand  the  program  after  that.” 
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The  Forand  type  legislation  was  defeated  in 
the  last  Congress  by  the  vigorous  campaign 
waged  by  the  medical  profession  and  its  loyal 
allies.  If  it  is  still  our  wish  to  keep  this  country 
free  from  socialized  medicine,  we  must  again 
wage  a most  vigorous  and  united  campaign 
against  this  vicious  legislation,  which  if  enacted 
into  law  will  eventually  and  completely  socialize 
not  only  the  medical  profession,  but  all  of  our 
professions. 

The  Forand  type  legislation  implemented  and 
financed  under  the  Social  Security  system  would 
provide  only  limited  health  care  of  inferior  char- 
acter to  only  a limited  number  of  our  old  people. 
This  service  would  not  be  available  to  millions 
of  our  older  citizens  who  need  medical  services. 

It  is  the  duty  of  every  physician,  if  he  hopes 
to  continue  to  practice  medicine  under  a free 
enterprise  system,  to  wiite  his  Congressman  and 
Senator  stating  his  or  her  opposition  to  any 
Forand  type  legislation  including  medical  care 
under  the  Social  Security  system.  Give  reasons 
for  your  opposition : It  would  mean  federally 
controlled  medicine  of  poor  quality.  There  would 
be  a marked  reduction  of  private  health  insur- 
ance which  has  done  so  much  for  the  protec- 
tion of  our  citizens  during  the  past  few  years. 
Increasing  numbers  of  our  people  have  availed 
themselves  of  this  source  of  protection.  The 
cost  of  implementation  will  be  almost  prohibi- 
tive. It  is  estimated  that  by  1969  Social  Security 
taxes  will  reach  9%  of  the  payi’oll,  and  will 
continue  to  increase  as  more  expanded  benefits 


are  offered.  Costs  would  continue  to  rise  as 
Congress  is  pressured  into  extended  coverage 
and  more  elaborate  benefits. 

Such  legislation  is  wholly  unnecessary  and 
will  not  cover,  as  stated  above,  millions  of  our 
citizens  who  really  need  medical  service  and 
great  numbers  of  our  citizens  who  do  not  need 
it  and  do  not  want  it  will  be  forced  to  take  it 
because  it  is  a compulsory  federal  program. 

The  Kerr-Mills  law  already  prepared  by  Con- 
gress is  a voluntary  service  and  will  do  the  job 
better  and  cover  more  patients  who  need  this 
serv'ice  than  the  governmental  compulsory  and 
socialistic  Forand  type  legislation  which  the 
new  administration  in  Washington  is  trying  to 
force  on  our  old  citizens. 


GOOD  NEWS  IS  SO  SELDOM  RECEIVED 

Our  attorneys  have  just  notified  us  that  the 
Court  of  Appeal,  State  of  Louisiana,  has  refused 
to  grant  a rehearing  to  the  Chiropractors  in  their 
suit  to  declare  our  Medical  Practice  Act  uncon- 
stitutional. 

Their  next  move,  we  presume,  will  be  to  ap- 
peal the  case  to  the  State  Supreme  Court.  Since 
this  Court  has,  on  other  occasions,  held  this  Act 
to  be  constitutional,  we  are  hopeful  that  this 
litigation  will  be  closed  at  an  early  date,  and 
that  the  Board  of  Me’dical  Examiners  will  be 
freed  from  the  injunction  which  has  prohibited 
further  prosecution,  and  will  be  free  to  again 
prosecute  these  offenders  in  the  State  Courts. 
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. V--  

CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Place 

Third  Tuesday  of  every  month 
Fourth  Tuesday  every  other  month 

Lake  Charles 

Second  Tuesday  of  every  month 

Baton  Rouge 

Second  Tuesday  of  every  month 

Lafayette 

Third  Tuesday  of  every  month 

Bastrop 

Second  Tuesday  of  every  month 
Second  Monday  of  every  month 

New  Orleans 

First  Thursday  of  every  month 

Monroe 

First  Monday  of  every  month 

Alexandria 

First  Wednesday  of  every  month 
Second  and  fourth  Thursdays  of 
every  month 

Independence 

Third  Thursday  of  every  month 
First  Tuesday  of  every  month 

Shreveport 

First  Thursday  of  every  month 


Second  District 
Shreveport 
Vernon 

SOUTHERN  REGIONAL  MEETING  OF  THE 
AMERICAN  COLLEGE  OF 
GASTROENTEROLGY 

The  Southern  Regional  Meeting  of  the  Ameri- 
can College  of  Gastroenterology  will  be  held  in 
Houston,  Texas  on  Sunday,  19  March  1961.  The 
sessions,  which  will  be  held  in  the  Jesse  H.  Jones 
Library  Building  of  the  Texas  Medical  Center, 
will  commence  at  9 :00  a.m. 

Participating  in  the  program  will  be  among 
others,  W.  C.  Arnold,  M.D.,  Robert  Nilson,  M.D., 
George  Morriss,  M.D.,  and  Bela  Halpert,  M.D., 
F.A.C.G.,  Houston,  Texas;  H.  J.  Robert,  M.D., 
Palm  Beach,  Florida;  Henry  Laurens,  M.D.,  A.  C. 
Broders,  Jr.,  M.D.,  Temple,  Texas.  The  Houston 
Gastroenterological  Society  will  be  the  host  for 
this  meeting. 

The  program  is  under  the  Chairmanship  of 
Ralph  D.  Eichhorn,  M.D.,  F.A.C.G.,  Houston, 
Texas  and  H.  B.  Eisenstadt,  M.D.,  F.A.C.G., 
Port  Arthur,  Teaxs,  Governor  of  the  College  for 
Texas. 

The  Southern  region  consists  of  the  states  of 
Alabama,  Arkansas,  Florida,  Georgia,  Kentucky, 
Louisiana,  Mississippi,  North  Carolina,  Okla- 
homa, South  Carolina,  Tennessee,  Texas  and 
Virginia. 

Members  of  the  medical  profession  are  cordi- 
ally invited  to  attend.  A copy  of  the  program 
may  be  obtained  from  the  Secretary,  American 
College  of  Gastroenterology,  33  West  60th 
Street,  New  York  23,  N.  Y. 


CHEST  PHYSICIANS  ESTABLISH  FUND 
TO  ASSIST  CUBAN  MEMBERS 

At  the  meeting  of  the  Board  of  Regents  of 
the  American  College  of  Chest  Physicians  held 
in  Washington,  D.C.  on  November  28,  1960,  a 
resolution  was  adopted  to  establish  a relief  fund 
for  Cuban  members  of  the  College  who  have 
been  exiled  temporarily  from  their  country.  The 
Board  of  Regents  voted  to  contribute  $6,000  to 


launch  the  fund  and  contributions  are  being 
solicited  from  College  members  and  others  who 
are  interested.  The  Cuban  Chapter  of  the  Col- 
lege was  founded  in  1940  and  now  has  74  mem- 
bers. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  next  scheduled  examination  (Part  II), 
oral  and  clinical  for  all  candidates,  will  be  con- 
ducted at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board  from  April  8 
through  15,  1961.  Formal  notice  of  the  exact 
time  of  each  candidate’s  examination  will  be 
sent  him  in  advance  of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I 
Examination  will  be  notified  of  their  eligibility 
for  the  Part  II  Examinations  as  soon  as  possible. 

Current  Bulletins  of  the  American  Board  of 
Obstetrics  and  Gynecology,  outlining  the  re- 
quirements for  application,  may  be  obtained  by 
writing  to  Robert  L.  Faulkner,  M.D.,  Secretary, 
2105  Adalbert  Road,  Cleveland  6,  Ohio. 


WESTERN  REGIONAL  MEETING  OF  THE 
AMERICAN  COLLEGE  OF 
GASTROENTEROLOGY 

The  Western  Regional  Meeting  of  the  Ameri- 
can College  of  Gastroenterology  will  be  held  in 
San  Francisco,  Calif,  on  Sunday  March  5,  1961. 
The  sessions,  which  will  be  held  at  the  Fairmont 
Hotel,  will  commence  at  9:00  a.m. 

Participating  in  the  program  will  be  Dwight 

L.  Wilber,  M.D.,  Kahn  Uyeyama,  M.D.,  Hugo 
C.  Moeller,  M.D.,  Warren  C.  Breidenbach,  M.D., 
all  of  San  Francisco,  Calif.;  Raymond  M.  Kivel, 

M. D.,  Palo  Alto,  Calif.;  Donald  C.  Collins,  M.D., 
F.A.C.G.,  Hollywood,  Calif.;  and  Roger  C.  Simp- 
son, M.D.,  San  Francisco,  Calif. 

The  program  is  under  the  Chairmanship  of 
Samuel  W.  Yabroff,  M.D.,  F.A.C.G.,  Oakland, 
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Calif.,  Governor  of  the  Collepe  for  Northern 
California. 

The  Western  region  consists  of  the  states  of 
.•Vrizona,  California,  Colorado,  Idaho,  Montana, 
Nevada,  New  Mexico,  Oregon,  Utah,  Washington 
and  Wyoming. 

Members  of  the  medical  profession  are  cor- 
dially invited  to  attend.  copy  of  the  program 
may  be  obtained  from  the  Secretary,  .American 
College  of  Gastroenterology,  33  West  60th 
Street,  New  York  23,  N.  Y. 


ANNUAL  MEETING,  LOUISIANA  CHAPTER 
American  College  of  Chest  Physicians 

The  Louisiana  Chapter  of  the  .American  Col- 
lege of  Chest  Physicians  will  sponsor  a series  of 
case  presentations  at  its  annual  meeting  at  the 
Veterans  Administration  Hospital,  New  Orleans, 
March  10.  Cases  will  be  presented  by  the  follow- 
ing physicians:  Page  .Acree,  Baton  Rouge;  Oscar 
Alvarez,  Lafayette;  William  Fey,  Lake  Charles; 
Walter  McCook,  Shreveport;  and  Zoltan  Mann, 
.Alexandria.  The  following  New  Orleans  physi- 
cians will  serve  as  panel  consultants  for  the  case 
presentations:  Oscar  Blitz,  Howard  A.  Buechner, 
Charles  Dunlap,  Leo  Horan,  Sydney  Jacobs, 
Charles  Nice,  Robert  Schramel,  John  H.  Sea- 
bury,  Lawrence  H.  Strug,  Morton  Ziskind,  and 
Herman  J.  Moersch,  Chicago,  Illinois. 

There  is  no  registration  fee  and  all  physicians 
are  invited  to  attend  the  meeting. 


2 NEW  ADVISORY  MEMBERS  APPOINTED 
AT  BANK  OF  LOUISIANA 

The  appointment  of  two  businesses  and  pro- 
fessional leaders  to  the  advisory  committee  to 
the  Bank  of  Louisiana  in  New  Orleans  is  an- 
nounced Wednesday,  February  1,  1961  by  James 
F.  Quaid,  president. 

Leonard  J.  Elmer,  president  Elmer  Candy  Co., 
Inc.  and  Dr.  John  S.  Salatich,  both  of  New  Or- 
leans. are  the  new  members  of  the  advisory 
committee. 

Elmer  is  a member  of  the  National  Con- 


fectioners Association  and  has  been  in  the  candy 
business  practically  all  his  life.  His  Elmer’s 
candies  are  one  of  the  better  known  national 
brands.  He  is  a past  officer  and  board  member 
of  the  New  Orleans  Athletic  Club,  and  has  al- 
ways been  actively  engaged  in  other  business, 
civic  and  social  organizaitons. 

Dr.  Salatich  is  in  the  private  practice  of  in- 
ternal medicine  and  is  chief  admitting  physician 
of  Charity  Hospital  of  Louisiana  in  New  Orleans. 
He  received  his  bachelor  of  science  degree  from 
Loyola  University  of  New  Orleans  in  1946,  and 
his  doctor  of  medicine  from  Louisiana  State 
University  in  1950.  Dr.  Salatich  is  a member 
of  the  American  Medical  Association,  Louisiana 
State  Medical  Society,  Orleans  Parish  Medical 
Society,  and  the  American  College  of  Physicians. 


SOUTHWESTERN  SOCIETY  OF 
NUCLEAR  MEDICINE 

This  Society  will  hold  its  Sixth  Annual  Meet- 
ing in  Oklahoma  City,  April  8-9,  1961,  at  the 
Ramada  Inn,  under  the  presidency  of  Dr.  Samuel 
B.  Nadler  of  New  Orleans. 

Inquiries  concerning  this  meeting  should  be 
addressed  to  Dr.  Peter  E.  Russo,  Program  Chair- 
man, 1200  North  Walker,  Oklahoma  City.  Doc- 
tors and  individuals  interested  in  this  field  are 
cordially  invited  to  attend.  The  annual  banquet 
will  be  held  Saturday  evening,  April  8. 


ANNOUNCEMENT 

The  SCOTT  AND  WHITE  CLINIC  announces 
its  NINTH  ANNUAL  POSTGRADUATE  CON- 
FERENCE in  Medicine  and  Surgery  to  be  held 
in  Temple,  Texas  on  March  5,  6,  7,  1961.  Prac- 
tical aspects  of  medicine  and  surgery  will  be  pre- 
sented through  clinics  and  open  discussions: 
CREDIT  through  the  University  of  Texas  Post- 
graduate School  of  Medicine  to  the  Academy 
of  General  Practice 18  hours. 

Registration  Fee  — $25.00. 

Wives  are  cordially  invited. 

Please  write  for  further  information. 
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Rudolph  Matas  — .4  Biography  of  One  of  the 
Great  Pioneers  in  Surgery;  by  Isidore  Cohn, 
M.  D.,  with  Hermann  B.  Deutsch.  Garden  City, 
New  York,  Doubleday  & Company,  Inc.,  1960. 
pp.  431;  illus.  24.  Price  85.95. 

The  timing  of  this  biography  is  noteworthy, 
in  marking  the  birth  centennial  of  its  distin- 
guished subject  whose  life  spanned  ninety-seven 
years  of  the  century.  Rudolph  Matas  died  in 
1957.  But  the  challenge  and  inspiration  of  his 


life  will  survive  through  generations,  thanks  to 
the  devoted  work  of  Dr.  Isidore  Cohn  and  his 
able  collaborator,  Mr.  Hermann  B.  Deutsch. 

Fifty-four  years  of  close  association  with  Dr. 
Alatas  in  professional  relations  (first  as  a stu- 
dent) , and  in  intimate  friendship  as  well,  emi- 
nently qualify  Dr.  Cohn  for  undertaking  the 
biography.  In  addition  to  his  personal  observa- 
tions of  Dr.  Matas,  Dr.  Cohn  has  had  at  his 
disposal  a wealth  of  revealing  source  materials, 
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among-  them  diaries  and  correspondence  entrust- 
ed to  him  by  Dr.  Matas. 

In  the  preface,  Dr.  Cohn  states:  “Years  ago, 
when  I first  suggested  that  I be  allowed  to  be 
his  biographer,  he  demurred  because,  as  he  ex- 
plained it,  ‘you  would  be  too  partial.’  ” The  later 
placing  of  confidence  in  the  prospective  biog- 
rapher was  fully  justified;  I say  this  with  knowl- 
edge of  Dr.  Matas  gained  by  my  own  contacts 
with  him  through  thirty-seven  years.  The  biog- 
raphy is  not  partial,  for  it  is  not  distorted  by 
Dr.  Cohn’s  feeling  of  affection  and  his  admira- 
tion of  this  teacher,  colleague,  and  friend.  Weak- 
nesses are  not  glossed  over  and  strengths  are  not 
magnified;  the  account  is  impressively  objec- 
tive. The  five-page  appendix  may  be  mentioned 
as  an  illustration  of  restraint.  These  pages  are 
devoted  to  a simple  listing  of  the  numerous  rec- 
ognitions accorded  to  Dr.  Matas  in  the  form  of 
degrees,  honorary  awards,  foreign  decorations, 
and  official  positions  in  medical  societies.  Each 
entry  is  only  the  symbol  of  a chapter  that  might 
have  been  written. 

The  volume  presents  an  even,  well-rounded  life 
story  that  gives  insight  into  the  facets  of  Dr. 
Matas  that  had  been  unknown  even  by  many 
who  were  well  acquainted  with  him.  It  pre- 
sents him  not  alone  as  a man  of  medicine  but 
as  boy,  youth,  and  man  in  his  individual  pattern 
of  human  existence.  The  writing  is  vivid  and 
compelling  in  interest.  As  we  read.  Dr.  Matas 
seems  to  live  again.  We  hear  him  exclaiming 
“Confusion”  in  some  trying  situation  and  mut- 
tering “My,  my,  my”  while  deliberating  on  it; 
we  hear  him  again  in  prolonged  discussion  of  a 
program  paper,  often  contributing  more  to  the 
subject  than  did  the  original  speaker.  We  see 
him  again,  an  imposing  figure,  wholly  engrossed 
in  attentive  listening,  or  in  speaking,  or  in  doing 
— always  oblivious  to  the  passing  of  time. 

Rudolph  Matas  was  a Louisianian  by  birth 
and  by  virtual'  life-time  residence.  He  was  born, 
in  1860,  on  a plantation  near  New  Orleans  where 
his  father  Narciso,  served  as  physician.  His 
parents,  both  Spaniards,  had  left  their  home 
country  for  Louisiana  shortly  after  their  mar- 
riage in  1856.  Narciso  Matas  had  an  urge  to 
leave  Gerona  because  of  its  associations  with  his 
dead  mother,  and  his  choice  of  destination  was 
prompted  by  family  ties  in  New  Orleans.  Nar- 
ciso Matas,  then  not  yet  twenty  years  of  age, 
had  an  adventurous  spirit;  he  welcomed  new 
opportunities  wherever  they  might  lead  him.  He 
retained  that  spirit  throughout  his  life.  His 
first  venture  in  New  Orleans  was  the  operation 
of  a pharmacy,  but  within  a year  he  enrolled 
in  the  New  Orleans  College  of  Medicine,  where- 
in he  earned  two  degrees:  the  Doctor  of  Phar- 
macy in  1868  and  the  Doctor  of  Medicine  in 
1869.  Dr.  Narciso  Matas  was  a man  of  many 
enterprises,  including  activities  in  business  as 


well  as  in  the  profession.  His  preoccupations 
left  scant  time  for  attention  to  the  little  son 
Rudolph,  who  was  four  years  old  when  he  first 
had  really  intimate  association  with  the  father. 
At  this  time  Dr.  Narciso  Matas,  with  his  family, 
journeyed  to  Paris  for  special  studies  in  ophthal- 
mology; here  the  boy  was  in  a medical  environ- 
ment. The  father’s  fellow  students  often  gath- 
ered in  the  apartment  for  “shop  talk”  and  for 
practice  in  ocular  surgery,  using  eyes  from  the 
abbatoir.  Rudolph,  to  the  pride  of  his  father, 
learned  some  of  the  anatomical  features  of  the 
eye.  One  can  only  conjecture  as  to  whether  these 
early  experiences,  including  the  new  paternal 
understanding,  may  have  influenced  the  chan- 
neling of  his  eventual  choice  of  career.  At  any 
rate,  this  period  is  worthy  of  rote  because  it 
showed  emergence  of  some  of  the  qualities  of  his 
manhood,  perceptiveness  and  exceptional  mem- 
ory. 

The  four-year-old  Rudolph  was  precocious,  and 
as  teen-ager  and  young  man  his  accomplishments 
seemed  always  advanced  for  his  age.  His  elemen- 
tary and  secondary  schooling  was  interrupted 
and  migratory.  His  education  at  the  Medical 
Department  of  the  University  of  Louisiana  (later 
the  School'  of  Medicine,  Tulane  University)  began 
when  he  was  seventeen  and  he  became  Doctor  of 
Medicine  before  reaching  the  age  of  twenty.  The 
early  schooling  and  the  professional  schooling  as 
well,  the  latter  characteristic  of  that  time,  would 
not  have  equipped  any  ordinary  person  for  what 
he  was  destined  to  accomplish. 

Rudolph  Matas  was  no  ordinary  person.  His 
endowments  were  exceptional,  among  them  great 
physical  vigor,  to  which  he  often  referred  as  a 
cherished  inheritance;  outstanding  intellectual 
vigor;  perceptiveness;  phenomenal  memory;  thor- 
oughness and  tenacity  of  effort  on  the  task  at 
hand.  His  capital  in  assets  such  as  these  yielded 
a maximum  return  because  he  abhorred  time- 
wasting;  he  curtailed  hours  of  sleep  and  made 
every  waking  hour  productive. 

At  the  age  of  seven,  in  an  epidemic  year  when 
3107  residents  of  New  Orleans  died  of  yellow 
fever,  Rudolph  Matas  contracted  the  dread  dis- 
ease. The  immunity  thus  acquired  not  only  pro- 
tected him  during  subsequent  New  Orleans  epi- 
demics but  was  of  particular  value  when,  still  a 
medical  student,  he  spent  three  months  in  Havana 
as  a member  of  the  Yellow  Fever  Commission 
that  sought  to  discover  how  the  infection  is  trans- 
mitted. The  Commission  did  not  solve  this  prob- 
lem but  it  laid  groundwork,  in  large  part  through 
Matas’  energetic  investigations,  that  served  a bit 
later  to  substantiate  Dr.  Carlos  J.  Finlay’s  dem- 
onstration of  the  role  of  the  mosquito  in  passing 
the  agent  of  disease  from  an  infected  person  to 
another.  Dr.  Finlay  needed  support  in  a day 
when  erroneous  theoiies  of  the  causative  factor 
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were  stronuly  entrendied.  Su|)i)ort  came  from  a 
very  younj»-  man! 

The  apt  subtitle  of  this  hook  refers  to  Dr. 
Matas  as  "one  of  the  great  pioneers  in  surgery.” 
Dr.  Matas  was  a pioneer  in  various  undei  takings, 
as  in  the  yellow  fever  studies  just  mentioned, 
though  his  contributions  to  surgery  were  the 
chief  basis  of  his  world-wide  fame.  One  of  his 
early  cases  stands  out  as  a clear  landmark,  a 
"first”  in  a long  record  of  vascular  surgery.  The 
patient  had  an  aneurism  of  the  brachial  artery, 
and  in  performing  the  surgery  Dr.  Matas  intro- 
duced a novel  suture  technique  in  a procedure 
later  called  “the  Matas  operation.”  This  distinct 
advance  was  made  when  he  was  only  about  28 
years  of  age,  again  illustrating  capacities  that 
characterized  his  long  career. 

Dr.  Matas  had  close  ties  with  the  Tulane 
School  of  Medicine.  An  alumnus,  and  the  most 
distinguished  of  all,  he  served  in  part  concur- 
rently as  Demonstrator  of  Anatomy  and  Instruc- 
tor in  Surgery  from  1885  to  1894,  when  he  was 
appointed  Acting  Professor  of  Surgery.  In  1895 
he  became  Professor  and  Head  of  the  Department 
of  Surgery.  On  reaching  the  age  of  university 
retirement,  in  1927,  he  was  named  Emeritus 
Professor.  The  library  of  the  School,  which  held 
his  active  interest  to  the  last,  has  borne  his 
name  since  1937 : The  Rudolph  Matas  Medical 

Library. 

Dr.  Matas  was  much  more  than  surgeon — 
scholar  of  broad  interests,  humanitarian,  a man 
whose  simple  ways  were  a mark  of  his  true 
greatness.  His  personal  life,  like  other  lives, 
was  not  entirely  serene.  The  parents  were  ill- 
matched,  hence  the  early  family  environment  was 
marred.  As  years  passed,  his  mother  showed  her 
true  colors  as  a virago  and  his  sister  turned  into 
a vixen — yet  he  held  them  in  affection.  The  only 
child  of  his  marriage  was  stillborn.  For  a half- 
century,  Dr.  Matas  was  a “cyclopean,”  as  he 
termed  his  state  after  an  eye  had  to  be  removed 
because  of  an  operating-room  infection.  Trials 
such  as  these,  along  with  the  happinesses  and 
accomplishments  of  a long  and  richly  productive 
life,  are  set  before  us  in  this  work. 

A bronze  poi’trait  plaque  in  Touro  Infii’mary 
was  dedicated  to  Dr.  Matas  in  1941  as  a token 
of  appreciation,  in  particular  for  his  long  service 
as  Chief  Surgeon  (1906-1935;  Emeritus  Chief 
Surgeon,  1935-1957).  The  plaque  carries  an  in- 
scription: “Your  example  will  remain  a tradition 
and  a spiritual  legacy  to  immortalize  your  fame.” 
The  biography  is  a full  and  honest  recording  that 
w'ill  perpetuate  the  benefits  of  this  example. 

Harold  Cummins,  Ph.D. 


Medieval  and  Renaissance  Medicine;  by  Benja- 
min Lee  Gordon,  M.  D.  Published  by  Philo- 
sophical Library  1959.  843  p.  Price,  $10.00. 
Physicians  interested  in  the  historical  back- 
ground of  the  profession  will  welcome  this  book. 


To  compo.se  such  a volume  is  no  small  under- 
taking when  one  considers  the  period  of  time  it 
covers  and  the  limited  recorded  knowledge  avail- 
able about  the  medicine  of  these  eras.  Because  of 
this  the  book  is  a somewhat  disjointed  collection 
of  essays  on  medicine  in  various  countries,  dis- 
eases and  specialties,  most  chapters  being  sprin- 
kled with  short  biographies  of  physicians  and 
containing  fairly  adequate  references.  In  gen- 
eral, the  essays  are  well  written  and  interesting, 
especially  the  chapter  on  the  development  of  uni- 
versity teaching. 

However,  I have  found  a few  disturbing  fea- 
tures about  this  book.  Although  a history  of 
medieval  and  renaissance  medicine,  many  of  the 
essays  carry  their  discussion  into  the  nineteenth 
and  twentieth  centuries,  ( For  example,  in  rela- 
tion to  diabetes  there  is  mention  of  the  recently 
developed  oral  hypoglycemic  agents).  There  are 
many  illustrations,  mostly  portraits  of  physicians, 
but  there  is  no  correlation  between  these  and  the 
text.  In  fact,  there  are  two  pictures  of  one  Jesse 
Bennett  (plate  41  and  plate  52)  who  is  re- 
ported to  have  performed  the  first  Cesarian  sec- 
tion in  this  country.  I was  unable  to  find  any 
mention  of  him  in  the  text,  even  in  the  chap- 
ter dealing  specifically  with  obstetrics;  and,  of 
course,  one  wonders  whether  he  really  belongs 
to  this  historical  period. 

In  general,  I would  consider  this  volume  to  be 
a useful  reference  for  physicians  for  general  in- 
terest in  medical  history,  but  question  whether 
the  serious  medical  historian  will  find  it  of 
great  value. 

Alton  Ochsner,  Jr.,  M.  D. 


Medical  Research  and  the  Death  Penalty ; by  Jack 

Kevorkian,  M.  D.,  New  York,  N.  Y.,  Vantage 

Press,  1960,  pp.  75,  price  $2.50. 

The  author  of  this  book  believes  that  criminals 
who  have  been  condemned  to  death  should  be 
given  the  opportunity  of  making  their  bodies 
available  for  medical  research  experiments  under 
anesthesia,  which  would  terminate  in  death,  as 
an  alternative  to  being  executed  in  conventional 
fashion.  The  arguments  in  support  of  his  pro- 
posal are  set  forth  in  the  form  of  a dialogue 
between  the  author  and  an  imaginary  antagonist. 
The  antagonist  is  allowed  to  say  all  of  those 
things  that  have  been  voiced  against  the  pro- 
posal to  the  author  in  private  conversation.  The 
author  for  his  part  labors  the  great  advantage 
to  medical  science  that  might  be  obtained  from 
the  experiment,  and  the  fact  that  the  procedure 
would  be  a benefit  rather  than  a sacrifice  to  the 
prisoner  himself. 

The  author  is  careful  to  exclude  from  discus- 
sion all  considerations  of  emotional  or  aesthetic 
values,  claiming  that  the  matter  must  be  decided 
on  purely  logical  and  factual  grounds.  He  may, 
however,  be  making  a fundamental  error  in 
thinking  that  it  is  desirable  to  exclude  emotional 
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factors  from  what  appears  to  be  a rational  de- 
cision. It  is,  perhaps,  significant  that  the  author 
is  a pathologist  rather  than  a practicing  clinician. 

The  book  is  thin,  and  very  readable.  Its  main 
purpose  is  stated  to  be  to  stimulate  serious  dis- 
cussion about  this  proposal,  but  serious  discussion 
is  likely  to  originate  only  from  those  who  believe 
in  it.  I do  not  think  that  the  book  will  persuade 
anybody  who  starts  reading  it  with  a prejudice 
against  the  idea  of  human  vivisection. 

Brian  H.  McCracken,  M.  D. 


Adventure  to  Motherhood;  by  Often  J.  Allan, 
Miami,  Fla.,  Audio  Visual  Education  Company 
of  America,  1960,  unpaged,  $2.95. 

This  is  a picture  story  with  supplements  in- 
tended as  an  aid  in  prenatal  care.  The  booklet 
contains  color  photographs  that  take  a patient 
and  her  husband  through  the  normal  prenatal 
course  and  delivery.  The  photographs  are  inter- 
spaced with  explanations  and  helpful  prenatal 
advise, 
advice. 

The  supplements  which  can  only  be  distributed 
by  the  physician,  consist  of  a self-taking  obstet- 
rical history  and  hospital  information,  notebook 
leaves,  and  23  leaflets  dealing  with  information 
on  a variety  of  subjects  such  as  the  Rh  factor, 
diabetes,  cesarian  section,  constipation,  etc.  These 
leaflets  are  given  to  the  patient  as  it  applies  to 
her.  The  booklet  can  be  purchased  in  a bookstore 
by  the  patient. 

This  combination  will  be  a very  helpful  adjunct 
in  providing  prenatal  care,  especially  for  primi- 
gravidas. 

Dr.  William  van  Muyden 


Acute  Pericarditis ; by  David  H.  Spodick,  Grune 
and  Stratton,  1959.  182  p.  $6.50. 

An  excellent  monograph  carefully  outlined  and 
well  illustrated.  The  discussion  of  basic  anatomy, 
pathology,  and  particularly  the  pathophysiologic 
changes  incident  to  pericardial  effusion  are  in- 
teresting. 

The  description  of  the  general  clinical  condi- 
tion is  adequate.  The  discussion  of  the  individual 
pericarditides  is  necessarily  sketchy.  Generally 
this  is  an  excellent,  basic  study  of  value  for  all 
clinicians  who  encounter  this  problem. 

Paul  T.  DeCamp,  M.  I). 


Biopsy  Manual;  by  James  D.  Hardy,  M.  D.,  James 
C.  Griffin,  M.  D.  and  Jorge  A.  Rodriguez,  M.  D., 
Philadelphia,  W.  B.  Saunders  Company,  1959. 
pp.  150,  Price  $6.50. 

The  authors  of  Biopsy  Manual  have  assembled 
under  one  cover  a hitherto  unavailable  review 
of  the  techniques  used  and  complications  en- 
countered in  obtaining  biopsy  material  from  prac- 
tically every  organ  except  those  of  the  central 
nervous  system,  the  heart,  and  great  vessels. 

Dr.  Hardy  and  his  co-authors  have  omitted 


little  in  the  way  of  biopsy  techniques  although 
subjects  which  belong  in  the  fields  of  the  surgi- 
cal subspecialists  are  necessarily  dealt  with  only 
briefly.  More  precise  information  can  readily 
be  located  by  referring  to  the  carefully  selected 
bibliography.  Well  written  and  extensively  illus- 
trated, the  book  is  replete  with  practical  and 
reliable  suggestions.  Particularly  valuable  are 
those  dealing  with  the  use  and  hazards  of  anes- 
thesia and  the  complications  and  errors  of  biopsy. 

Biopsy  Manual  will  be  useful  to  the  general 
practitioner  and,  most  particularly,  the  surgical 
trainee.  In  addition,  nurses  who  are  in  charge 
of  minor  surgery  should  find  it  extremely  useful. 

Edward  S.  Lindsey,  M.  D. 


Living  Beyond  Your  Heart  Attack;  by  Eugene  B. 

Mozes,  Prentice-Hall,  Englewood  Cliffs,  N.  J., 

pp.  212,  1959,  $3.50. 

A scientific  book  for  the  layman  who  has,  or 
is  interested  in,  coronary  artery  disease. 

It  is  quite  complete  and  very  clear,  covering 
all  phases  of  the  subject  and  quoting  many  refer- 
ences from  medical  literature. 

However,  Dr.  Mozes  tends  to  suggest  to  the 
reader  what  he  feels  is  the  best  explanation  or 
therapy  in  some  situations  which  are  still  con- 
troversial within  the  profession. 

This  would  be  a good  book  for  a physician  to 
recommend  to  his  patient  with  coronary  disease 
. . . But  the  physician  should  first  carefully 
read  the  sections  on  Therapy  and  Rehabilitation 
(Chapter  6 through  11)  before  doing  so. 

Marshall  Franklin,  M.  D. 


PUBLICATIONS  RECEIVED 
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Frank  G.  Slaughter,  M.  D.,  The  Gentle  Legions, 
by  Richard  Carter,  M.  D. 

Grune  & Stratton,  Inc.,  N.  Y. : Heart  Sounds 
and  Murmurs,  by  Patrick  A.  Ongley,  M.  D.;  Visu- 
al Aids  in  Cardiologic  Diagnosis  and  Treat- 
ment, edited  by  Arthur  M.  Master,  M.  D.,  and 
Ephraim  Donoso,  M.  D.,  sponsored  by  the  Ameri- 
can College  of  Chest  Physicians. 

The  C.  V.  Mosby  Co.,  St.  Louis:  Light  Coag- 
ulation, by  Gerd  Meyer-Schwickerath,  M.  D., 
Translated  by  Stephen  M.  Drance,  M.  B.,  F.R. 
C.S.  (Eng.);  Respiration,  Physiologic  Principles 
and  Their  Clinical  Applications,  edited  and 
Translated  from  the  German  Edition  by  Peter 
C.  Luchsinger,  M.  D.,  and  Kenneth  M.  Moser, 
M.  1).;  Instructional  Course  Lectures,  Volume 
XVII,  1960,  edited  by  Fred  C.  Reynolds,  M.  I). 

Atlas  of  Anatomy  and  Surgical  Approaches  in 
Orthopaedic  Surgery — Lower  Extremity,  by  Ro- 
dolfo Cosentino,  M.  D.;  Cutaneous  Manifesta- 
tions of  the  Benign  Inflammatory  Reticuloses, 
edited  by  Samuel  M.  Bluefarb,  M.  I).;  Cerebi-o- 
spinal  Fluid  Dynamics  in  Health  and  Disease, 
by  David  Bowsher,  M.  D. 
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does  the  bowel  take  kindly  to  no-bulk  diets? 


The  bowel,  designed  to  operate  best  under  the  stimulus  of  a bolus  of  waste,  is 
seldom  at  rest  under  normal  conditions.  But  the  new  bulkless  liquid  diets 
which  have  taken  the  country  by  storm,  although  they  may  be  a useful 
road  to  weight  loss,  may  also  lead  to  constipation  or  bowel  irregularities. 

Metamucil  adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal 
peristalsis  and  also  retain  water  within  the  stools  to  keep  them  soft  and 
easy  to  pass.  Thus  Metamucil,  with  an  adequate  water  intake,  will  avert 
or  correct  constipation  in  the  dieting  patient.  Metamucil  also  promotes 
regularity  through  "smoothage”  in  all  types  of  constipation. 


SEARLE 


Metamucil* 

brand  of  'psyllium  hydrophilic  mucilloid 
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Available  as  Metamucil  powder  in  4,  8 and  16  oz.  cans, 
or  as  the  new  lemon-flavored  Instant  Mix  Metamucil  in 
cartons  of  16  or  30  measured-dose  packets. 
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BRONCHI  AT  EASE-DAY  AND  NIGHT 


New  Isuprel  Compound  Elixir,  with  a pleasant  vanilla  flavor,  keeps 
the  bronchi  dilated  in  patients  with  asthma  and  chronic  bronchitis. 
Isuprel  Compound  Elixir  permits  easy  breathing,  prevents  broncho- 
spasm,  promotes  expectoration  and  reduces  wheezing  or  disturb- 
ing allergic  or  bronchitic  cough. 

Isuprel  Compound  Elixir  is  a balanced  expectorant  bronchodilator. 
It  provides  three  bronchodilators,  Isuprel,  ephedrine  and  theophyl- 
line, with  the  expectorant  potassium  Iodide  in  one  palatable  mixture. 
It  also  contains  Luminal^  to  negate  any  possible  side  effects  from 
the  adrenergic  medication  and  to  provide  a mild  sedative  effect. 
Isuprel  Compound  Elixir  makes  patients  more  serene  by  preventing 


2.5  mg. 
X2  mg. 
45  mg. 


or  alleviating  symptoms 
Isuprel  Compound  Elixir 
its  pleasant  taste  will  be 


and  prolonging  relief,  day  or  night, 
Is  especially  suitable  for  children,  but 
welcomed  by  patients  of  any  age. 


Each  tablespoon  (15  cc.) 
contains; 

Isuprel  (brand  of 
isoproterenol)  HCI 
Ephedrine  sulfate  . . 
Theophylline  .... 

Potassium  iodide 150  mg. 

Luminal  (brand 
of  phenobarbltaO  ...  6 mg. 

Alcohol 19% 

Dosage: 

Children— from  1 to  3 teaspoons 
(5  to  15  cc.)  three  limes  daily 
as  required.  Adults— 1 or  2 
tablespoons  (15  to  30  cc.)  three 
or  four  times  daily  as  required. 


t|i  intri/lob  L 


yy  I 


NEW 

ISUPREL 

ELIXIR 

for  asthma 
allergic  cough^ 
chronic  bronchitis 


iouprtM  and  Lumiofti,  tradvfndrk<  u>,  i ' . P.it  {)(? 
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when  you  suspect 
it  may  become  more 
than  just  a cold... 


with  Bristamin® 


TETRACYCLINE  PHOSPHATE  COMPLEX  WITH  PHENYLTOLOXAMINE  AND  APC 


Onlij  a HUidle  prescription  procides: 

• symptomatic  relief  of  aches,  pains, 
fever,  coryza  and  rhinorrhea  associated 
with  upper  respiratory  infections 

• effective  antibiotic  action  against 
secondary  infections  caused 

by  tetracycline-sensitive  pathogens 


Each 

TETREX-APC  with  BRISTAMIN 
Capsule  contains; 

Antibiotic 

TETREX  (tetracycline  phosphate  complex 


equivalent  to  tetracycline  HCl) 125  mg. 

-\NALGESic  — Antipyretic 

Aspirin 150  mg. 

Phenacetin 120  mg. 

Caffeine  30  mg. 

Antihistaminic 

BRISTAMIN  (phenyltoloxamine  citrate) 25  mg. 


Dosage:  Adults:  2 capsules  3 or  4 times  a day  for  3 to  5 
days. 

Children:  6 to  12  yrs.:  One-half  the  adult  dose. 
Supplied:  Bottles  of  24  and  100  capsules. 


According  to  a report  by  the  Council  on  Drugs 
of  the  American  Medical  Association,* 
antibiotics  may  be  administered  for  prophylaxis 
against  secondary  bacterial  invaders  in  the 
following  types  of  patients  with  influenza : 
pregnant  women ; debilitated  infants ; 
older  individuals ; patients  being  treated  for  other 
bacterial  infections  with  chemotherapeutic 
agents,  and  patients  with  chronic,  nonallergic 
respiratory  disease. 

*Council  on  Drugs,  J.A.M.A.  165:58  (Sept.  7)  1957. 


BRISTOL  LABORATORIES 

Div.  of  Bristol-Myers  Co. 

SYRACUSE,  NEW  YORK 


Put  your  low-back  patient 
back  on  the  payroll 

Soma's  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodoU  Wallace) 

a 

\v/  Wallace  Laboratories,  Cranbury,  New  Jersey 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  pa- 
tients required  an  average  of  41 
days  for  full  recovery  (range:  3 to 
90  days).  The  addition  of  Soma 
therapy  in  this  comparative  inves- 
tigation reduced  the  average  to 
11.5  days  (range:  2 to  21  days). 
With  Soma,  patients  averaged  full 
recovery  30  days  sooner. 


I 


attains 

sustains 

retains 


extra 

antibiotic 

activity 


attains  activity 
levels  promptly 


sustains  activity 
levels  evenly 


DECLOMYCIN  Demethylchlortetracycline  attains  — 
usually  within  two  hours— blood  levels  more  than  ade- 
quate to  suppress  susceptible  pathogens— on  daily 
dosages  substantially  lower  than  those  required  to 
elicit  antibiotic  activity  of  comparable  intensity  with 
other  tetracyclines.  The  average,  effective,  adult 
daily  dose  of  other  tetracyclines  is  1 Gm.  With 
DECLOMYCIN,  it  is  only  600  mg. 


DECLOMYCIN  Demethylchlortetracycline  sust 
through  the  entire  therapeutic  course,  the  high  i 
ity  levels  needed  to  control  the  primary  infectior 
to  check  secondary  infection  at  the  original - 
another— site.  This  combined  action  is  usually 
tained  without  the  pronounced  hour-to-hour,  do; 
dose,  peak-and-valley  fluctuations  which  ch 
terize  other  tetracyclines. 


\tains  activity 
:vels  24-48  hrs. 


jLOMYCIN  Demethylchlortetracycline  retains  ac- 
I'  levels  up  to  48  hours  after  the  last  dose  is 
n.  At  least  a full,  extra  day  of  positive  action  may 
L be  confidently  expected.  The  average,  daily  adult 
;ge  for  the  average  infection— 1 capsule  q.i.d.— 
,ie  same  as  with  other  tetracyclines... but  total 
i,ige  is  lower  and  duration  of  action  is  longer. 


CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage: 
Average  infections-1  capsule  four  times  daily.  Severe 
infections-lnitial  dose  of  2 capsules,  then  1 capsule 
every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3  to 
6 mg.)  per  pound  body  weight  per  day-divided  into 
4 doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored), 
bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg.  per 
pound  body  weight  per  day  — divided  into  4 doses. 

PRECAUTIONS— As  with  other  antibiotics,  DECLOMYCIN  may 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to 
sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN. 
Although  reversible  by  discontinuing  therapy,  patients  should 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with 
DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should 
be  kept  under  constant  observation. 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


PROTECTION  AGAINST  RECURRENCE 


DO  YOU  HAVE  A BEDSORE  PATIENT 
or  A POTENTIAL  BEDSORE  PATIENT? 

EVENPRESSURE  Sheepskins  provide  a quick,  inexpensive  effective  method  of  pre- 
vention and  treatment  of  bedsores. 

For  years  doctors  have  known  the  benefits  derived  from  proper  use  of  the  correct 
type  of  sheepskin  in  the  prevention  of  decubitus  ulcers;  however,  not  all  Sheepskins 
Have  the  Qualities  Necessary.  (Even  the  diet  of  the  sheep  is  a factor  as  diet  influences 
the  density  of  the  wool.)  EVENPRESSURE  Sheepskins  are  selected,  sheared  and 
processed  to  specifications,  thereby  giving  maximum  density,  resiliency,  constant  pressure, 
and  no  absorption  of  water,  which  allows  the  fluid  to  drain  away  from  the  ulcer. 

Order  Today  and  see  for  yourself  the  dramatic  results  possible. 


in  very  special  cases 

. a very^sypWjbr  brandy 

4«:peclfy 

' " ★ ★ ★ 


mnmmmmsBY 

COGNAC  BRANDY 

84  Proof  Schieffelin  & Co.,  New  York 


! 

I THE  EARLE  JOHNSON 

I SANATORIUM 

I DEMPSEY  T.  AMACKER,  M.  D. 

I Medical  Director 

I VICTOR  HUGO  BEAN,  M.  D. 

j Psychiatric  Consultant 

i American  Board  Certified 

I Member  American  Psychiatric  Association 

i 

I Specialized  treatments  in  mental  disorders  and 
I alcoholic  and  drug  addictions. 

I A limited  number  of  custodial  cases  accepted. 

I Fireproof  Buildings 

I Lovely  Gardens  and  Grounds 

I Healthful  Location  — All  Private  Rooms 

I Excellent  Staff 

I "The  Hospital  Atmosphere  is  Avoided" 

j WRITE  P.  O.  DRAWER  106 

I 

I Telephone  3-3369 

j MERIDIAN,  MISSISSIPPI 

j 


I 

i 

i 

j 

j 

j 

i 

i 

j 

i 

j 
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Each  of  the  babies  pictured  on  this  page 
was  borne  by  a mother  with  a documented 
previous  history  of  true  habitual  abor- 
tion, who  was  treated  with  delalutin 
during  the  pregnancy  leading  to  this  birth 

LIVING  PROOF  OF  FETAL  SALVAGE  WITH 

DELALUTIN 

SQUIBB  HYDROxYPROGESTERONE  CAPROATE  Improved  Progestational  1 herapy 


Garden  City,  N.  Y. 


Lincolnwood,  111. 


Roselle.  111. 


Skokie.  111. 


Seaford,  N.  Y. 


Hartford,  Conn. 


East  Williston.  N.  Y. 


iJ 

Norwich,  Vt. 


No.  Massapequa,  L.  1.,  N.  Y. 


Denver,  Colo. 


Denver.  Colo. 


DELALUTIN  offers  these  advantages  over  other  progestational  agents 

• long-acting  sustained  therapy  • more  effective  in  producing  and  maintaining  a 
completely  matured  secretory  endometrium  • no  androgenic  effect  • more  concen- 
trated solution  requiring  injection  of  less  vehicle  • unusually  well-tolerated,  even  in 
large  doses  • fewer  injections  required  • low  viscosity  makes  administration  easy 


Complete  information  on  administration  and  dosage  is  supplied  in  the  package  insert 


Supply : 

Vials  of  2 and  10  cc.,  each  containing  125  mg.  of  hvdroxyprogesterone  caproate  in  benzyl  benzoate  and  sesame  oil. 
Also  available:  DEL.\LUTIN  2X  in  5 cc.  multiple-dose  vials.  Each  cc.  contains  250  mg.  hvdroxyprogesterone  caproate 
in  castor  oil.  preserved  with  benzyl  alcohol. 


Squibb 


Squibb  Quality —The  Priceless  Ingredient 

*OeLALUTlN''S>  IS  A SQUIBB  TftAQCHABK 
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AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


HOW  MAY  A PATIENT 
BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 

He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cow  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K.: 

M.  Clin.  North  America  4i:  11 33  (July)  1959. 


when  the  patient 
needs 

increased  bile  flow... 


DECHOLIN 

(dehydrocholic  acid,  Ames) 

“Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration.” 
Source:  Popper,  H.,  and  Schaffner,  E: 
Liver:  Structure  and  Function,  New 
York,  McGraw-Hill  1957,  p.  309. 

Available:  Df.cmolin  Tablets:  (dehydrocholic 
acid.  Ames)  3-’<i  gr.  (250  mg.).  Bottles  of  100, 
500,  and  1 ,000. 

and  jor  hydrocholeresis  plus 
spasmolysis . . . 

DECHOLIN®  WITH  BELLADONNA 

(dehydrocholic  acid  with  belladonna,  Ames) 

Available:  DEciioLiN/Belladonna  Tablets: 
Decuolin  (dehydrocholic  acid,  Ames)  3%  gr. 
(250  mg.)  and  extract  of  belladonna  Vo  gr.  ( 10  mg.). 
Bottles  of  100  and  500. 


AMES 

COMPANY.  INC 
Elkhort  • Indiono 
Toronto«Conodo 


2(1 
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^OSTO/V 

PUBLIC 


GARDEN 


Bod  of  Digit.ilis  purpurea  '' ' 
with  Campanula  Canterbury  Bells;  in  foreground 


Not  far  from  here  are  manufactured 
from  the  powdered  leaf 
Pil.  Digitalis  (Davies,  Rose) 

0.1  Gram  (IV2  grains)  or  1 U.S.P.  Digitalis  Unit. 
They  are  physiologically  standardized, 
with  an  expiration  date  on  each  package. 
Being  Digitalis  in  its  completeness, 
this  preparation  comprises  the 
entire  therapeutic  value  of  the  drug. 

It  provides  the  physician  with  a safe  and  effective 
means  of  digitalizing  the  cardiac  patient 
and  of  maintaining  the  necessary  saturation. 
Security  lies  in  prescribing  the 
“original  bottle  of  35  pills,  Davies,  Rose.” 


Clinical  samples  and  literature  sent  to  physicians  on  request 


Davies,  Rose  & Co.,  Ltd.  Boston  18,  Mass. 
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Flavorful  fare  your  patient  will  welcome! 

The  secret  of  a successful 
high  protein  diet  is  acceptance 


The  acceptance  of  any  diet  de- 
pends on  its  appetite  appeal. 
Your  high  protein  diet  patients 
should  find  these  dishes  both 
tempting— a%d  economical  . . . 
like  the  fluffy  omelet  above, 
folded  over  penny-sliced  frank- 
furters. Ground  meat,  flaked 
fish  or  chee.se  are  also  rich  (but 
inexpensive)  .sources  of  protein. 


A mixed  green  salad  topped  gen- 
erously with  thinly  sliced  shoe- 
strings of  meat  and  cheese  is  a 
delicious  dish,  as  is  cottage 
chee.se,  served  as  a salad  or 
.spread  on  dark  bread.  And  egg 
white  whipped  into  fruit  juice 
makes  a frothy  flip — while  an 
assortment  of  fruit  and  cheese 
makes  a satisfying  de.ssert. 


United  States  Brewers  Foundation 

If  you'd  like  reprints  of  this  and  t1  other  different  diet  menus  for  your  patients, 
write  United  States  Brewers  Foundation,  636  Fifth  Avenue,  N.Y.  17,  N.Y. 


With  your  approval, 
a glass  of  beer  can 
add  zest  to  your 
patient’s  diet. 

Protein.  O.B  a^m.; 
calories.  104/8  oz.  olats 
(Average  of  American  Beers) 
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The  Journal  of  the  IjOUisiana  State  Medical  Society 


patient 


unhappily 


overweight? 


I 


minimize  care  and  eliminate  despair  with 

METHEDRINE 

brand  Methamphetamine  Hydrochloride 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine  . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized 
or  entirely  absent."'  Literature  available  on  request. 


Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 


‘ Douglas,  H.  S.:  West.  J.  Surg.  59:238  (May)  1951. 


i 


L BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe.  New  York 
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Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  ...  all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
pre.scribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  w'hich  can  exert  choles- 
terol depres.sant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels — 1200,  1800  and 
2600  calories.  You  pre.scribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
a.ssure  that  the  specified  menus  provide  pre- 
.scribed  levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  flinoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wes.son  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 

Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Total  unsaturated 70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brandy  where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 


USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 

DR 

ADDRESS 

CITY ZONE STATE 


Medical  education  needs  your  dollars 
to  stay  strong  and  free  . . . 


urntmmmmr 


Give  to  the 
school  of  your  choice 
through  AMEF 


To  train  the  doctors  of  tomorrow, 
the  nation’s  medical  schools  must  have 
your  help  today.  It  is  a physician’s  unique 
privilege  and  responsibility  to  replenish 
his  own  ranks  with  men  educated 
to  the  highest  possible  standards. 

Invest  in  the  future  health  of  the  nation  and 
your  profession.  Send  your  check  today  I 


American  Medical  Education  Foundation 


535  North  Dearborn  Street 
Chicago  10,  Illinois 


32 


Tiik  .Iournal  of  thk  1/)uisiana  Statk  Medical  Society 


When  it's  mo 


grippe  or 

“flu” than  a sfirrple 

cold,  but  an  antibiotic 
is  not  indicated... 
prescribe  NEW 


WIN-CODINTablets 

New  Win-Codin  talilets  provide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations.  New  Win-Codin  tablets  contain 
a full  complement  of  the  most  effective  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  15  mg.— lo  relieve  local  and  generalized 
pain  and  control  dry  cough 

Neo-Synephrine®  10  mg.— to  shrink  nasal  membranes  and 
open  sinus  ostia 

Acetylsalicyclic  acid  300  mg.  (5  grains)— to  reduce  fever  and 
relieve  aching 

Chlorpheniramine  maleate  2 mg.—zn  antihistamine  to  shrink 

engorged  membranes  and  lessen  rhinorrhea 

Ascorbic  acid  (vitamin  C)  50  mg.— to  increase  resistance  to 

infectionst 


LABORATORIES 
New  York  18.  N.  Y. 


New  Win-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  colds,  influenza  or  sinusitis. 

Average  dose:  Adults,  1 or  2 tablets  three  times  daily;  children 
6 to  12  years,  from  1/2  to  1 tablet  three  times  daily. 

Available  in  bottles  of  100  (Class  B narcotic). 

♦Trademark  fFor  persons  with  vitamin  C deficiency 

Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 

IS51H 
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Dietitians  sometimes  become 
so  concerned  with  the  calorie, 
vitamin  and  mineral  aspects  of  food 
that  they  lose  sight  of  the 
psychological  effect  of  food  on  the 
patient.  He  needs  food  to  help  him 
get  well,  but  it  must  be  food  to 
intrigue  his  Interest  and  appetite. 


In  the  dull  and  often  unappealing  dietary  regimen  of  many  patients,  a glass  of 
wine  frequently  provides  a touch  of  interest  and  “elegance” — a psychological 
boost  of  inestimable  value. 

Aloreover,  wine  can  be  used  in  cooking  to  add  zest,  sparkle,  subtle  flavor  and 
appetite-appeal  to  soups,  sauces,  chicken,  meat,  fish,  eggs  and  desserts. 

By  stimulating  appetite,  supplying  quick  energy  source,  relaxing  tensions  and 
increasing  morale,  the  prudent  use  of  wine  has  been  described  as  balm  for  the 
convalescent  and  “milk”  for  the  aged. 

For  a scientific  discussion  of  the  modern  Rx  uses  for  wine  in  convalescence,  cardiology,  urology, 
geriatrics,  write  for  "Uses  of  Wine  in  Medical  Practice,"  Wine  Advisory  Board,  717  Market  Street, 
San  Francisco  3,  California. 

•Floor#,  F.  B.;  Wine  is  Fine  lor  Hospital  Cookery,  Mod.  Hosp.  94jl34  (June)  1960. 
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HISTA-VADRIN 

when  antihistamines  alone  are  not  enough 


HISTA-VADRIN,  an  upper  respiratory  de- 
congestant, is  designed  for  the  oral  relief  of  con- 
gestion and  edema  of  the  upper  respiratory  pas- 
sages. The  ANTIHISTAMINIC  drugs  methapyriline 
and  chlor-pheniramine  are  noted  for  their  ability  to 
prevent  vasodilatation  and  inflammatory  edema 
caused  by  the  release  of  histamine. 

VASOCONSTRICTORS,  phenylpropanolamine  and 
phenylephrine  oppose  mucosal  edema  by  constrict- 
ing blood  vessels  which  have  been  dilated  by  hista- 
mine and  other  factors  involved  in  inflammation. 
These  vasoconstrictors  are  not  as  likely  to  cause 
excitement  or  wakefulness  as  ephedrine  or  meth- 
amphetamine  (I). 


Indications;  For  the  relief  of  hay  fever, 
vasomotor  rhinitis,  and  symptoms  resulting  from 
upper  respiratory  infections.  Mista-vadrin  can  af- 
ford relief  also  in  other  allergic  conditions  such  as 


urticaria  and  angioedema. 

Each  scored  Hista-vadrin  tablet  contains: 

Phenylpropanolamine  Hydrochloride  40  mg. 

Chlor-Pheniramine  Maleate  . 4 mg. 

Methapyriline  Hydrochloride  40  mg. 

Phenylephrine  Hydrochloride  5 mg. 


Dosage:  Adult  Dose,  I tablet  every  six  hours  or  in 
accordance  with  therapeutic  response. 

Supplied:  Slow  release  scored  tablets  designed  to 
disintegrate  in  2 to  3 hours. 

Reference  available  on  request. 

Samples  and  professional  literature  on  request. 


HISTA-VADRIN  is  another  "established  need”  product 

\n  our  (>\si  year . . . First  T^GX^IS  S^Arrltruiceiiiica/:^,  Sne, 

DALLAS.  TEXAS  * SINCE  1901 


February,  1961 — Vol.  113,  No.  2 


35 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories  Facing  page  14 

Ames  Company,  Inc 26 

Bristol  Laboratories  Facing  page  2,  19 

Browne-McHardy  Clinics  6 

Burroughs  Wellcome  & Co 29 

Davies,  Rose  & Co.,  Ltd 27 

First  Texas  Pharmaceuticals,  Inc 35 

The  Earle  Johnson  Sanatorium  24 

Katz  & Besthoff,  Ltd 1 

Lederle  Laboratories  6,  22,  23 

Eli  Lilly  & Company  Front  Cover,  16 

Louisiana  Coca-Cola  Bottling  Co 1 

Louisiana  State  Board 

of  Health Second  & Third  Covers 


J.  A.  Majors  Company  1 

Peacock  Surgical  Co.,  Inc 24 


Professional  Cards  36,  37,  38 

A.  H.  Robins  Company... .3,  12,  13,  Facing  page  28 
J.  B.  Roerig  & Co.,  Inc.  4,  5,  15 


W.  B.  Saunders  Company  7 

Schieffelin  & Co 24 

G.  D.  Searle  & Company 17 

Smith  Kline  & French 

Laboratories  Back  Cover 

E.  R.  Squibb  2,11,25 

United  States  Brev'ers  Foundation  28 

VanPelt  and  Brown,  Inc 14 

Wallace  Laboratories.. ..8,  Facing  page  8,  9,  20,  21 

Wesson  Oil  & Snowdrift  Sales  Co 30,  31 

Wine  Advisory  Board  34 

Winthrop  Laboratories  10,  18,  33 


PROFESSIONAL  CARDS 


The  Baton  Rouge  Clinic 

134  North  19th  St. 


DI  8-5361 


SURGERY 

J.  Sabatier,  M.  D. 

Charles  Mosely,  M.  D. 

B.  E.  Coggeshall,  M.  D. 

GYNECOLOGY  & OBSTETRICS 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 

Donald  C.  Diefendorf,  M.  1). 

UROLOGY 

Mortimer  Silvey,  M.  D. 


INTERNAL  MEDICINE 
Charles  Prosser,  M.  D. 
Roger  Reynolds,  M.  D. 
(Allergy) 

Bruce  L.  Baer,  M.  D. 

( Gastroenterology ) 
Douglas  Gordon,  M.  D. 
(Endocrinology) 

EYE 

George  H.  Jones,  M.  D. 


KENNETH  A.  RITTER,  M.  D. 
JOHN  L.  WINKLER,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street  New  Orleans 

UN  1-7551  By  Appointment 

CHARLES  I.  BLACK,  M.D. 

DISEASES  OF  THE  SKIN 
3369  Convention  Street  Dickens  3-2841 
Baton  Rouge,  Louisiana 


DR.  IRVING  A.  LEVIN 

ANORECTAL  AND  COLON  DISEASES 
3432  Prytania  Street  TW.  5-2043 
New  Orleans,  La. 

FREDERIC  W.  BREWER,  M.  D. 

PRACTICE  LIMITED  TO  PSYCHIATRY 
1008  Maison  Blanche  Building 
JA  5-4047  By  Appointment 
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BARRETT  KENNEDY,  AA.  D.  V.  AAEDD  HENINGTON,  AA.  D. 

WAA.  J.  PERRET,  AA.  D. 

(Associate) 

DERAAATOLOGY 


Courtesy 

Parking 

Adjacent 
to  Building 


4522  AAAGNOLIA  STREET 


TWinbrook  1-4452—1-4453 


Green  Clinic 


709  South  Vienna  Street 
Surgery 

Marvin  T.  Green,  M.D. 
LaMoyne  C.  Kleich,  M.D. 
Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 

David  M.  Hall,  M.D. 
Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 
Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 


Ruston,  Louisiana 
Radiology 

M.  Ragan  Green,  M.  D. 


Internal  Medicine 
Henry  S.  Roane,  M.D. 
Robert  W.  Sharp,  M.D. 
Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C;  Baugh,  D.D. 


The  Sellers  and  Sanders  Clinic 

OrrOBITE  SOUTHERN  BAPTIST  HOSPITAL 

4414  Magnolia  St.  New  Orleans  15,  La. 

Telephone  TW  5-6635 


Obstetrics  & Gynecology 
Thomas  B.  Sellers,  M.  D. 
Simon  V.  Ward,  M.  D. 
Julius  T.  Davis,  Jr.,  M.  D. 
T.  K.  Dampeer,  Jr.,  M.  D. 


General  Surgery 

John  T.  Sanders,  M.  D. 

L.  Terrell  Tyler,  M.  D. 
Internal  Medicine 

Daniel  W.  Hayes,  M.D. 
Lige  B.  Rushing,  .Jr.,  M.D. 


Diagnostic  X-ray  and  Laboratory  Facilities 


PHILIP  RONALD  LORIA,  M.  D. 

DISEASES  OF  THE  SKIN 

Dermoplaning  Removal  of  Excessive  Hair 


1104  Maison  Blanche  Bldg. 


New  Orleans  16,  La. 


By  Appointment 


524-9621 
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PROFESSIONAL  CARDS 


JOHN  C.  HARDIN,  JR. 

D.D.S.,  M.D.,  F.A.C.S. 

Maxillo-Facial  & Oral  Surgery 

(Head  and  Neck  Surgery) 

121  Physicians  & 
Surgeons  Bldg.,  West 
Phone  3-6901  Shreveport,  Louisiana 


DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 
2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  2-0171  Res.:  JA  2-3946 


JAMES  W.  BURKS,  JR.,  M.  D. 

DISEASES  OF  THE  SKIN 
SURGICAL  PLANING  FOR  COSMETIC  DEFECTS 
FACILITIES  FOR  REMOVAL  OF  SUPERFLUOUS  HAIR 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La.  529-3322 

DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg.  523-3216 


DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pars  MsrqusHs  Bldg.  JA  2-0202 


DK.  iUCHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
TWinbreek  S-4561 


UK.  EUGEJNE  L.  WEJNK 
GERIATRICS 

266  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 

I. EWELL  C.  BUTLER,  JR.,  M.  D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Phone  3-9671 

211-213  Physicians  and  Surgeons  Building  West 
803  Jordan  Street  Shreveport,  Louisiana 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
JAclcson  2-7697  By  Appointment 


THE  OWENS-MEADE  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  St.  New  Orleans  13,  La. 

Telephone:  JAckson  2-0106 
After  Hour!  — Call  Doctors'  Exchange  Wll  5-4141 


DR-  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanch#  Building 
JA.  S-0873  By  Appeintmsnt 


j.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studios 

Irregular  Antibody  Dotorminations 

Patsrnity  Exclusion  Tosts 

2700  NAPOLEON  AVE.  TW.  5-46BI 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

444  So.  Ryan  Strsst  Laks  Charles,  La. 

Phone  HE  3-6361 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR-  HARRY  ZOLLER 

HEARING  AND  DEAFNESS 
DISEASES  AND  SURGERY  OF  THE  EAR 

1109  Pere  Marquette  Building 
JA.  5-2535  By  Appointment 
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The  Cancer  Commission  oF  the  Louisiana  State  Medical  Society 

THE  AMERICAN  CANCER  SOCIETY 

is  dedicated  to  saving  lives  from  cancer  and  spear- 
heads the  fight  against  cancer  quackery.  Its  Com- 
mittee on  New  or  Unproved  Methods  of  Treatment 
of  Cancer  has  a membership  of  physicians,  lawyers, 
educators,  and  public  relations  specialists.  This 
committee  has  been  a prime  mover  in  developing 
constructive  action 


Inspired  by  model  legislation  formulated  by  this 
committee  with  the  active  cooperation  of  the  Cali- 
fornia Medical  Association,  California,  Kentucky 
and  Nevada  recently  passed  bills  providing  the  first 
effective  means  of  fighting  cancer  quackery  at  its 
base  of  operations— in  the  local  community. 

To  keep  both  the  public  and  the  medical  profession 
informed,  the  Society  has  established,  in  its  national 
office,  a central  repository  of  material  on  new  or 
unproved  methods  of  cancer  diagnosis,  treatment 
and  cure— a principal  source  of  such  information 
in  this  country. 


The  American  Cancer  Society,  in  this  as  in  all  its 
efforts,  serves  both  the  private  citizen  and  the  prac- 
ticing physician— and  is,  in  turn,  served  by  both. 


THE  AMERICAN  CANCER  SOCIETY 

Louisiana  Dwision,  Inc. 

822  Perdido  Street  New  Orleans  12,  La. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.  D., 

President 


CONTROL  WHEN  IT 
IS  VITALLY  NEEDED: 
THORAZINE®  INJECTION 

brand  of  chlorpromazine 

‘Thorazine’  can  rapidly  control  the  severely 
agitated  patient,  preventing  him  from  harming 
himself  or  those  around  him.  Usually,  his 
belligerence,  hostility  and  excitement  are  re- 
placed by  rational,  docile  behavior,  and  he 
becomes  receptive  to  guidance  and  counselling. 

‘Thorazine’  is  so  effective  in  agitation  because 
it  provides  an  intense  tranqiiilizing  effect,  for 
control  of  both  emotional  and  physical  hyper- 
activity; and  a transitory  soporific  effect,  for 
added  initial  control  of  physical  hyperactivity^ 


Smith  Kline  & French  Laboratories 
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relief  from  pain, 
fever,  and 
inflammation 


DARVOr  COMPOUND 

(dextro  propoxyphene  and  acetylsalicylic  acid  compound.  Lilly) 

Usual  Dosage:  1 or  2 Pulvules®  three  or  four  times  daily. 

Also  Available:  DAR\’ON  COMPOUND-65 


Eli  Lilly  and  Company 
Indianapolis  6,  Indiana,  U.  S.  A. 


Second  Class  Mail  Privileges  Authorized  at  New  Orleans,  Louisiana 


DEATH  CERTIFICATES 

A Louisiana  law  I'equires  that  a burial  transit  permit  be 
issued  before  burial  or  transportation  of  a dead  human 
bodj''.  Before  a funeral  director  may  obtain  such  a permit, 
he  must  surrender  to  the  local  registrar,  or  to  his  deputy, 
a satisfactorily  completed  certificate  of  death  duly  signed 
by  the  physician  last  in  attendance  on  the  deceased.  These 
certificates  shall  be  signed  in  jet  black  ink  as  decreed  by 
Louisiana  Legislative  Act. 

This  law  applies  to  burial  within  a parish,  transporta- 
tion from  one  parish  to  another,  and  out-of-state  transpor- 
tation. 

Burial  or  transportation  of  a dead  human  body  without 
a permit  subjects  the  funeral  director  to  a maximum  fine 
of  $500  and/or  license  suspension  or  revocation. 

Louisiana  physicians  are  urged  to  cooperate  with  the 
funeral  directors  by  signing  death  certificates  in  time  for 
them  to  secure  burial  permits. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D. 

President 


1)  Kl  IN  k 


Uverv  Bottle  Sterilized 


March,  1961— Vol.  113,  No.  3 


1 


“.extraordinarily  effective  diuretic..”’ 

Efficocy  ond  expanding  clinical  use  are  making  Naturetin  the 
diuretic  of  choice  in  edema  and  hypertension.  It  mointains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.^  More  potent  than  other  diuretics, 

Noturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 

Naturetin  Naturetin^K  £ 

Squibb  Benzydroftunnethjazide  Squibb  Benzydroliumethiazid>^  “ith  Potassium  Chloride 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide  and  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  copsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 
References;  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.: 
Monographs  on  Therapy  5:60  (Feb.)  1960.  2.  Ford,  R.  V.:  Current 
Therap.  Res.  2:92  (Mar.)  I960. 
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mutually  potentiating  nonsteroid  antirheumatics 


"superior  to  aspirin” ^ and  with  a "higher  'therapeutic  index’ 


”1 


IUUICI» 

Sodium  salicylate  (5  gr.) 

0.3  Gm. 

Sodium  para-aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


When  sodium  should  be  avoided — 

PABALATE- SODIUM  FPvEE 


}Vhen  conservative  steroid  therapy  is  indicated — 

PABALATE -HC 


In  each  pink  enteric-coated 

Pabalate-Sodium  Free 

tablet: 

Same  formula  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 


In  each  light  blue  enteric-coated 
PaBALATE-HG  tablet: 


Pabalate  with  Hydrocortisone  formula  as  PABALATE- 

Sodium  Free,  plus  hydrocor- 

1.  Barden,  F.W.,  et  al.:  J.  Maine  M.  A.  46:99,  1955.  tisone  (alcohol)  . . . 2.5  mg. 
2.  Ford,  R.A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


Making  today’s  medicines  with 
integrity . . . seeking  tomorrow’s 
with  persistence. 


BENADRYL  Ilyrlrooliloride  (<Uphcn- 
hyclraniine  hydrochloride,  I’arke-Davis)# 
Kapseals®  of  50  mg.;  Capsules  of  25  nig.; 
Emplets*^  (enteric-coaled  tablets)  of  50 
mg.;  in  aqueous  solutions;  1-cc.  Ampoules, 
50  mg.  per  cc.;  10-  and  50-cc.  Sleri-Vials,® 
10  mg.  per  cc.  with  1:10,000  h<mzetho- 
nium  chloride  as  a germicidal  agent; 
Elixir,  10  mg.  per  4-  cc.;  2%  Ointment 
(waler-miscihle  base);  Kapseals  of  50  mg. 
BENADRYL  HCl  with  25  mg.  ephedrinc 
sulfate.  INDICATIONS:  Allergic  diseases 
such  as  hay  fever,  allergic  rhinitis,  urti- 
caria, angiotMlema,  bronchial  asthma, 
scrum  sickness,  atopic  dermatitis, 
contact  flerinatitis,  ga>trointestinal 
allergy,  vasomotor  rhinitis,  phys- 


ical allergies,  and  allergic  transfusion  re- 
actions, also  postoperative  nausea  and  vom- 
iting, motion  sickness,  parkinsonism,  and 
quieting  emotionally  disturbed  children. 
Parenteral  administration  is  indicated 
where,  in  the  judgment  of  the  physician, 
prompt  action  is  necessary  and  oral  ther- 
apy would  be  inadequate.  DOSAGE:  Oral 
—adults,  25  to  50  mg.  three  or  four  times 
daily.  Qiildrcn,  1 or  2 teaspoonfuls  of 
Elixir  three  or  four  times  daily.  Paren- 
teral—10  to  50  mg.  intravenously  or 
deeply  intramuscularly,  not  to  exceed 
400  mg.  <laily.  High  doses 
may  be  required  in  acute,  gen- 
eralized or  chronic  urticaria, 
allergic  eczema,  bronchial 


asthma,  and  status  asthmaticus. 
PRECAI  TION:  Avoid  subcutaneous  or 
perivascular  injection.  Single  parenteral 
dosage  greater  than  100  mg.  should  b^ 
avoided,  particularly  in  hypertension  am 
cardiac  disease.  Products  containing 
BENADRYL  should  be  used  cautiously 
with  hypnotics  or  other  sedatives;  if  atro- 
pine-like i'fTccts  are  undesirable;  or  if  the 
patient  engages  in  activities  requiring 
alertness  or  rapid,  accurate  response  (siicl: 
as  driving).  Ointment  or  Cream  should 
not  be  applied  to  extensively  denuded  <»r 
weeping  skin  areas.  Preparations  con- 
taining ephedrinc  are  subject  to  the 
same  contraindications  applicable  to 
ephedrine  alone. 


wImmi  allergy  looms  lar»o  in  llio  lifo  your  palioiit... 


rHu‘V(‘s  Hii‘  .sviiiploiiis  of  food  allorj^y  W lien  the  allergic  patient 
can't  resi>t  eating  an  olTemling  IikmI,  the  ensuing  punishment  is  often  out 
of  all  proportion  to  the  nature  of  the  “erinie.'’  In  sueh  cases,  BENADRYL 
pro\  ides  a twofold  therapeutic  approach  to  the  inanageincnl  of  distressing 
symptoms. 

tuiiihisiamiuii*  Ui'iUnt  A potent  histamine  antagonist,  BENADRYL 
breaks  the  cycle  of  allergic  response,  therehy  relieving  gastrointestinal 
upset,  urticaria,  edema,  jiruritus,  and  coryza. 

ailiispasmotlU'  UCiiotl  Heeause  of  its  inherent  atropine-like  proper- 
ties. BENADRYL,  affords  concurrent  relief 
of  gastrointestinal  spasm,  ahdoininal  pain, 
nausea,  and  Muniting.  PARKE.DAVIS  a COMPANY.Oelron  32, Michigan 


PARKE-DAVIS 


antilii£tnininic-.intisi>ii:inioi1ic 


cliis  most 

allergens 

down 


Size 


3 -dimensional 
support  for  older 

patients 

BOLSTERS...  A tissue  metabolism 
A interest,  vitality 
A failing  nutrition 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains;  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  Bj2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (Bj)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B,) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate 
25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate 


50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 
(Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 
Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 
(as  Kl)  0.1  mg.  • Calcium  (as  CaHP04)  35  mg.  • Phosphorus  (as 
CaHPOj)  27  mg.  • Fluorine  (as  CaFj)  0.1  mg.  • Copper  (as  CuO) 
1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese  (as  MnOJ 
1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 
(as  Na2B407.10H20)  0.1  mg.  Botties  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Browne-McHardy  Clinics 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
New  Orleans  15,  La. 
TWinbrook  9-2376 


INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  M.  D. 
John  T.  Leckert,  M.  D. 

G.  Gordon  McHardy,  M.  D. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D, 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T.  Williams,  M.  D. 

DERMATOLOGY 

William  Burroughs,  M.  D. 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D, 


GRAVIER  ST.  DIVISION 
630  Gravier  St. 

New  Orleans  12,  La. 
524-1605 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 

GENERAL  SURGERY 

Claude  C.  Craighead,  M.  D. 
Raul  G.  Reyes,  M.  D, 

OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  Ayerst,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabezies,  M.  D. 

INDUSTRIAL  MEDICINE 
Ralph  J.  McDonough,  M.  D. 

INDUSTRIAL  SURGERY 
Irby  J.  Hurst,  M.  D. 


VETERANS  HIGHWAY  DIVISION 
8601  Veterans  Memorial  Hwy. 
Metairie,  La. 

VErnon  3-7341 


PEDIATRICS 

Robert  J.  Maraist,  M.  D. 

Bettina  C.  Hilman,  M.  D. 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 
Diabetics 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 
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you  can't  prescribe  a more 
effective  antibiotic  than 


ERYTHROCIN' 

Erythromycin,  Abbott 


How  much  “spectrum”  do  you  need  in  treating  an 
infection?  Clearly,  you  want  an  antibiotic  that  will 
show  the  greatest  activity  against  the  offending  or- 
ganism, and  the  least  activity  against  non-patho- 
genic  gastro-intestinal  flora. 

Weigh  these  criteria— and  make  this  comparison— 
when  treating  your  next  coccal  infection.  Erythrocin 
is  a medium-spectrum  antibiotic,  notably  effective 


against  gram-positive  organisms.  In  this  it  comes 
close  to  being  a “specific”  for  coccal  infections  — 
which  means  it  is  delivering  a high  degree  of  activity 
against  the  majority  of  common  infection- producing 
bacteria. 

And  against  many  of  the  troublesome  “staph”  strains 
—a  group  which  shows  increasing  resistance  to  peni- 
cillin and  certain  other  antibiotics— Erythrocin  con- 
tinues to  provide  bactericidal  activity.  Yet,  as  potent 
as  Erythrocin  is,  it  rarely  has  a disturbing  effect  on 
normal  gastro-intestinal  flora.  Comes  in  easy-to- 
swallow  Filmtabs®,  100  and  250  mg. 

Usual  adult  dose  is  250  mg.  every  six 
hours.  Children,  in  proportion  to  age 
and  weight.  Won’t  you  try  Erythrocin? 

®Filmtab— Film-sealed  tablets,  Abbott. 


103204 


In  over  five  vears 


Proven 


in  more  than  750  published  clinical  studies 


Effective 


lor  relief  ol  anxiety  and  tension 


Outstandingly  Safe 

1 simple  dosage  schedule  produces  rapid,  reliable 
trampiilizalion  without  unpredictable  excitation 


(.J  no  cumulative  effects,  thus  no  need  for  difficult 
^ dosage  readjustments 


does  not  produce  ataxia,  change  in  aj)pclite  or  libido 
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does  not  produce  dej)ression,  Parkinson-like  symptoms, 
jaundice  or  agraiudocytosis 


does  not  impair  mental  efficiency  or  normal  behavior 


Milt  own 

m^probamatp  (Wallacal 

Usual  dnsagr:  One  oi  Iwii  100  ill);;,  lalilcis  l.i.d. 

Sti l>j)lir(l : 100  nij’.  s(oii'(l  taOlcls,  L’OO  inj>.  sii^ai  (nalcd  lahlcls. 

Also  as  M M’Ko  I Alls*  — 'loo  nif;.  uuuunkrd,  ciialcd  talilcis;  and 
as  Ml  l•Kosl■AN'*—  100  ing.  and  L’OU  nig.  cunliuuous  release  capsules. 

\VALLAt;L  LAliUR.\  rORILS  / Cranbury,  N.  J. 


For  neuralgias,  dysmenorrhea,  upper  respiratory 
distress,  postsnrgical  conditions . . . new  compound 
kills  pain,  stops  tension,  reduces  fever— gives  more 
complete  relief  than  other  analgesics. 


Soma  Compound  is  an  entirely  new,  totally  dif- 
ferent analgesic  combination  that  contains  three 
drugs.  First,  Soma;  a new  type  of  analgesic  that 
has  proved  to  be  highly  effective  in  relieving 
both  pain  and  tension.’  Second,  phcnacetin: 
a “standard”  analgesic  and  antipyretic.  Third, 


caffeine:  a safe,  mild  stimulant  for  elevation  of 
mood.  As  a result,  the  patient  gets  more  complete 
relief  than  he  does  with  other  analgesics. 

Soma  Compound  is  nonnarcotic  and  nonad- 
dicting. It  reduces  pain  perception  without  im- 
pairing the  natural  defense  reflexes.* 


NEW  NONNARCOTIC  ANALGESIC 


soma*  Compound 


Composition:  Soma  (carisoprodol),  200  mg.; 
phenacetin.  160  mg.;  caffeine.  32  mg. 

Dosage:  I or  2 tablets  q.i.d. 

Supplied:  Bottles  of  SO  apricot-colored, 
scored  tablets. 


NEW  FOR  MOKE  SEVERE  PAIN 

soma^  (^ompound+ codeine 

BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Compound  boosts 
the  effectiveness  of  codeine.  Therefore,  only  'A  grain  of  codeine  phosphate 
is  supplied  to  relieve  the  more  severe  pain  that  usually  requires  Vz  grain. 

Composition:  Same  as  Soma  Compound  plus  14  grain  codeine  phosphate. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  white,  lozenge-shaped  tablets;  subject  to  Federal  Narcotics  Regulations. 


V?/ WALLACE  LABORATORIES  • Cranbury,  N.  J. 


'References  available  on  request. 


FORMULA:  Each  15  cc.  (tablespoon)  contains: 


Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F 225  mg. 

Kaolin  3 Gm. 


Opium  tincture  U.S.P.  . 0.08  cc. 

(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  V4  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 

SUPPLIED:  Bottles  of  16  Jl.  oz.  (raspberry  flavor,  pink  color) 
Exempt  Narcotic,  Available  on  Prescription  Onlp. 


Percodan  tablets  effectively  relieve  pain  through  a range  of 


intensities  commencing  with  moderate  pain  and  extending 


Percodan 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 

TABLETS 

for  pain 

prompt  relief 
profound  relief 
prolonged  relief 


ACTS  FASTER— usually  wlthiu  5-15  minutes,  lasts 
LONGER— usually  6 hours  or  more,  more  thorough 
RELIEF— permits  uninterrupted  sleep  through  the 
night.  RARELY  CONSTIPATES— excellent  for  chronic 
or  bedridden  patients. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit 
forming.  Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxy- 
codeinone hydrochloride,  0.38  mg.  dihydrohydroxycode- 
inone  terephthalate,  0.38  mg.  homatropine  terephthalate, 
224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin,  and 
32  mg.  caffeine. 

Also  available— for  greater  flexibility  in  dosage— Percodan®- 
Demi:  The  Percodan  formula  wiA  one-half  the  amount  of 
salts  of  dihydrohydroxycodeinone  and  homatropine. 


Cnao 


LITERATURE  AVAILABLE  ON  REQUEST 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


'U.S.  Patent  Nos.  2,628.185  and  2,907,763 
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When  it’s  penicillin-susceptible 
and  the  patient  is  not  allergic 

Use  an  orally  maximal  penicillin 


Consistent  dependable  therapeutic  response  throutfh 
maximal  absorption,  maximal  serum  concentration  and 
longer  duration  of  inhibitory  antibiotic  levels  for  less 
susceptible  organisms. 


Available  as  Maxipen  Tablets,  125  mg.  and  250  mg.; 
Maxipen  for  Oral  Solution,  125  mg.  per  5 cc.  of  recon- 
stituted liquid.  r •,  j * 

^ Literature  on  request 


or 

When  you  hesitate  to  use  penicillin 

(eg.  possible  bacterial  resistance  or  allergic  patient) 


You  can  count  on 


Extends  the  Gram-positive  spectrum  of  usefulness  to 
include  many  staphylococci  resistant  to  one  or  more  of 
the  commonly  used  antibiotics  — narrcut/’s  the  spectrum 
of  side  effects  by  avoiding  many  allergic  reactions  and 
changes  in  intestinal  bacterial  balance. 

Available  as  Tao  Capsules,  250  and  125  mg.;  Tao  Oral 
Suspension,  125  mg.  per  5 cc. ; Tao  Pediatric  Drops, 
100  mg.  per  cc.  of  reconstituted  liquid;  Intramuscular 
or  Intravenous  as  oleandomycin  phosphate.  Other  Tao 
formulations  also  available;  Tao®-AC  (Tao,  analgesic, 
antihistaminic  compound)  Tablets;  Taomid®  (Tao  with 
Triple  Sulfas)  Tablets,  Oral  Suspension. 

Literature  on  request 


and  for  nutritional  support  VITERRA®  vitamins  and  minerals 
Formulated  from  Pfizer's  line  of  fine  pharmaceutical  products 


New  York  17,  N.  Y.,  Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being"^^' 


?.Larch,  1961 — Vol.  118,  No.  3 
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effective,  palatable,  economical 

Cremosuxidine®[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 

Chocolate-mint  flavored... readily  accepted  by  patients  of  all  ages. 

Additional  information  on  CreMOSUXIDINE  Is  available  to  physicians  on  request. 

MERCK  SHARP  & DOHME,  division  of  merck  & co.,  Inc.,  west  point,  pa. 
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UNSURPASSED  “GENERAL-PURPOSE''  CORTICOSTEROID.. . 


Triamcinolone  LEDERLE 


OUTSTANDING  FOR  “SPECIAL-PURPOSE"  THERAPY 


Triamcinolone  has  long  since  proved  its 
unsurpassed  efficacy  and  relative  safety  in  the  therapy  of  rheumatoid  arthritis, 
inflammatory  and  allergic  dermatoses,  bronchial  asthma,  and  all  other  condi- 
tions in  which  corticosteroids  are  indicated.  But  ARISTOCORT  has  also  opened  up 
new  areas  of  therapy  for  selected  patients  who  otherwise  could  not  be  given  corti- 
costeroids. Medicine  is  now  in  an  era  of  “special-purpose”  steroids.' 


One  outstanding  advantage  of  triam- 
cinolone is  that  it  rarely  produces 
edema  and  sodium  retention.'-'^ 

The  clinical  importance  of  this  prop- 
erty cannot  be  overemphasized  in 
treating  certain  types  of  patients. 
McGavack  and  associates^  have 
reported  the  beneficial  results  with 
ARISTOCORT  in  patients  with  existing 
or  impending  cardiac  failure,  and  those 
with  obesity  associated  with  lymph- 
edema. Triamcinolone,  in  contrast  to 
most  other  steroids,  is  not  contraindi- 
cated in  the  presence  of  edema  or 
impending  cardiac  decompensation.® 

Hollander'  points  out  the  superiority 
of  triamcinolone  in  not  causing  mental 
stimulation,  increased  appetite  and 
weight  gain,  compared  to  other  steroids 
which  produce  these  effects  in  varying 


degrees.  And  McGavack,®  in  a compar- 
ative tabulation  of  steroid  side  effects, 
indicates  that  triamcinolone  does  not 
produce  the  increa.sed  appetite,  insom- 
nia, and  psychic  disturbances  associ- 
ated with  other  newer  steroids. 

ARISTOCORT  can  thus  be  advantageous 
for  patients  requiring  corticosteroids 
whose  appetites  should  not  be  stimu- 
lated, and  for  those  who  are  already 
overweight  or  should  not  gain  weight. 
Likewise,  ARISTOCORT  is  suitable  for 
the  many  patients  with  emotional  and 
nervous  disorders  who  should  not  be 
subjected  to  psychic  stimulation.  Fur- 
thermore, ARISTOCORT  Triamcinolone, 
in  effective  doses,  showed  a low  inci- 
dence of  side  reactions  and  is  a steroid 
of  choice  for  treating  the  older  patient 
in  whom  salt  and  water  retention  may 
cause  serious  damage.® 


References:  1.  Hollander,  J.  L.:  J.A.M.A.  172:306  (Jan.  23)  1960.  2.  McGavack, 
T.  H.:  Nebraska  M.J.  44:377  (Aug.)  1959.  3.  McGavack,  T.  H.;  Kao,  K.  Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Am.  J.  M.  Sc.  236:720  (Dec.) 
1958. 

Precautions:  Collateral  hormonal  effects  generally  associated  with  cortico- 
steroids may  be  induced.  These  include  Cushingoid  manifestations  and  muscle 
weakness.  However,  sodium  and  potassium  retention,  edema,  weight  gain, 
psychic  aberration  and  hypertension  are  exceedingly  rare.  Dosage  should  be 
individualized  and  kept  at  the  lowest  level  needed  to  control  symptoms.  It 
should  not  exceed  36  mg.  daily  without  potassium  supplementation.  Drug 
should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex  and 
chicken  pox. 

Supplied;  Scored  tablets  — 1 mg.  (yellow);  2 mg.  (pink);  4 mg.  (white); 
16  mg.  (white). 
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■ See 

both  blood  picture 

and  patient  respond  to 

TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable  of 
producing  in  ten  days  an  Hb  and  RBC  re- 
sponse comparable  to  that  obtained  after  a 
transfusion  of  one  pint  of  whole  blood.  For 
potent,  complete  anemia  therapy,  prescribe 
Trinsicon  . . . just  2 a day  for  all  treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose)  provide: 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor)  ....  300  mg. 

Vitamin  Fii2  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral) 

Cohalamin  Concentrate,  N.F.,  equivalent 

to  Cohalamin 15  meg. 

(The  above  three  ingredients  arc  clinically  equiva- 
lent to  I N.F.  units  of  APA  potency.) 

Ferrous  .Sulfate,  Anhydrous 600  mg. 

(Fqual  to  over  1 Gin.  Ferrous  Sulfate,  U..S.F.) 

Ascorbic  Acid  (\  itamin  C) 150  mg. 

Folic  .'\cid 2 mg. 
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Evaluation  of  a New  Muscle  Kelaxaiit 
111  the  Practice  of  Physical  Medicine 

• The  author  reports  that  the  drug  has  many  desirable  characteristics, 
and  its  muscle-relaxing  property  is  without  any  of  the  usual  side  effects. 


T N the  practice  of  physical  medicine, 
virtually  every  patient  who  presents 
himself  complains  to  some  degree  of  pain 
and  restricted  motion.  This  is  usually 
accompanied  by  muscle  spasm.  Since  this 
is  so,  any  medication  which  will  serve  to 
eliminate  muscle  spasm  will  render  a 
great  service  to  the  patient  by  relieving 
pain,  and  will  facilitate  treatment  by  the 
physician. 

Many  muscle  relaxants  have  been  ad- 
vocated and  used.  However,  to  date  the 
side  effects  produced  by  these  medications 
have  been  so  severe  as  to  limit  their  use- 
fulness greatly.  It  is  for  this  reason  that 
I was  particularly  interested  in  evaluating 
a new  drug  (Soma)  for  which  claims  had 
been  made  that  there  were  no  contraindi- 
cations, no  evidence  of  toxicity  in  the  usu- 
al therapeutic  dose,  and  that  it  produced 
no  excessive  sleepiness. 

Soma  is  N-isopropyl-2-methyl-2-propyl- 
1,  3-propanediol  dicarbamate.  It  is  a de- 
rivative of  meprobamate  which  itself 
possesses  both  tranquilizing  and  muscle 
relaxing  properties.  However,  Soma  has 
been  found  to  be  8 times  more  potent  in 
eliminating  spasticity  in  animals,  and  is 


S.  WINOKUK,  M.  I). 

New  Orleans 

very  effective  in  abolishing  joint  pain 
produced  experimentally  in  rats  by  the 
injection  of  silver  nitrate.  In  this  test, 
aspirin  protects  from  pain  only  in  near- 
lethal  doses.'  Unlike  mephenesin,  both 
Soma  and  meprobamate  have  a prolonged 
action. 

Laboratory  research  further  reports 
that  “Soma  exerts  a powerful  selective 
blocking  action  on  the  interneurons  which 
control  muscle  tone.  Monosynaptic  re- 
flexes are  not  affected,  while  multineuro- 
nal reflexes,  such  as  the  flexor  and  crossed 
extensor,  are  reduced  or  abolished  on 
small  dosage.  Unlike  mephenesin  and 
meprobamate.  Soma  has  only  slight  anti- 
convulsant action.  The  onset  of  Soma’s 
action  is  prompt,  usually  within  thirty 
minutes.  Effects  last  at  least  six  hours.” 

In  human  subjects,  no  effects  on  res- 
piration, blood  pressure,  blood  counts  or 
chemistry,  or  on  renal,  hepatic  or  endo- 
crine function  have  been  reported.  Pa- 
tients have  been  treated  with  Soma  for 
more  than  a year  without  evidence  of 
toxicity  or  intolerance. 

1 Report  from  Research  Department  of  Wallace 
Laboratories. 
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In  making  the  present  study  69  patients 
were  treated  with  Soma  in  conjunction 
with  the  usual  physical  therapeutic  meas- 
ures. They  were  taken  in  the  order  in 
which  they  came  into  my  office,  with  no 
selectivity.  Of  these  69,  62  were  followed 
to  completion,  while  the  treatment  of  7 
was  incomplete  for  various  reasons. 

For  purposes  of  this  evaluation,  an  ex- 
cellent result  was  defined  as  one  in  which 
there  was  a complete  disappearance  of 
symptoms.  A very  good  result  was  one 
in  which  there  was  a marked  relief  of 
symptoms.  A good  result  was  one  in 
which  there  was  a moderate  relief  of 
symptoms.  A fair  result  was  one  in  which 
there  was  a relief  of  some  symptoms. 
These  conclusions  were  arrived  at  both 
from  subjective  and  objective  findings. 

Results 

Of  the  62  patients  followed  to  com- 
pletion, 26  showed  excellent  results,  22 
showed  very  good  results,  6 were  charac- 
terized as  showing  good  results,  3 were 
fair  and  in  5 patients,  the  drug  was  in- 
effective. 

Acute  Low  Back 

Thirty-three  of  the  patients  in  this 
series  were  suffering  from  acute  low  back 
conditions.  (Table  1)  Results  in  17  pa- 
tients were  excellent,  and  in  13,  very  good. 
In  1 the  result  was  good,  1 fair,  and  1 
patient  experienced  a definite  failure.  This 
patient  had  clinical  evidence  of  a ruptured 
intervertebral  disc  which  he  refused  to 
have  investigated  further.  As  might  have 
been  anticipated,  he  derived  no  benefit 
from  medication. 

In  general.  Soma  showed  best  results 
in  acute  low  back  syndromes  arising  sud- 
denly following  some  unusual  activity.  In 
these  cases  pain  and  muscle  spasm  dis- 
appeared rapidly.  Those  whose  symptoms 
had  persisted  for  periods  of  from  several 
weeks  to  several  months  also  experienced 
marked  relief,  but  longer  treatment  was 
necessary  due  to  underlying  arthritis  or 
postoperative  restriction  of  motion,  and 
muscle  spasm. 

Nineteen  of  the  low  back  conditions 
could  be  described  as  severe.  The  use  of 


Soma  and  physical  therapy  produced  ex- 
cellent results  in  11  of  these  19,  with  a 
complete  disappearance  of  symptoms  in 
an  average  period  of  12.6  days.  Seven  of 
these  19  experienced  relief  characterized 
as  good,  and  1 obtained  no  result.  This 
was  the  same  patient  noted  above  with 
the  probable  ruptured  intervertebral  disc, 
who  most  likely  requires  surgery. 

The  remaining  14  of  the  33  low  back 
conditions  were  classified  as  moderately 
acute  with  symptoms  having  been  present 
for  periods  varying  from  several  weeks 
to  several  years.  Results  in  6 of  the  14 
were  excellent,  in  another  6 were  very 
good,  in  1 good  and  in  the  remaining,  fair. 

Cervical  Spine 

Twenty-four  of  the  62  patients  treated 
with  Soma  presented  complaints  refer- 
able to  the  cervical  spine:  (Table  2).  Of 
these,  8 obtained  excellent  results,  8 ob- 
tained very  good  results,  4 obtained  good 
results,  2 obtained  results  that  were  fair 
and  2 patients  derived  no  benefits. 

Three  of  the  24  had  acute  cervical  myo- 
sitis with  severe  symptoms,  the  duration 
of  which  ranged  from  several  hours  to 
five  days.  These  3 patients  obtained  ex- 
cellent results,  with  marked  relief  of  mus- 
cle spasm  and  pain,  and  limitation  of 
motion  within  a day  or  two  and  complete 
disappearance  of  symptoms  in  an  addi- 
tional day. 

Ten  other  patients  in  this  group  of  24 
suffered  from  cervical  arthritis  and  cer- 
vical periarthritis.  Of  the  10,  1 patient 
obtained  an  excellent  result.  It  is  of  in- 
cidental interest  that  the  headaches  of 
which  she  had  been  complaining  also  dis- 
appeared. Five  more  obtained  very  good 
results,  2 had  a good  result,  1 fair  relief,^ 
and  1 had  no  relief  of  symptoms. 

In  general,  the  patients  in  this  group 
of  10  had  been  complaining  of  symptoms 
for  periods  ranging  from  several  months 
to  several  years.  Their  conditions  on  first 
evaluation  were  classified  as  severe  in  2 
instances,  and  as  moderate  in  8.  The  2 
patients  classified  as  severe  cases  ob- 
tained very  good  results.  The  one  fail- 
ure out  of  this  10  is  a patient  who  has 
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Totals  of  foregoing:  Excellent  9 Percentages:  Excellent  31% 

Very  Good  9 Very  Good  31% 

Good  5 Good  17% 

Fair  2 Fair  7% 

Ineffective  4 Ineffective  14% 


EVALUATION  OF  A NEW  MUSCLE  RELAXANT— WINOKUR 


been  receiving  treatment  for  many  years 
and  who  has  a great  aversion  to  medica- 
tion. 

Six  further  patients  of  the  24  showed 
symptoms  of  cervical  nerve  root  compres- 
sion manifested  by  pain  and  paraesthesias 
in  the  upper  extremity,  with  radiation  in- 
to the  hand.  In  5 of  these  patients,  the 
complaints  were  secondary  to  arthritis, 
and  the  sixth  had  a cervical  disc  syn- 
drome. Initially,  they  were  classified  as 
follows:  2 severe,  3 moderate  and  1 mild. 
Of  the  total,  2 obtained  excellent  results, 
1 very  good,  1 good  and  1 none. 

In  one  of  the  above  6 who  obtained  an 
excellent  result,  phenylbutazone  was  used 
in  conjunction  with  Soma  and  physical 
therapy.  In  two  other  of  these  patients, 
one  of  whom  obtained  results  classified 
as  very  good  and  the  second  as  good, 
steroids  were  administered  as  a supple- 
ment to  medication  with  Soma.  These 
patients  experienced  a complete  disappear- 
ance of  symptoms.  The  patient  in  this 
group  who  obtained  no  benefit  from  medi- 
cation was  a man  who  had  complained  of 
intermittent  paraesthesias  in  his  right 
hand. 

Four  of  the  patients  in  this  trial  had 
whiplash  injuries.  Two  of  them  were  still 
suffering  quite  severely  although  the  in- 
juries had  occurred  some  months  pre- 
viously. One  of  these  2 obtained  very 
good  results  and  the  other  derived  no 
benefit.  The  remaining  2 of  this  group, 
who  had  moderate  symptoms  of  recent 
origin,  experienced  almost  complete  re- 
lief of  symptoms  within  a few  days. 

One  patient  had  extensive  spastic  quad- 
replegia  resulting  from  a ruptured  cervi- 
cal disc  following  an  auto  accident.  When 
first  seen  at  conclusion  of  surgery  this 
patient  evidenced  a spasticity  so  severe 
as  to  preclude  ambulation.  With  the  use 
of  Soma  and  muscle  re-education,  she  now 
manages  independent  gait  without  the  use 
of  crutches  or  braces. 

Other  Conditions 

Five  patients  could  not  be  included  in 
any  of  the  foregoing  categories.  One  was 
an  old  left  hemiplegic,  complaining  of 


pain  in  his  left  leg  and  lower  back  who 
experienced  no  beneficial  results  from 
Soma.  Another  had  chronic  arthritis  of 
both  knees,  of  ten  years’  duration.  He 
also  received  no  relief  fi’om  Soma.  A 
third  patient  had  recurrent  bursitis  of 
the  left  shoulder.  He  obtained  an  excel- 
lent result  within  a week.  The  fourth 
patient  had  been  suffering  from  arthritis 
of  both  shoulders  for  about  a year.  He 
had  previously  been  tried  with  steroids 
and  muscle  relaxants,  with  only  fair  re- 
sults. On  Soma,  he  reported  his  symp- 
toms greatly  relieved. 

The  last  of  these  5 was  an  elderly  man 
with  residual  pain  from  intercostal  herpes 
zoster  plus  a bilateral  hand-arm  syndrome. 
He  experienced  substantial  relief  of  symp- 
toms with  Soma,  although  nerve  pain  still 
persisted,  as  might  be  expected. 

General  Conditions 

From  the  evaluation  of  this  drug  there 
emerge  several  pertinent  facts  not  at  first 
apparent.  It  should  be  noted  that,  with 
the  use  of  this  drug,  the  general  handling 
of  a patient  was  facilitated  by  an  appar- 
ent or  real  calming  effect.  I have  repeat- 
edly observed  that  patients  who  had  been 
complaining  bitterly  of  pain  and  inability 
to  sleep  immediately  reported  improve- 
ment of  these  symptoms  following  the  in- 
stitution of  therapy  with  Soma.  Almost 
all  the  patients  report  diminished  pain 
while  on  Soma,  with  increase  of  motion. 

It  then  becomes  apparent  that  we  have 
available  a drug  with  many  desirable 
characteristics.  Primarily,  of  course,  we 
are  interested  in  the  muscle-relaxing  ef- 
fect of  this  drug.  In  my  experience  it  has 
proved  at  least  as  effective  in  this  respect 
as  any  other  drug  available,  and  yet  it 
does  not  have  the  usual  side  effects  so 
commonly  noted  with  others  such  as  gas- 
trointestinal upsets,  marked  drowsiness, 
skin  rashes,  and  blood  disturbances.  The 
mild  sedative  action  that  the  drug  exerts 
is  usually  highly  desirable.  One  patient 
on  Soma  noted  that  during  long  periods 
of  driving  he  experienced  enough  drowsi- 
ness to  make  him  feel  driving  was 
dangerous.  However,  in  city  driving  he 
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TABLE  3 

RECAPITULATION 

Patients  followed  to  completion:  (!2 


Results 


Excellent 

26 

Excellent 

42.0% 

Very  Good 

22 

Very  Good 

35.6  7c 

Good 

6 

Good 

9.6  7o 

Fair 

3 

Fair 

4.8  7c 

Ineffective 

5 

Ineffective 

8.07c 

TOTALS 

62 

100  7c 

never  experienced  this  drowsiness.  It 
might  be  well  to  caution  patients  not  to 
undertake  long  driving  trips  while  taking 
Soma. 

Summary 

Of  the  62  patients  followed  to  comple- 
tion in  this  study,  26,  or  42  per  cent,  ob- 
tained excellent  results.  An  additional  22, 
or  35  per  cent,  obtained  very  good  results. 
Six  patients,  or  10  per  cent,  obtained  good 
results.  Three  more,  or  5 per  cent,  ob- 
tained fair  results.  In  five  patients,  or  8 
per  cent,  the  drug  proved  ineffective. 

The  patients  studied  in  this  series  were 
not  selected  except  in  the  sense  that  they 


had  conditions  which  I felt  might  respond 
to  Soma.  All  were  treated  with  standard 
physical  therapeutic  measures  and,  in  ad- 
dition, were  given  Soma.  Dosage  was  350 
mg.  3 times  a day  after  meals,  with  an 
occasional  fourth  tablet  at  bedtime.  This 
dosage  was  found  to  be  completely  ade- 
quate. It  is  worth  noting  that  the  medi- 
cation was  equally  effective  in  males  and 
females,  and  in  young  and  old  adults  alike. 

There  is  no  doubt  in  my  mind  that,  in 
those  patients  in  whom  beneficial  results 
were  obtained,  the  duration  of  the  pa- 
tients’ condition  was  shortened  by  the  use 
of  Soma. 


Editorial 

New  Orleans  had,  for  many  years,  suffered  the  results  of  wai’.  Her  dearest 
interests  were  disregarded  and  her  most  sacred  rights  trampled  in  the  dust.  When 
her  people  were  disheartened  by  oppression,  from  which  there  seemed  no  relief,  her 
sons  by  a bold  stroke  for  liberty,  regained  the  seats  of  government,  and  the  light  of 
a new  existence  appeared  to  dawn.  But  a greater  foe  was  at  our  doors,  not  to  be 
successfully  met  by  valor,  nor  defeated  by  the  force  of  arms.  The  year  1878  has 
indelibly  inscribed  on  the  tablets  of  our  memories  the  deeds  of  that  enemy  in  our 
midst.  We  know  the  vast  amount  of  physical  distress  entailed,  and  we  all  remember 
what  injury  our  business  suffered.  But,  notwithstanding  all  the  political  strife  of 
the  years  gone  by,  and  our  affliction  by  yellow  fever.  New  Orleans  has  risen  phoenix- 
like from  the  ashes  of  her  misfortunes;  and  turning  from  the  gloomy  vista  of  the 
past,  she  can  see  the  landscape  of  her  future  spread  out  in  all  its  beauty  before  her. 

Address  delivered  at  the  Annual  Meeting  of  the  Orleans  Parish  Medical  Society, 
March  28,  1881,  by  the  Annual  Orator,  F.  W.  Parham,  M.  D. 

New  Orleans  M.  & S.  J.,  8:975  (April)  1881. 


March,  1961— Vol.  113,  No.  3 


89 


Retroperitoneal  Extravasation 
Of  Barium  Enema 


• Two  unusual  cases  of  perforation  of  the  bowel  are  reported,  with 
death  in  one  ten  hours  postoperatively. 


Introduction 

■jD  EVIEW  of  the  literature  reveals  few 
references  to  retroperitoneal,  but 
many  to  intraperitoneal,  extravasation  of 
barium  sulfate  suspension.  The  recent 
occurrence  of  two  similar  cases  on  the 
Tulane  Surgical  Service  at  Charity  Hospi- 
tal in  New  Orleans  focuses  attention  on 
the  rarer  problem. 

It  is  surprising  that  with  the  vast  vol- 
ume of  x-ray  studies  made  of  the  colon 
the  number  of  perforations  is  small.  At 
Charity  Hospital  of  New  Orleans  2,400 
barium  enemas  were  performed  in  1958 
and  only  two  perforations  are  recorded. 
It  has  been  pointed  out  by  Pratt  and  Jack- 
man,^  however,  that  most  enema  tip  punc- 
tures during  barium  enema  occur  on  an 
anterior  rectal  wall  just  above  the  dentate 
margin  where  there  is  no  sensory  inner- 
vation. Therefore  it  is  likely  that  many 
injuries  are  unnoticed  since  localized  abra- 
sions, submucosal  abscesses  and  hemato- 
mas may  be  asymptomatic  and  may  heal 
spontaneously. 

Another  etiology  of  perforation  is  the 
acute  rise  in  pressure  which  occurs  with 
barium  enema.  The  sigmoid  is  most  often 
the  site  of  the  injury,  although  this  is  the 
strongest  segment  of  the  large  bowel.  The 
reason  is  believed  to  be  due  to  the  fact 
that  the  sigmoid  is  fixed  both  proximally 
at  the  sharp  angulation  and  distally  at 
the  peritoneal  reflection.  The  sudden 
force  of  the  inflowing  barium  sulfate  sus- 
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pension  is  momentarily  halted  by  the  up- 
per angulation  and  considerable  pressure 
is  directed  against  the  wall  of  the  sig- 
moid.^ The  pressure  required  to  rupture 
the  muscularis  and  mucosa  of  the  large 
bowel  is  3.49  pounds  per  square  inch  or 
18  cm.  column  of  mercury.  Following 
rupture  of  the  outer  coats,  the  mucosa 
bulges  through  and  a total  pressure  of 
4.07  pounds  per  square  inch  is  required 
to  burst  all  three  layers.  It  is  noted  that 
a three-foot  column  of  barium  sulfate  sus- 
pension (S.G.  1.070)  is  equal  to  a 7.66 
cm.  column  of  mercury.  In  the  light  of 
the  above  figures  it  would  seem  logical 
to  assume  that  most  pressure  ruptures 
occur  in  the  diseased  bowel.^ 

One  other  rare  method  of  extravasation 
of  barium  enema  is  that  of  entering  a 
previous  fistulous  tract  with  the  nozzle 
and  thereby  introducing  the  solution  into 
the  perirectal  tissue.^ 

It  is  noted  that  in  one  of  our  cases  the 
diagnosis  was  made  by  fluoroscopy  at 
the  time  of  rupture.  In  discussing  intra- 
peritoneal perforation  Issacs  and  Ham- 
mit^  state  that  one  of  the  first  signs  of 
perforation  is  a linear  concentration  of 
barium  sulfate  suspension  lateral  to  the 
filled  bowel.  This  is  caused  by  the  solu- 
tion adhering  to  the  adjacent  wall  of  the 
peritoneal  cavity. 

Case  Reports 

Mrs.  E.  A.,  58,  IFF;  This  patient  had  an  ab- 
dominal perineal  resection  for  carcinoma  of  the 
rectum  in  1939.  She  was  seen  in  the  outpatient 
clinic  on  September  23,  1958,  where  a routine 
follow-up  barium  enema  through  her  sipmoid 
colostomy  was  done.  During  this  procedure  she 
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experienced  a sudden  onset  of  left  lower  quadrant 
pain  and  weakness.  A diagnosis  of  extravasation 
of  barium  sulfate  suspension  was  made  on  fluor- 
oscopy. She  was  operated  on  within  a very  short 
time.  .At  operation  the  patient  was  moribund 
and  exploration  revealed  retroperitoneal  extra- 
vasation of  barium  sulfate  suspension  in  the 
area  of  the  right  colic  gutter.  There  was  gan- 
grene of  the  mesentery  and  left  colon.  A left 
descending  and  transverse  colectomy  was  done 
and  the  area  drained. 

Postoperatively  the  patient  was  hypotensive  for 
three  hours  in  spite  of  all  measures,  but  finally 
responded  to  vasopressors  and  steroids.  The 
sodium  and  potassium  were  markedly  decreased 
just  two  hours  postoperatively  in  this  previously 
well  woman.  The  postoperative  course  was 
strongly  punctuated  by  electrolyte  problems, 
wound  infection  and  a left  upper  quadrant  intra- 
abdominal abscess.  She  finally  recovered  com- 
pletely and  was  discharged  on  November  14,  1958. 

Mrs.  ir.  M.,  66,  n’F;  This  patient  had  a villous 
tumor  of  the  rectum  and  as  part  of  her  routine 
workup  a barium  enema  was  done  on  September 
29,  1958.  Following  this  procedure  the  patient 
had  lower  abdominal  pain  and  distention.  A diag- 
nosis of  barium  sulfate  suspension  extravasation 
was  made  on  clinical  grounds,  and  an  abdominal 
exploration  was  done  which  revealed  only  retro- 
peritoneal barium  sulfate  suspension.  .A  trans- 
verse colostomy  was  done  and  the  area  of  extra- 
vasation drained.  The  postoperative  course  was 
marked  by  hypotension,  sodium  and  potassium 
decrease,  and  death  ten  hours  postoperatively. 

These  two  cases  appear  unusual  for  two 
reasons:  (1)  that  they  represented  trau- 
matic perforations  of  the  bowel,  and 
(2)  they  manifested  such  a rapid  down- 
hill course  with  almost  intractable  shock. 
Also  the  first  case  was  unusual  because 
of  the  serious  electrolyte  problems  en- 
countered. In  order  to  further  study 
these  phenomena  we  undertook  a brief 
experiment. 

Experiment 

Using  six  healthy  7-12  Kg.  dogs,  anes- 
thetized with  Nembutal,  a barium  sulfate 
suspension  identical  to  that  used  for  rou- 
tine diagnostic  x-ray  studies  at  Charity 
Hospital  of  Louisiana  (15%  barium  sul- 
fate and  1%  tannic  acid  in  water)  was 
sterilized  and  20  cc.  were  injected  asep- 
tically  into  the  retroperitoneal  perirectal 
area  via  the  rectal  wall.  The  dogs  were 
observed  with  a continuous  blood  pres- 
sure recording  for  one  hour.  Serum  po- 
tassium and  sodium  levels  -were  deter- 


mined before,  one  hour  after,  and  six 
hours  after  injection  of  the  suspension. 
The  animals  were  subsequently  followed 
with  close  ob.servation  for  a period  of 
forty-eight  hours. 

Results 

The  dogs  showed  no  significant  changes 
in  blood  pressure,  puLse,  or  respiration. 
They  reacted  from  the  anesthesia  in  a 
normal  manner  and  within  twenty-four 
to  forty-eight  hours  were  alert  and  well, 
showing  absolutely  no  acute  adverse  ef- 
fects from  the  barium  sulfate  injection. 
One  animal  later  developed  a fistulous 
tract  from  the  area  of  injection  to  the 
flank;  this  healed  spontaneously.  Further 
observation  over  a four-month  period  has 
failed  to  reveal  any  late  complications. 
The  serum  sodium  and  potassium  levels 
were  not  significantly  changed  during  the 
observation  period. 

During  the  first  week  following  injec- 
tion x-rays  revealed  the  barium  sulfate 
to  be  diffusely  distributed  throughout  the 
retroperitoneal  space.  Detailed  pathologi- 
cal studies  were  not  carried  out  as  granu- 
lomatous reaction  to  barium  sulfate  has 
been  adequately  described  elsewhere.'”'^ 
An  attempt  was  made  to  demonstrate 
barium  in  the  peripheral  blood  of  one 
dog  and  of  both  patients.  No  barium 
level  could  be  determined  in  any  case. 

Conclusions 

Sterile  barium  sulfate  suspension  when 
injected  or  placed  within  the  retroperi- 
toneal space  produces  no  acute  adverse 
effects  and  can  not  be  incriminated  as 
an  agent  producing  the  events  observed 
in  our  two  patients.  The  clinical  picture 
of  perforated  bowel  during  barium  enema 
must  be  the  result  of  gross  contamination 
from  the  intestinal  flora.  The  only  dele- 
terious effects  which  can  be  attributed 
to  extravasated  barium  enema  are  due  to 
impure  solution,  bacterial  contamination, 
and  late  fibrotic  adhesions.'’’  The  late  tis- 
sue response  to  pure  sterile  barium  sulfate 
suspension  has  been  adequately  described 
as  being  an  early  fibrous  reaction  with 
neutrophil  and  lymphocytic  infiltration. 
At  three  months  it  is  a well  developed 
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fibrous  reaction  with  gross  adhesions.  At 
six  months  there  is  a localized  foreign 
body  granuloma,  well  circumscribed  with 
minimal  inflammatory  response. 

Perforation  of  the  large  bowel  oc- 
curring during  barium  enema  should 
be  treated  immediately  and  vigorously. 
Proctoscopy  is  advised  to  locate  the  per- 
foration and  confirm  the  diagnosis.  A 
catheter  may  be  placed  through  an  in- 
traperitoneal  perforation  to  facilitate 
exploration.  A proximal  colostomy  should 
be  done  and,  for  intraperitoneal  contami- 
nation, laparotomy  and  lavage  with  sa- 
line and  antibiotic  solution  are  indicated. 
For  extraperitoneal  perforation  surgical 
drainage  of  the  area  is  advised.  In  spite 
of  rigorous  immediate  treatment  the  mor- 
tality is  high  and  the  only  recommenda- 
tions which  can  be  made  to  decrease  this 
mortality  is  that  careful  technique  be  ap- 
plied in  performing  the  barium  enema. 

Summary 

Two  cases  of  retroperitoneal  extravasa- 
tion of  barium  sulfate  suspension  during 
barium  enema  are  presented.  An  investi- 


gation involving  injection  of  sterile  bari- 
um sulfate  suspension  into  the  perirectal 
retroperitoneal  space  in  dogs  was  carried 
out.  There  were  no  acute  adverse  effects 
which  could  be  attributed  to  the  barium 
sulfate  suspension  injection.  A review  of 
the  literature  is  included  along  with  some 
recommendations  for  treatment. 
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Training  School  for  Nurses 

The  physicians  of  New  Orleans  are  to  be  congratulated  that  a training  school  for 
nurses  will  soon  be  established.  Our  estimable  confrere.  Dr.  D.  C.  Holliday,  Vice 
President  of  Administrators  of  the  Charity  Hospital,  has  taken  the  matter  in  hand, 
and  is  urging  it  forward  with  that  vigor  so  characteristic  of  him.  New  Orleans  Phy- 
sicians are  thoroughly  acquainted  with  that  pink  of  perfection,  “Sairy  Gamp.”  She 
exists  among  us  in  all  the  reality  of  life,  and  the  only  trouble  is  that  faithful  copies 
of  Dickens’  famous  prototype  flood  the  market.  Let  us  hope  that  the  character  of 
the  nurse  will  be  so  improved  that  she  will  assist  rather  than  retard  the  efforts  of 
the  practitioner.  We  have  no  fear  hut  that  success  will  attend  the  arduous  task 
undertaken  by  Dr.  H.,  and  wish  him  God  speed  its  accomplishment. 

New  Orleans  M.  & S.  J.  8:314  (October)  1881. 
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Oral  Diuretics  as  an  Adjunct  in  the 
Trcatincnt  of  Congestive  Heart  Failure* * 


• An  analysis  of  the  results  of  administration  of  three  oral  diuretics 
in  the  treatment  of  congestive  heart  failure  to  a total  of  74  patients. 


'^HIS  study  was  undertaken  to  deter- 
^ mine  the  effectiveness  of  three  oral 
diuretics  in  congestive  heart  failure  and 
to  assess  how  they  alter  the  electrolyte  pat- 
tern during  long  term  therapy.  The  three 
drugs  studied  were  dichlorphenamide, 
chlorothiazide,  and  hydrochlorothiazide. 

Methods 

All  patients  were  in  chronic  congestive 
heart  failure  and  were  usually  completely 
digitalized  prior  to  the  institution  of  diu- 
retic therapy.  There  were  22  patients 
treated  with  dichlorphenamide ; 29,  with 
chlorothiazide  and  23,  with  hydrochloro- 
thiazide. Blood  chemistry  studies  were 
done  at  one  to  four  week  intervals.  Se- 
rum sodium  and  potassium  were  deter- 
mined by  the  flame  photometric  method. 
The  nonprotein  nitrogen  was  measured  by 
the  Koch  and  McMeekin  ^ technic  and  the 
uric  acid,  by  the  Folin--®  method.  The 
CO2  combining  power  was  determined  by 
the  titrimetric  method  of  Scribner,^  using 
microburets  rather  than  syringes.  A care- 
ful record  was  also  kept  of  blood  pressure, 
weight,  pulmonary  findings  and  amount 
of  edema,  as  well  as  any  other  signs  of 
congestive  failure.  A record  was  kept  of 
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all  injections  of  mercurial  diuretics  re- 
quired, and  of  any  side  effects  occurring 
during  therapy.  All  patients  were  encour- 
aged to  restrict  moderately  the  dietary  in- 
take of  sodium. 

Results 

Of  the  22  patients  treated  with  dichlor- 
phenamide (Table  1),  12  had  arterio- 
sclerotic heart  di.sease.  The  average  dos- 
age required  for  satisfactory  diuresis  was 
25  mgm.  four  times  a day.  Only  fifteen  in- 
jections of  mercurial  diuretics  were  re- 
quired during  the  course  of  treatment. 
Satisfactory  diuresis  occurred  in  all  cases 
with  no  development  of  resistance.  The 
only  death,  unrelated  to  drug  therapy,  was 
a case  of  interatrial  septal  defect  with  par- 
tial anomalous  venous  return.  He  was  56 
years  of  age,  and  had  been  in  congestive 
failure  since  1952.  Surgery  had  not  been 
recommended  because  of  pulmonary  hy- 
pertension, age,  and  congestive  failure. 

It  was  necessary  to  discontinue  the  drug 
in  3 patients.  This  was  done  in  one  be- 
cause of  intractable  dizziness  and  in  an- 
other, because  of  dizziness,  loss  of  appe- 
tite, cough  and  shortness  of  breath.  In 
the  third  case,  dichlorphenamide  was 
stopped  because  of  nausea  and  vomiting. 
The  remainder  of  the  side  effects  men- 
tioned in  the  table  did  not  require  discon- 
tinuance of  the  drug. 

During  treatment  with  dichlorphena- 
mide, the  chlorides,  potassium,  nonprotein 
nitrogen  and  uric  acid  showed  no  signifi- 
cant change.  Figure  1 shows  4 typical 
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TABLE  1 

DICHLORPHENAMIDE  * 


Inject. 

of 

mer- 

Duration  of  Treat,  (mo.) 

Side  Effects 

Nau- 

Etiology 

Num- 

curial 

Deaths 

Ano- 

sea 

Dizzi- 

Pares- 

ber 

diu- 

<1 

1-3 

3-6 

6-7 

** 

rexid 

vomit- 

ness 

thesias 

Drug  Stopped 

reties 

ing 

ASHD 

12 

12 

4 

1 

4 

3 

0 

2 

1 

3 

2 

1 case  because 
of  intractable 
dizziness. 

1 case  because 
of  cough,  short- 

Ventricular  Septal 
Defect  with  Fail- 
ure and  Angina 

1 

0 

0 

0 

1 

0 

0 

0 

0 

0 

0 

HCVD 

1 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

ness  of  breath, 
intractable  diz- 

ASHD  & Cor 

ziness,  loss  of 

Pulmonale 

1 

1 

0 

1 

0 

0 

0 

0 

0 

0 

0 

appetite. 

Cor  Pulmonale 

1 

2 

0 

0 

1 

0 

0 

0 

0 

0 

0 

Rheumatic  HD 

2 

0 

0 

1 

1 

0 

0 

0 

0 

1 

0 

Calcific  Aortic 
Stenosis 

1 

0 

0 

1 

0 

0 

0 

0 

0 

0 

0 

Luetic  HD 

2 

0 

1 

0 

1 

0 

0 

1 

1 

0 

0 

1 case  intrac- 
table nausea 
& vomiting 

Interatrial  Septal 
Defect  Anomalous 
Pulmonary  Drain- 
age. Failure  since 
1952. 

1 

0 

1 

0 

0 

0 

1 

1 

1 

0 

0 

Totals 

22 

15 

6 

5 

8 

3 

1 

4 

3 

4 

2 

3 

Satisfactory  diuresis  in 

all  patients  able 

to  take 

medicine. 

Average  dose  25 

mg.  q.i 

.d.  No  resistance 

developed. 

* Daranide 

♦*  Not  result  of  drug 


Dichlorphenamide 

Serum  Sodium 


Fipure  la 


cases  followed  for  fourteen  weeks.  It 
should  be  noted  that  the  sodium  and  CO., 
combining  power  show  initial  and  recur- 
rent reductions,  but  later  return  to  nor- 
mal levels.  In  the  patients  treated  over 


Dichlorphenamide 

CO2  Combining  Power 


Figure  lb 

longer  periods  of  time  than  depicted  in 
these  graphs,  there  was  no  change  in  the 
pattern  of  electrolyte  response. 

Of  the  29  patients  treated  with  chloro- 
thiazide (Table  2),  20  had  arteriosclerotic 
heart  disease.  Neither  of  the  2 deaths 
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TABLE  2 

CHLOROTHIAZIDE  * 


Etiology 

Num- 

ber 

Inject. 

of 

mer- 

curial 

diu- 

retics 

Duration  of  Treatment  (months) 

Side 

effect 

Ano- 

rexia 

Supple- 

mental 

KCI 

given 

Avg.  dose 
0.5  gm.  b.i.d. 

<1 

1-3 

3-6 

6-9 

9-12 

12-15 

Deaths 

* * 

No.  on  1 .0  gm.  a.m. 
0.5  gm.  p.m. 

ASHD 

20 

13 

1 

1 

7 

3 

4 

4 

1 

2 

1 

2 

Luetic  HD 

2 

2 

0 

0 

0 

1 

1 

0 

0 

0 

0 

1 

Rheumatic  HD 

1 

1 

0 

1 

0 

0 

0 

0 

1 

0 

0 

0 

Interatrial  Septal 
Defect  Anamolous 
Pulm.  Drainage 

1 

1 

0 

0 

0 

1 

0 

0 

0 

0 

0 

1 

HCVD 

2 

0 

0 

0 

1 

0 

1 

0 

0 

0 

0 

0 

HCVD,  ASHD 

1 

0 

0 

0 

0 

0 

0 

1 

0 

0 

0 

0 

ASHD  & Calcific 

Aortic  Stenosis 

2 

0 

0 

0 

0 

1 

0 

1 

0 

0 

0 

0 

Totals 

29 

17 

1 

2 

8 

6 

6 

6 

2 

2 

1 

4 

Satisfactory  diuresis  in  all  cases.  No  development  of  resistance. 


• Diuril 

••  Not  (liio  to  ilriij; 


could  be  attributed  to  the  drug.  No  pa- 
tient required  discontinuance  of  therapy 
because  of  side  effects.  Anorexia  occurred 
in  2 patients.  One  patient  required  supple- 
mental potassium.  The  average  dose  of 
chlorothiazide  w’as  0.5  grams  twice  a day, 
but  4 patients  required  1.5  grams  daily. 

Blood  chemistries  studied  during  chloro- 
thiazide thei'apy  revealed  no  appreciable 
effect  on  the  COo.  The  nonprotein  nitro- 
gen was  elevated  in  only  one  patient,  age 
82.  This  later  came  down  to  pretreatment 
level  when  he  was  changed  to  dichlor- 
phenamide.  The  uric  acid  became  initially 
elevated  in  some  patients,  but  returned  to 
normal  after  treatment  was  continued. 
From  the  graphs  of  4 typical  cases  (Fig- 
ures 2a,  2b  and  2c),  it  is  obvious  that  in 
spite  of  the  initial  and  recurrent  reduc- 
tions in  the  electrolytes  during  therapy 
the  levels  tend  to  return  to  normal.  In 
those  patients  whose  treatment  was  car- 
ried further  than  the  fourteen  weeks, 
there  was  no  appreciable  change  in  their 
electrolyte  pattern. 

Of  the  23  patients  treated  with  hydro- 
chlorothiazide (Table  3),  11  had  arterio- 
sclerotic heart  disease.  The  average  dos- 
age was  50  mgm,  twice  a day.  The  one 


death  was  not  attributable  to  the  drug. 
The  anorexia  and  nausea  in  one  case  were 
not  severe  enough  to  necessitate  discon- 
tinuance of  the  drug.  In  three  patients 
with  chronic  I'enal  disease,  we  experienced 
elevation  of  the  nonprotein  nitrogen  dur- 
ing therapy.  One  of  these  returned  to  the 
former  level  after  the  drug  was  stopped. 
Another  returned  to  the  pretreatment  level 
after  the  drug  dosage  was  reduced  to  50 
mgm.  every  other  day.  A third  patient 
had  a nonprotein  nitrogen  prior  to  therapy 


Chlorothiazide 

Serum  Chloride 


Figure  2a 
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Chlorothiazide 


Chlorothiazide 
Serum  Potossium 


Weeks 


Weeks 

Figure  2b 


Figure  2c 


TABLE  3 

HYDROCHLOROTHIAZIDE  *** 


Etiology 


ASHD 


Num- 

ber 


11 


Inject. 

of 

mer- 

curial 

diu- 

retics 

“8 


Duration  of  Treat,  (mo.) 


Deaths 

<1  1-3  3-6  6-7  ** 


116  3 1 


Side  Effects 


Ano-  Nau-  Ele- 

rexia  sea  vated 

NPN* 

1 1 0 


HCVD  3 0 1101  0 0 0 21  returned  to  form- 

er level  after  drug 
stopped. 

1 came  down  when 
dosage  reduced  to 
50  mg.  every  other 
day. 


Rheumatic  HD 

3 

0 

0 

1 

1 

1 

0 

0 

0 

0 

Luetic  HD 

2 

0 

0 

0 

0 

2 

0 

0 

0 

0 

Cor  Pulmonale 

1 

0 

0 

0 

0 

1 

0 

0 

0 

0 

Cor  Pulmonale 
& ASHD 

2 

5 

0 

0 

2 

0 

0 

0 

0 

1 

Had  NPN  of  50  mg. 
% pretreatment, 

Ventricular  Septal 
Defect  (inoperable) 
Congestive  Failure 
& Angina 

1 

1 

0 

0 

1 

0 

0 

0 

0 

0 

after  treatment  last 
NPN  62.0  but  fail- 
ure so  severe  that 
also  receiving  re- 
peated courses  of 
NH^Cl.  mercurials 
to  be  controlled. 

Totals 

23 

14 

2 

3 

10 

8 

1 

1 

1 

3 

Satisfactory  diuresis.  No  evidence  of  resistance. 

•*  Not  due  to  (IruK 

* All  ill  pntiiMitH  with  clironlc  renal  (llsoase 
I I.vilrocliiiril 
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of  50  mgm.  per  cent,  and  at  discontinuance 
of  therapy  almost  six  months  later  the 
nonprotein  nitrogen  was  62  mgm.  per  cent. 
This  patient’s  failure  was  so  severe  that 
he  also  received  repeated  courses  of  am- 
monium chloride  and  mercurial  diuretics 
to  maintain  a fair  degree  of  compensation. 
From  the  graphs  (Figures  3a,  3b  and  3c) 
of  4 typical  cases,  it  is  obvious  that  in 
spite  of  the  initial  and  recurrent  reduction 
of  the  sodium  and  potassium  levels,  they 
tend  to  return  to  normal.  There  is  a more 
marked  reduction  of  the  serum  chloride 


Hydrochlorofhiozide 
Serum  Sodium 


than  in  the  patients  receiving  chlorothia- 
zide, but  these  levels  also  tend  to  return 
toward  normal.  When  therapy  was  car- 
ried on  for  more  than  fourteen  weeks, 
there  was  no  appreciable  change  in  the 
electrolyte  pattern  or  nonprotein  nitrogen. 


Hydrochlorothiazide 

Serum  Chloride 


Figure  3a 


Hydrochlorothiazide 

Serum  Polossium 


Weeks 
Figure  3c 

Discussion 

Dichlorphenamide  is  a carbonic  anhy- 
drase  inhibitor.  Carbonic  anhydrase  is  es- 
.sential  for  the  tubular  reabsorption  of  bi- 
carbonate. When  dichlorphenamide  inhib- 
its this  enzyme,  bicarbonate  ions  are  not 
reabsorbed,  but  are  excreted  along  with 
sodium  and  a much  smaller  amount  of 
potassium.  Our  studies  show  an  initial 
reduction  in  the  serum  sodium  and  COo 
combining  power  with  a tendency  to  re- 
turn to  normal  values  with  prolonged  ther- 
apy. According  to  Ford  chloride  excre- 
tion is  suppressed  during  the  period  of 
greatest  bicarbonate  excretion  but  in- 
creased as  bicarbonate  loss  subsides.  Our 
studies  show  that  the  overall  change  in 
serum  chloride  and  potassium  is  insig- 
nificant. Other  investigators  have  also 
reported  nausea  and  vomiting.*^  Mainte- 
nance of  an  edema  free  state  with  dichlor- 
phenamide was  much  more  difficult  than 
with  chlorothiazide  and  hydrochlorothia- 
zide. For  this  reason  and  the  mentioned 
side  effects,  it  has  not  become  popular  as 
a diuretic.  Harris  and  associates'^  demon- 
strated the  ability  of  dichlorphenamide  to 
reduce  intra-ocular  tension  in  rabbits. 
Thus,  it  has  been  extensively  used  in  the 
treatment  of  glaucoma.®  Because  of  the 
carbon  dioxide  retention  which  occurs  in 
chronic  respiratory  insufficiency,  aceta- 
zoleamide  has  been  used  in  its  therapy 
with  definite  benefit.  The  development  of 
hyperchloremic  acidosis  with  prolonged 
administration  has  limited  its  effective- 


Figure  3b 


ness.  For  this  reason,  Naimark  and  asso- 
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ciates^  have  used  dichlorphenamide  with 
marked  improvement  in  these  cases  be- 
cause it  presumably  differs  from  aceta- 
zoleamide  in  that  it  is  capable  of  produc- 
ing a chloruresis  so  that  metabolic  acidosis 
is  less  likely  to  occur. 

Chlorothiazide  in  vitro  is  a mild  car- 
bonic anhydrase  inhibitor,*’  approximately 
ten  times  that  of  sulfanilamide  but  1 25 
that  of  acetazoleamide.  This,  however, 
does  not  play  a significant  part  in  its  diu- 
retic activity.  The  latter  is  the  result 
of  its  increased  excretion  of  sodium  and 
chloride  and  to  a lesser  extent,  potassium 
with  a secondary  loss  of  water.  The  in- 
creased electrolyte  excretion  is  presum- 
ably due  to  decreased  tubular  reabsorption 
which  supposedly  occurs  chiefly  in  the 
proximal  convoluted  tubules.  As  indicated 
in  our  series,  in  spite  of  the  initial  and 
recurrent  reduction  in  the  sodium,  chlo- 
ride and  potassium,  there  is  a tendency 
with  prolonged  treatment  for  these  to  re- 
turn to  normal  values. 

We  noted  no  evidence  of  resistance  and 
very  few  side  effects.  Two  patients  noted 
anorexia  and  one  patient  required  supple- 
mental potassium.  Other  side  effects  re- 
ported in  the  literature  ” are  nausea, 
weakness,  skin  rashes  and  epigastric  pain. 
Hypokalemia,  hypochloremia,  hyponatre- 
mia, metabolic  acidosis  and  azotemia  may 
occur,  but  are  usually  transient.  Hyper- 
uricemia occurred  initially  in  some  of  our 
patients,  but  as  therapy  was  continued, 
the  levels  returned  to  normal.  It  is  inter- 
esting to  note  that  Oren  and  associates 
have  reported  gout-like  symptoms  in  3 of 
their  12  patients  with  elevated  uric  acid 
levels  while  under  chlorothiazide  therapy. 
If  chlorothiazide  therapy  results  in  hypo- 
kalemia in  a digitalized  patient,  paroxys- 
mal auricular  tachycardia  with  block, 
ventricular  premature  beats,  ventricular 
tachycardia  and  very  rarely  ventricular 
fibrillation  may  result.  One  case  of  choleo- 
static  jaundice  ’**  and  2 cases  of  purpura 
have  been  reported,  complicating  chloro- 
thiazide therapy. 

Johnston  and  Cornish  had  3 cases  of 
acute  pancreatitis  which  occurred  during 
chlorothiazide  therapy,  but  the  causal  re- 


lationship in  these  is  not  established.  In 
liver  disease  chlorothiazide  therapy  has 
been  repoi’ted  to  precipitate  elevation  of 
the  blood  ammonia,  precoma  and  hepatic 
coma.^”'  It  is  stated  that  in  liver  disease 
potassium  gluconate,  limited  protein  in- 
take and  antibiotics  may  help  to  prevent 
this  condition.  As  reported  bj'^  Goldner 
and  associates  the  thiazide  drugs  may 
cause  aggravation  of  pre-existing  diabetes 
with  appearance  of  hji)erglycemia  and 
glycosuria  in  a person  with  a familial 
tendency  toward  diabetes  mellitus. 

The  action  of  hydrochlorothiazide 
is  similar  to  chlorothiazide  but  it  is  about 
ten  times  as  active.  Thus,  its  average 
dose  is  50  mgm.,  once  or  twice  a day.  As 
with  chlorothiazide,  there  was  in  our  pa- 
tients initial  and  recurrent  reductions  in 
the  serum  electrolytes  with  a tendency  to 
return  to  normal  with  prolonged  therapy. 
It  should  be  noted  that  the  serum  levels 
indicate  an  increased  excretion  of  chloride 
during  hydrochlorothiazide  administration 
as  compared  to  chlorothiazide. 

From  our  studies  there  seems  to  be  no 
distinct  advantage  to  either  of  these  drugs. 
In  view  of  the  electrolyte  disturbances 
which  may  occur,  therapy  four  to  six  days 
a week  would  seem  preferable.  It  may  be 
also  wise  in  the  absence  of  renal  disease 
to  administer  potassium  chloride  in  dos- 
age of  about  5 grains,  three  times  a day 
to  prevent  potassium  depletion.  This, 
however,  is  not  necessary  if  the  dietary 
intake  of  this  electrolyte  is  adequate.  No 
drug  resistance  was  demonstrated  in  our 
patients  during  treatment. 

Summary 

Dichlorphenamide,  chlorothiazide,  and 
hydrochlorothiazide  were  evaluated  in  the 
treatment  of  congestive  heart  failure.  Re- 
sistance did  not  occur  during  treatment. 
Chlorothiazide  and  hydrochlorothiazide 
ai’e  the  best  tolerated  and  the  most  potent. 
There  seems  to  be  no  distinct  advantage 
to  either  of  these  at  its  own  therapeutic 
range.  In  spite  of  the  initial  and  recur- 
rent reduction  of  electrolytes,  there  is  a 
definite  tendency  with  prolonged  treat- 
ment for  these  levels  to  return  to  normal. 
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Therapy  four  to  six  days  a week  would 
seem  preferable  to  allow  time  for  the  re- 
placement of  electrolytes.  Supplemental 
potassium  may  be  necessary  in  those  pa- 
tients takinj?  chlorothiazide  or  hydro- 
chlorothiazide with  inadequate  dietary  in- 
take of  this  ion.  Patients  with  chronic 
renal  disease  should  be  very  carefully  fol- 
lowed while  under  diuretic  therapy.  Digi- 
talized patients  should  be  watched  for  the 
development  of  arrhythmias  that  may  oc- 
cur with  hypokalemia. 

References 

1.  Koch,  I'.  C’.  aiul  MoMeokin,  T .L. : A new  direct 

Nesslerization  micro- Kjeldahl  metliod  and  a mollifica- 
tion of  tlie  Nes>ler  Folin  reagent  for  ammonia,  .1.  Am. 
Chem.  Soc.  40:1100(1  (Septemlier)  l;rJ4. 

2.  Folin,  O. : Tlie  preparation  of  sodium  tnntrstate 

free  from  molybdate,  together  with  u simplified  proc 
ess  for  the  preparation  of  a correct  uric  aciii  reaKcnl 
(and  some  comments),  J,  Biol.  Client.  lOOiltll  (.Vujtnst) 

io;m. 

5.  Fidin.  O. : Standardized  metiiods  for  tiie  determi- 

nation of  uric  acid  in  unlaked  blood  and  in  urine.  .1. 
Biol,  t'heni.  101:111  t.lune)  1!»3.1. 

4.  Scribner.  B.  II.:  The  bedside  determination  of  bi- 
carbonate in  serum.  I’roc.  Staff  Meet.,  .Mayo  Clin.  2,"): 
041  (November  22)  Ittjt). 

u.  Ford.  It.  V..  and  others:  Choice  of  a diuretic  apent 
based  on  pharmacolopical  princiiiles.  ,I..\.M.A.  100:120 
(January  11)  10.“>S. 

6.  Becker.  B;  (llaucoma.  10.10 -ItCiT,  A.M..\.  .Vrcli. 
Ophth.  .18:802  tPecember)  10.17. 

7.  Harris.  .1.  K..  Carlson,  A.  K..  Oruber,  L.  and  Hos- 


kinson,  (1.:  Tlie  ai|ueous  serum  sodium  and  potassium 

steady-state  ratios  in  tlie  rabliit,  .\ni.  .1.  tlplitli.  44 
(pt.  2)  : too  (November)  l!l.17. 

8.  Naimark.  ,V.,  Brodovsky,  li.  and  Cherniack.  K.  : 
Tile  effect  of  a new  carlionic  anliydrase  inliiliitor  (di- 
cliloridieiiamide)  In  respiratory  insufficiency,  .-Im.  J. 
Med.  28:.108  t.MarcIi)  lOiiO. 

0.  Castle,  C.  II..  Conrad.  .1.  K.  and  llecht,  II.  II.  : 
Observations  on  the  diuretic  effect  of  chlorotliiazide, 
A..M..V.  .\rcli.  lilt.  .Med.  I0.'S:11.1  (Marclil  10.10. 

10.  Ford,  K.  \'..  .Moyer,  ,1.  II.  and  Spurr,  C.  I,.:  Clini- 
cal and  Inlioratory  observations  on  clilorot hiazide  (di- 
iirll),  A.M.A.  Arch.  Ini.  .Med.  loo:.1S2  (Octolier)  10.17. 

11.  Kirkendall.  \V.  M.:  Clinical  evaluation  of  cliloro- 
thiazide.  Circulation  10:0.'!:!  (.luiie)  10.10. 

I'J.  Oreii,  t:.  \V.,  Itich,  M.  and  Belle.  M.  S. : Chloro- 

thiazide (diiiril)  as  a liyiieriiricacidemic  apent,  .I..V..M.A. 
1(58:2128  (December  20)  10.18. 

1.3.  Ilrerup,  A.  I,..  .Vlexandcr,  W.  A.,  I.nnil),  (!.  D., 
Cummins,  A.  .1.  and  Clark,  (i.  M.  : Jaundice  occiirrinp 
in  a patient  treated  with  chlorotliiazide.  New  Fngland 
J.  Med.  2.10:.1.34  (September  11)  10.18. 

14.  Kierland.  I!.  K.:  I'urpura  due  to  chlorotliiazide 

(diiiril),  J..\..M.A.  lt)S:22(!4  (December  27)  10.18. 

1.1.  .lidinstoii.  I).  II.  and  Cornish.  .V.  I,.:  .Vciite  pan- 

creatitis in  patients  receivinp  chlorotliiazide,  .1. A.M.A. 
170:20.14  (Aiipust  22)  1!).10. 

1(1.  .Mapid.  (J.  .!.,  I.evilt.  S.  II.,  Harper,  H.  A.  and 

Forshani,  I'.  11.:  .\ninionia  iiito.xication  in  a patient 

with  cirriiosis  treated  with  chlorotliiazide,  .T..\.M.A.  108: 
3,1  (September  (!)  lOTiS. 

17.  Goldner,  M.  <;..  Zarowitz,  II.  and  Akpun,  S. : 

Ilyperplycemia  and  plycosiiria  due  to  thiazide  deriva- 
tives administered  in  diabetes  mellitus.  New  lOnplaiid  J. 
Med.  2(52:403  (February  25)  1000. 

18.  Ford,  U.  V. : The  clinical  pharmacolopy  of  hydro- 
chlorothiazide. South.  M.  J.  52:40  (January)  10.10. 

10.  Moyer.  J.  H..  Fuclis,  M..  Irie,  S.  and  Bodi.  T. : 

Some  observations  on  the  ptiarniacolopy  of  hydrocliloro- 
thiazide.  Am.  J.  Cardiol.  3:113  (January)  10.10. 


The  Specific  Germ  of  Malaria 

Dr.  Lauchlan  Aitken  of  Rome  writes  to  us:  “The  proof  of  the  existence  of  a 
specific  malarial  genii  has  just  received  important  confirmation.  At  the  Italian 
Medical  Congress  held  in  September  at  Genoa,  Dr.  Marchiafava,  assistant  to  the 
Professor  of  Pathological  Anatomy  at  Rome,  announced  that  he  had  found  the 
bacillus  malariae  in  the  blood  of  three  patients  during  the  cold  stage  of  the  malarial 
fever  from  which  they  suffered.  Since  that  time,  twenty-four  cases  have  been 
examined,  with  the  result,  in  every  instance,  of  showing  the  presence  of  the  bacillus 
in  the  blood  during  the  period  of  invasion,  while  the  spores  alone  could  be  seen  when 
the  fever  was  at  its  height.  British  Medical  Jouryial,  November  6. 

New  Orleans  M.  & S.  J.,  8:665,  (January)  1881. 
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Leukemia,  Some  Clinical  Remarks; 
Case  Reports* 


• An  attempt  has  been  made  to  elucidate  some  of  the  important  fac- 
tors concerning  the  etiology  of  leukemia,  and  a brief  review  of  some 
of  the  symptomatology,  classification,  therapy,  and  a presentation  of 
some  interesting  cases. 


tT  is  generally  agreed  that  leukemia  is  a 

neoplastic  condition  of  unknown  cause 
characterized  by  wide  spread  prolifera- 
tion of  the  leukocytes  and  their  precur- 
sors in  the  tissues  of  the  body,  which 
invariably  has  a fatal  termination. 

Many  investigators  feel  that  there  is 
a definite  increase  in  incidence  of  leuke- 
mia. This  may  be  true,  but  better  meth- 
ods of  diagnosis  and  case  reporting  cer- 
tainly play  an  important  role  in  this  in- 
creased incidence.  Shimkin  reports  a gen- 
eral increase  in  leukemia  in  the  U.  S. 
from  40/million  in  1943  to  60/ million  in 
1951.  There  are  other  reports  of  similar 
increased  incidence  from  England,  Wales, 
and  Denmark.  Statistics  from  the  Metro- 
politan Life  Insurance  Company  show  the 
annual  death  rate  per  million  from  leuke- 
mia rose  from  18  in  1930  to  47  in  1951. 

Etiology 

The  exact  cause  of  leukemia  is  un- 
known. Some  of  the  better  known  facts 
and  concepts  regarding  the  etiology  of 
leukemia  will  be  listed.  First  of  these  is 
the  increase  by  20  to  100  times  the  inci- 
dence of  leukemia  by  massive  total  body 
irradiation  as  shown  by  studies  of  the 
Atomic  Bomb  Casualty  Commission  in 
Hiroshima  and  Nagasaki.  Second  is  the 
increased  incidence  in  patients  treated 
by  radiation  for  ankylosing  spondylitis. 
Third,  leukemia  is  ten  times  more  com- 
mon in  radiologists  than  in  other  physi- 
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dans.  Leukemia  is  three  to  four  times 
more  common  among  other  physicians 
than  it  is  in  the  general  public.  Fourth, 
x-ray  studies  of  the  abdomen  of  the  preg- 
nant woman  may  predispose  to  later  de- 
velopment of  leukemia  in  the  child.  Fifth, 
Hueper  has  certainly  shown  that  chronic 
benzol  intoxication  certainly  has  to  be 
considered  leukemogenic  among  employ- 
ees so  exposed  to  benzol,  and  it  seems  to 
particularly  produce  the  granulocytic  type. 
Sixth  is  that  leukemia  is  a virus  induced 
disease.  Outstanding  among  these  pro- 
ponents is  Stephen  0.  Swartz  who  is  di- 
rector of  the  hematology  department  at 
the  Hektoen  Institute  for  Medical  Re- 
search, Cook  County  Hospital  in  Chicago. 
Seventh  is  other  chemical  agents  but  cer- 
tainly with  less  good  evidence  said  to  be 
leukemogenic  include  arsenicals  and  sul- 
fonamides. Eighth,  a variety  of  infec- 
tions at  one  time  or  other  have  been 
accused  of  producing  leukemia.  Other 
than  the  virus,  the  infections  have  been 
certain  bacteria  and  parasites.  Ninth, 
other  factors  reportedly  associated  with 
leukemic  production  include  abdominal 
trauma,  fractured  bones,  and  immuniza- 
tions, especially  in  children.  Actually, 
most  likely  all  these  latter  situations  just 
aggravated  a pre-existing  or  asympto- 
matic leukemia. 

Classification 

The  classification  of  leukemic  patients 
depends  primarily  on  the  cell  type,  the 
activity  of  the  process,  and  the  numerical 
difference  affecting  the  circulating  leu- 
kemic cells. 
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Classification : 

I.  Cell  type 

A.  Lymphocyte 

B.  Granulocyte 

1.  Erythrocytic 

2.  Megakaryocytic 

3.  Fibrocytic 

4.  Chloroma 

5.  Eosinophilic 

6.  Basophilic 

C.  Monocytic 

1.  Naegli  type 

2.  Schilling  type 

I).  Hemocytoblastic  (reticulum  or 
so-called  ‘stem  cell’) 

II.  Activity  of  the  Process 

A.  Acute 

B.  Subacute 

C.  Chronic 

III.  Leukemic  Cell  Count 

A.  Leukemia — count  above  15,000 
with  leukemic  cells  in  the  pe- 
ripheral blood  from  which  the 
diagnosis  can  be  made. 

B.  Sub  - Leukemic  — the  leukocyte 
count  is  below  15,000  and  the 
type  cells  are  in  the  peripheral 
blood  enough  to  suggest  or  to 
make  the  diagnosis. 

C.  Aleukemic — leucocyte  count  is 
below  15,000  often  normal  or 
leukopenic,  type  cells  are  not 
found  or  in  insufficient  num- 
bers to  make  the  diagnosis 
from  peripheral  blood.  Diag- 
nosis from  tissue  biopsy  or  bone 
marrow  aspiration  only. 

Symptoms 

Physiologically,  the  chain  of  events  in 
leukemia  depends  mainly  on  the  infiltra- 
tion of  essential  organs  by  abnormal  neo- 
plastic white  cells  or  by  interference  with 
the  production  of  normal  white  cells,  red 
cells,  or  platelets  in  the  bone  marrow. 

Chronic  leukemia  is  usually  very  insidi- 
ous in  onset,  of  longer  duration,  and  quite 
often  discovered  accidentally.  Some  of  the 
very  earliest  findings  may  be  unexplained 
leukocytosis,  increase  in  granular  or  lym- 
phocytic series,  or  unexplained  anemia. 

In  general,  as  the  disease  progresses 


the  patient’s  .symptoms  may  be  related  to 
his  anemia,  the  pressure  of  enlarged 
glands  or  organs,  symptoms  of  increased 
metabolic  rate,  or  disturbed  nutrition. 
Hepatosplenomegaly  is  common  in  the 
chronic  granulocytic  .series  where  adenop- 
athy .seems  to  be  the  predominant  sign. 
Cutaneous  lesions  are  apparently  more 
common  in  the  chronic  lymphocytic  leu- 
kemias, and  the.se  are  quite  widespread, 
which  may  include  vesicles,  wheals,  bullae, 
petechia,  papules,  nodules,  pruritis,  exfo- 
liative dermatitis,  and  herpes  zoster. 
Chronic  granulocytic  leukemia  is  not  un- 
commonly as.sociated  with  true  peptic  ul- 
ceration. Occasionally  in  chronic  leuke- 
mia the  initial  symptoms  may  be  those 
of  hematuria,  back  pain,  amenorrhea  or 
menorrhagia.  Priapism  is  more  common 
in  chronic  granulocytic  than  in  chronic 
lymphocytic  leukemia.  Sternal  pain  and 
tenderness  may  occur  in  chronic  granulo- 
cytic leukemia.  The  chronic  leukemic  pa- 
tient may  consult  the  orthopedic  man  for 
bone  tumor,  arthritis,  fractures,  osteomy- 
elitis, etc. 

k’undic  examination  in  about  two-thirds 
of  the  chronic  leukemia  patients  will  re- 
veal venous  engorgement,  hemorrhages, 
exudate,  and  blurring  of  the  disks.  This 
is  more  common  in  the  granulocytic  .series. 
There  may  be  a widespread  variety  of 
neurologic  symptoms  and  signs. 

The  peripheral  blood  in  chronic  granu- 
locytic leukemias  shows  increased  leuko- 
cytes with  increased  granulocytic  elements 
from  the  myelocytes  and  the  metamyelo- 
cytes to  the  mature  polymorphonuclear 
leukocytes.  Increased  basophiles  in  other- 
wise normal  blood  may  be  the  first  indi- 
cation of  incipient  leukemia.  There  may 
be  no  anemia  to  a mild  anemia.  The  plate- 
lets may  be  normal  or  they  may  be  in- 
creased. There  may  be  an  acquired  hemo- 
lytic anemia.  In  general,  the  bone  marrow 
is  hyperplastic  with  an  abnormally  high 
percentage  of  myelocytes  and  promyelo- 
cytes. In  chronic  lymphocytic  leukemia, 
the  marrow  is  hyperplastic  but  the  nor- 
mal elements  are  almost  completely  re- 
placed by  small  lymphocytes.  In  the  pe- 
ripheral blood  in  chronic  lymphocytic 
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leukemia  the  white  cell  count  is  usually 
elevated,  and  there  is  a high  percentage 
of  mature  lymphocytes. 

Quite  in  contrast,  the  acute  leukemias 
are  rather  sudden  in  onset  and  of  short 
duration.  They  may  initiate  with  high 
fever,  prostration,  rapidly  developing 
anemia,  and  often  extensive  hemorrhagic 
manifestations.  In  children  there  may  be 
bone,  joint  pain  which  may  simulate  rheu- 
matic fever.  There  may  be  meningeal 
irritation  with  increased  cerebral  spinal 
fluid  pressure.  In  the  acute  leukemias 
there  is  little  adenopathy  or  splenomegaly. 
The  mucous  membranes  in  the  acute  leu- 
kemias frequently  show  purpuric  man- 
ifestations, ulceration,  mouth  and  gum 
infections.  These  are  more  common  but 
by  no  means  limited  to  the  acute  mono- 
cytic leukemias.  There  may  be  many  pul- 
monary symptoms  with  mediastinal  mas- 
ses, tachycardia,  and  shortness  of  breath. 
There  may  be  symptoms  and  signs  sug- 
gestive of  an  acute  nephritis.  The  eye 
grounds  usually  show  hemorrhages. 

In  acute  leukemia  the  peripheral  blood 
usually  shows  a rather  severe  anemia, 
thrombocytopenia,  and  normal  WB'C,  leu- 
kopenia or  leukocytosis.  The  bleeding 
time  is  prolonged.  The  clot  retraction  is 
poor,  and  the  tourniquet  test  is  usually 
positive.  The  bone  marrow  itself  in  acute 
leukemia  contains  quite  an  abnormally 
high  percentage  of  immature  cells  of  the 
white  cell  series.  The  marrow  is  usually 
hyperplastic,  but  occasionally  it  may  be 
hypoplastic.  The  normal  marrow  is  usu- 
ally completely  replaced  by  the  blast 
forms. 

Blood  uric  acid  and  urine  uric  acid 
levels  are  increased  more  commonly  in 
the  acute  lymphocytic  leukemia  than  in 
the  acute  granulocytic  series. 

Therapy 

The  arrival  at  a diagnosis  of  leukemia 
in  a patient  is  not  in  it.self  the  sole 
criterion  for  the  initiation  of  therapy.  It 
is  advisable  to  u.se  some  form  of  treatment 
any  time  the  diagnosis  of  acute  leukemia 
is  made.  A well  substantiated  diagnosis 
of  chronic  granulocytic  leukemia  is  usu- 


ally enough  to  warrant  the  institution  of 
treatment.  In  chronic  lymphocytic  leu- 
kemia with  the  absence  of  progressive 
symptoms  and  signs  of  the  disease,  time 
is  not  lost  by  withholding  treatment. 

The  aims  of  therapy  are:  (1)  to  return 
the  bone  marrow  to  its  normally  func- 
tioning state,  and  (2)  to  cause  regression 
and  disappearance  of  any  evidences  of 
organ  infiltration  by  leukemic  cells. 

The  treatment  of  leukemia  can  be  classi- 
fied as  follows : (1)  specific  therapy,  and 
(2)  general  or  supportive  measures.  Spe- 
cific therapy  will  be  discussed  first. 

I.  Specific 

A.  Ionizing  Radiation 

1.  X-ray 

a.  Regional 

b.  Total  body 

c.  Spray 

2.  Radioactive  phosphorus 

B.  Polyfunctional  alkylating  agents. 

1.  HN2-mustargen  or  nitrogen 
mustard 

2.  TEM-tri  ethylene  melamine 

3.  Busulfan  — Myeleran  (1-4  Di- 
methanesulfon  oxybutane) 

4.  Leukeran  (Chlorambucil) 

5.  Colcemide  or  Demecolcin 
(Cytostatic  properties  a result 
of  mitotic  inhibition) 

C.  Anti-Metabolites 

1.  Folic  acid  antagonists 

a.  Methoti’exate 

b.  Aminopterin 

2.  Purine  antagonists 

a.  Purinethol  (6-Mercaptopur- 
ines) 

b.  Thioguanine 

c.  6-Chloropurines 

3.  Glutamine  Antagonists 

a.  Azaserine 

b.  DON  (6-Diazo-5-oxo-l-nor- 
leucine) 

I).  Corticosteroids  and  Corticotro- 
pins 

E.  Bone  Marrow  Transplants 
II.  General  or  Supportive  Measures 

A.  Blood  transfusions  — keep  hemo- 
globin 8 grams  or  above 

B.  Sedatives  or  pain  relievers 
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C.  Nutritional  build-up,  vitamins, 
proteins,  etc. 

I).  Antibiotics — control  infections 

E.  Splenectomy  occasionally  as  a re- 
sult of  pressure  symptoms,  Hyper- 
splenism or  hemolytic  anemia 

F.  Psychotherapy 

The  chemotherapeutic  agents  most  ef- 
fective in  the  treatment  of  the  acute  leu- 
kemias are  the  antimetabolites  and  the 
adrenal  steroids.  The  antimetabolites  owe 
their  effective  mechanism  to  its  similarity 
to  a normal  metabolite  such  as  a vitamin 
or  amino  acid.  This  similarity  enables  it 
to  enter  the  same  enzyme  system  as  a 
normal  metabolite,  but  once  it  enters,  the 
chemical  difference  is  sufficient  so  that 
the  reaction  can  go  no  further,  and  the 
whole  enzyme  system  is  blocked.  Folic 
acid  and  other  vitamins  along  with  citro- 
vorum  factor  are  necessary  for  growth 
and  maturation  of  normal  erythroid  and 
myeloid  tissue  of  the  marrow  and  also  for 
the  cells  of  some  forms  of  acute  leukemia. 

Specifically,  treatment  with  folic  acid 
antagonists.  Methotrexate,  and  Aminop- 
terin  causes  a relative  deficiency  of  citro- 
vorum  factor  throughout  the  body  which 
damages  certain  types  of  leukemic  cells. 
Dosage  of  these  drugs  is  somewhat  as 
follows:  Methotrexate  2.5  to  5 mg.  daily 
in  a child,  and  5 to  10  mg.  daily  in  an 
adult;  Aminopterin  dosage  in  children  is 
0.25  to  0.5  mg.  daily,  and  in  an  adult  0.5 
to  2 mg.  daily.  Many  authors  recommend 
Methotrexate  over  Aminopterin  as  more 
effective  for  the  same  degree  of  toxicity. 
Both  these  drugs  are  given  by  mouth. 
Renal  function  must  be  normal.  There 
w’ill  be  retention  with  inci-eased  toxicity. 
Duration  of  therapy  varies  three  to  twelve 
weeks  depending  on  toxicity  and  effec- 
tiveness. It  may  be  necessary  to  decide 
a dosage  for  maintenance  therapy  or  in- 
termittent therapy  at  the  first  sign  of 
a relapse. 

The  purine  antagonists,  Purinethol, 
Thioguanine,  and  6-Chloropurine  are  sim- 
ilar in  action  at  the  nucleic  acid  level  by 
interfering  with  its  biosynthesis.  Dosage 
of  these  drugs  is  somewhat  as  follows. 
6-Mei’captopurine  or  Purinethol  2.5  mg./ 


kg.  body  weight  daily,  Thioguanine  2 to 
2.5  mg./kg.  daily,  6-Chloropurine  20  mg./ 
kg.  daily.  All  are  given  by  mouth  and 
may  produce  remissions  in  three  to  eight 
weeks  of  therapy. 

The  glutamine  antagonists  have  also 
been  studied  for  their  effect  on  leukemia. 
The  development  of  two  therapeutic  agents 
called  Azazerine  and  DON  ((j-Diazo-5-oxo- 
1-Norleucine)  have  come  about.  Neither 
alone  are  effective  in  combating  acute 
leukemia.  There  are  reports  of  its  effec- 
tive use  in  connection  with  6-Mercapto- 
purine  in  acute  leukemia. 

The  hormones,  ACTH,  Cortisone,  Com- 
pound F,  and  Predni.sone  are  (}uite  useful 
in  the  treatment  of  acute  leukemias.  This 
is  particularly  so  where  a rapid  response 
is  desired  because  of  a hemorrhagic  dia- 
thesis. In  general,  remissions  from  these 
compounds  do  not  last  as  long  as  remis- 
sion brought  about  by  u.se  of  the  anti- 
metabolites, though  there  may  be  more 
remissions  brought  about  by  the  hor- 
mones. 

The  general  consensus  favors  the  anti- 
folic  acid  compounds,  Methotrexate  and 
Aminopterin,  as  the  therapeutic  agents  of 
choice  in  acute  leukemia  of  children.  The 
glutamine  acid  antagonists  may  be  used  in 
combination  with  6-Mercaptopurine.  Ster- 
oids in  massive  doses  are  indicated  in 
acute  leukemia  with  hemorrhagic  diathe- 
sis. 

In  adults  with  acute  leukemia  the  drug 
of  choice  is  Purinethol  or  6-Mercapto- 
purine. Steroids  again  may  be  used  but 
in  general  need  the  same  hemorrhagic 
emergency  indications. 

In  chronic  leukemia  we  have  a some- 
what wider  range  of  therapeutic  selection. 
For  the  sake  of  completeness  a list  of 
chemotherapeutic  agents  available  in  the 
treatment  of  the  chronic  leukemias  is  • 
somewhat  as  follows : radiation  therapy 
in  the  form  of  x-ray  or  radioactive  phos- 
phorus, arsenic  in  the  form  of  Fowler’s 
solution,  benzol,  urethane,  nitrogen  mus- 
tard, TEM,  TEPA,  myeleran,  and  the 
purine  antagonists. 

If  good  radiation  therapy  either  in  the 
form  of  x-ray  or  radioactive  phosphorus 
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is  available,  there  is  no  reason  why  it 
could  not  be  used  as  the  sole  therapeutic 
agent.  The  duration  of  therapy  would 
depend,  of  course,  upon  its  effectiveness, 
and  the  degree  of  toxicity  or  change  in 
the  course  of  the  leukemia. 

In  chronic  granulocytic  leukemia  the 
therapeutic  agents  of  choice  are  felt  by 
many  to  be:  (1)  x-ray,  (2)  radioactive 
phosphorus,  (3)  Myeleran,  and  (4)  6- 
Mercaptopurine. 

In  chronic  lymphocytic  leukemia  where 
therapy  is  necessary,  x-ray  would  be  the 
treatment  of  choice  to  localized  adenop- 
athy. With  a high  white  count  and  gener- 
alized glandular  enlargement,  spray  x-ray, 
P32,  Nitrogen  Mustard,  TEM,  and  Leuke- 
ran  would  be  the  agents  of  choice. 

In  the  chronic  leukemias  the  use  of 
steroids  is  reserved  for  treatment  of  such 
complications  as  hemolytic  anemia,  hem- 
orrhagic diathesis,  and  here  Prednisone 
is  probably  the  drug  of  choice.  Splenec- 
tomy may  be  indicated  in  hemolytic  ane- 
mia, hypersplenism,  pressure  symptoms 
from  an  enlarged  spleen. 

A change  from  radiation  to  a chemo- 
therapeutic agent  or  from  one  chemother- 
apeutic agent  to  another  may  be  initiated 
by  a lack  of  response  to  one  agent,  toxic 
effects  of  the  agent  used,  or  sudden 
change  in  the  leukemic  picture. 

All  the  above  mentioned  drugs  used  in 
leukemia  are  toxic.  It  is  beyond  the  con- 
cepts of  this  paper  to  discuss  the  toxic 
effects  of  each  one,  but  in  general  they 
are  local  irritants  to  the  gastrointestinal 
tract,  they  can  cause  bone  marrow  de- 
pression, and  they  can  cause  hepatoxic  ef- 
fects. All  of  these  things  have  to  be 
watched  very  carefully  with  frequent 
platelet  counts,  frequent  hemoglobins,  red 
cell  count,  white  and  differentials,  and 
occasional  bone  marrow  biopsy  not  only 
from  a toxic  standpoint  but  also  to  follow 
the  course  of  the  leukemic  process  itself. 

Total  care  of  the  leukemic  patient  must 
be  emphasized.  Control  of  his  infections, 
keep  him  transfused  up  to  8 or  9 grams 
of  hemoglobin,  adequate  sedation,  pain 
relievers,  relieve  any  increased  uric  acid 
level,  and  any  threat  of  kidney  shut  down 


by  hyperuricuria.  Psychotherapy  is  often 
times  as  important  or  more  important 
than  the  specific  anti-leukemic  agent  be- 
ing used. 

Prognosis 

The  outlook  in  leukemia  is  dependent 
on  many  factors,  among  which  are : 
(1)  activity  of  the  process,  (2)  early 
diagnosis,  (3)  available  therapy,  (4)  the 
individual  response,  and  (5)  the  age  of 
the  patient. 

In  general,  the  outcome  in  chronic  lym- 
phocytic leukemia  is  longer  than  that  as 
a rule  in  chronic  myelogenous.  Early  re- 
ports, in  1939,  showed  chronic  granulo- 
cytice  patients  lived  usually  3.28  years, 
chronic  lymphocytic  patients  lived  3.29 
years.  In  1953,  the  chronic  granulocytics 
had  an  average  of  3.2  years  and  the 
chronic  lymphocytic  had  an  average  of 
5.4  years.  A wide  range  of  survival  time 
is  generally  noted.  In  any  case  of  chronic 
leukemia  22  per  cent  survive  longer  than 
five  years.  Six  per  cent  will  survive 
longer  than  ten  years,  and  about  0.8  per 
cent  twenty  years  or  longer. 

In  acute  leukemia  the  survival  time 
varies  widely  in  the  child  in  comparison 
to  the  adult.  In  untreated  acute  leukemia 
in  children  they  usually  survive  about  3.9 
months.  In  1952  and  1955,  when  folic 
acid,  purine,  and  glutamine  antagonists 
as  well  as  adrenal  steroids  were  available 
as  therapeutic  tools,  the  mean  survival 
time  was  12.4  months.  More  children  have 
remissions  as  a rule  as  a result  of  therapy 
than  do  adults.  The  total  time  of  remis- 
sion in  each  case,  however,  is  usually  no 
greater. 

Acute  leukemia  in  adults  treated  at 
Memorial  Center  prior  to  the  ‘antagonists’ 
era  was  six  months.  No  significant  dif- 
ference occurred  when  the  purine  antag- 
onists were  available.  Among  those  who 
did  have  periods  of  remission  they  had 
a mean  survival  time  of  8 to  11  months. 

Ca.se  Reports 

Case  No.  1. — M.B.M.  who  first  pave  a history 
of  pain  in  the  left  upper  quadrant  of  his  abdo- 
men and  his  left  supraclavicular  area  back  in 
October  1949.  E.\amination  at  that  time  revealed 
moderate  splenomefraly  and  some  small,  shoddy 
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lymph  ncdes  palpuble  bilaterally  in  the  axilla, 
the  injiuinal  rejjions,  and  both  epitrochlear  areas. 
His  peiipheral  blood  and  bone  marrow  studies 
were  compatible  with  a diagnosis  of  chronic  myel- 
oRencus  leiu  emia. 

The  choice  of  therapy  here  was  regional  x-ray 
therapy,  and  he  responded  quite  well  to  very 
small  amounts  of  theiapy.  The  orfjan  principally 
treated  was  the  spleen.  This  man  did  extremely 
well  on  deep  x-ray  therapy  inteimittently  until 
September  1956,  when  it  was  felt  that  he  was 
no  longer  responsive  to  x-ray  therapy  and  had 
developed  rather  toxic  effects  from  each  small 
treatment. 

He  at  this  time  was  placed  on  Myeleran  2 mg. 
twice  daily.  He  did  quite  well  on  iUyeleran  until 
January  1957  and  then  he  was  switched  to  Puri- 
nethol,  mainly  because  of  the  lack  of  his  re- 
sponse to  Myeleran  and  the  development  of  some 
toxic  gastrointestinal  symptoms  as  the  result  of 
Myeleian  therapy.  Terminally,  the  patient  de- 
veloped a rather  marked  anemia,  at  times  a 
normal  white  count,  and  at  times  a leukopenia, 
thrombocytopenia,  and  soreness  in  his  mouth 
with  infection  of  his  teeth  and  gums.  The  pa- 
tient expired  on  March  22,  1957. 

Case  yjo.  2. — L.L.I),  white  male,  age  50  years. 
He  was  first  seen  on  March  12,  1952.  At  that 
time  he  complained  of  weakness,  loss  of  pep 
and  energy,  noticed  some  peculiar  spots  on  his 
skin.  His  general  physical  examin  tion  revealed 
some  signs  compatible  with  anemia,  he  had  pe- 
techia on  his  extremities,  and  a scattered  ecchy- 
motic  lesion.  There  were  no  nodes,  liver,  or 
spleen  palpable.  The  spleen  did  become  palpable 
terminally. 

Peripheral  blood  shewed  8 grams  hemoglobin, 
2V2  million  red  blood  cells,  total  white  blood  cells 
of  3100.  His  platelet  count  was  33,570.  His 
differential  showed  1 juvenile,  6 bands,  13  seg- 
menters,  9 eosinophils,  51  small  lymphocytes,  and 
20  atypical  lymphocytes.  Bone  mr-rrow  study 
done  on  March  13,  1952,  showed  findings  com- 
patible with  a diagnosis  of  an  acute  leul  emia, 
most  likely  a Naegli  variant  of  myelogenous  leu- 
kemia. 

Treatment  consisted  of  massive  doses  of  cor- 
tisone, frequent  blood  transfusions,  and  suppor- 
tive measures.  Patient  expired  on  May  13,  1952, 
with  terminal  pneumonia,  septicemia,  and  gastro- 
intestinal hemorrhage.  Autopsy  showed  that  the 
patient’s  death  was  due  to  an  acute  leukemia, 
most  likely  a Naegli  variant  of  myelogenous  leu- 
kemia. 

Case  Xo.  3. — W.M.,  70  year  old  white  male, 
who  was  first  seen  on  May  12,  1953.  His  main 
complaints  were  burning,  cramping,  mid-abdom- 
inal pain  with  radiating  soreness  in  the  left 
upper  quadrant  and  pain  in  the  left  shoulder. 
He  had  noticed  a decreased  pep  and  energy  for 
three  to  four  weeks.  He  had  had  what  he 


termed  a bad  cold  since  March  1953,  seemed  to 
be  unable  to  get  over  it.  In  the  past  he  had  had 
chronic  bronchial  asthma  and  bronchitis  with 
some  degree  of  emphysema. 

Significant  physical  findings  showed  evidence 
of  mild  anemia  and  a splenomegaly.  Peripheral 
blood  showed  11  grams  hemoglobin,  3 million  red 
blootl  cells,  a i)latelet  count  of  77,700,  and  a total 
white  count  of  100,500.  The  impression  from  the 
peripheral  blood  study  was  acute  leukemia,  Naeg- 
li variant  of  myelogenous  leukemia,  with  only 
about  five  percent  differentiated  segmenters,  a 
few  lymphocytes,  remainder  of  the  leukocytes 
being  immature,  majority  blasts  and  undifferen- 
tiated monocytoid  granulocytes.  Patient  was  hos- 
pitalized. Treatment  consisted  of  fre(iuent  blood 
transfusions  and  cortisone  in  mcdei\.te  dosage. 

Patient  expired  on  May  28,  1953,  of  a hemor- 
rhagic diathesis.  Known  duration  of  the  dis- 
ease two  weeks;  suspected  duration,  approxi- 
mately three  months. 

Case  Xo.  U. — B.C.,  34  year  old  housewife,  of 
Chero  ee  Indian  descent.  In  January  1954  com- 
plete physical  e.\ami nation  and  work-up  for  in- 
surance including  a blood  count  on  this  patient 
was  perfect  y rormal.  In  June  1954  the  patient 
developed  pain  in  the  right  leg.  Check-up  for 
polio  and  hospitalization  was  done  which  re- 
vealed an  85,^00  white  cell  count.  Sternal  bone 
m.  rrow  confirmed  the  suspicion  that  the  pa- 
tient had  leukemia  and  well  labeled  this  leukemia 
as  chronic  myelogenous.  Because  of  the  absence 
of  hepatosplenomegaly  or  enlarged  glands,  it  was 
elected  to  treat  the  patient  with  radioactive  phos- 
phorus. The  patient  was  maintained  very  well 
on  small  doses  of  radioactive  phosphorus  through- 
out 195’,  1955,  1956,  and  1957. 

In  1955  the  patient  became  pregnant.  A nor- 
mal male  child  was  delivered  at  full  term  from 
below  on  June  12,  1956.  The  only  treatment 
given  during  the  time  of  pregnancy  was  blood 
transfusio  s and  only  about  two  then.  The  pa- 
tient had  several  miscarriages  during  the  re- 
mainder of  her  leukemia.  In  July  1958  the  pe- 
ripheral blocd  began  to  show  more  blast  forms 
and  more  rnemia. 

At  this  time  radioactive  phosphorus  was  stopped, 
and  the  patient  was  begun  on  Purinethol.  The 
patient  was  unable  to  take  the  Purinethol  because 
of  gastrointestinal  symptoms  and  some  rather 
mar!  ed  depression  of  the  bone  marrow.  This 
medication  was  promptly  stopped,  and  Myeleran 
was  begun.  On  Myeleran  therapy  this  patient 
did  amazingly  well  throughout  1958  and  1959. 

Her  terminal  illness  began  in  December  1959. 
She  had  a very  confusing  peripheral  blood  pic- 
ture in  that  she  had  rather  marked  decrease  in 
her  platelet  count,  marked  inci’ease  in  her  ane- 
mia, and  a rather  marked  drop  in  her  white 
count  with  the  presence  intermittently  of  many 
blast  fonns.  Hematological  consultant  at  that 
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time  was  unable  to  decide  whether  the  patient 
had  metastatic  malignant  process  or  a most  un- 
usual complication  of  chronic  granulocytic  leu- 
kemia, that  of  myelosclerosis.  My  own  feeling  was 
that  the  patient’s  bone  marrow  had  just  pooped 
out.  Terminally,  this  patient  had  evidence  of  an 
overwhelming  pulmonary  infection,  a great  deal 
of  mouth  infection,  and  she  went  into  congestive 
heart  failure.  Patient  expired  on  January  11, 
1960.  The  pathologist  at  autopsy  felt  that  the 
patient  died  of  terminal  heart  failure  with  bi- 
lateral pulmonary  edema  congestion  and  diffuse 
pneumonitis.  She  had  evidence  of  chronic  myel- 
ogenous leukemia.  At  the  time  of  autopsy  the 
bone  marrow  was  quite  fibrotic,  and  the  spleen 
and  lymph  nodes  had  apparently  taken  over 
largely  the  production  of  blood  cells. 

Case  No.  5. — E.L.,  59  year  old  white  male, 
who  had  been  a patient  of  mine  for  some  time, 
having  been  treated  for  obesity,  hypertension 
with  hypertensive  cardiovascular  disease,  coro- 
nary heart  disease,  gall  stones,  hypertrophic  ar- 
thritis of  the  spine.  He  was  an  x-ray  technician. 

In  January  1956,  he  entered  the  hospital  with 
symptoms  and  signs  compatible  with  acute  con- 
gestive heart  failure.  In  addition  to  this,  he 
had  evidence  of  hepatosplenomegaly  which  re- 
mained so  throughout  his  illness.  His  white 
blood  count  at  that  time  was  found  to  be  197,200. 
He  had  had  previous  CBC’s  within  a year  which 
were  reported  as  normal.  In  addition  to  his 
marked  leukocytosis,  he  had  a moderate  normo- 
cytic,  normochromic  anemia. 

Myeleran  was  elected  as  the  therapeutic  agent. 
Initially,  he  showed  some  fairly  good  response 
to  Myeleran  but  soon  it  was  most  ineffective. 
Purinethol  was  then  tried,  but  gastrointestinal 
toxicity  prevented  its  continued  use.  Some  deep 
x-ray  therapy  was  given  with  very  little  or  no 
response.  He  was  placed  again  on  Myeleran. 
Terminally,  he  developed  rather  marked  anemia 
and  thrombocytopenia  and  varying  white  counts. 

Terminally,  he  was  treated  with  rather  mas- 
sive doses  of  cortisone  with  little  or  no  benefit. 
The  patient  expired  on  November  26,  1956.  Au- 
topsy on  this  patient  showed  that  the  immediate 
cause  of  death  was  a recent  thrombosis  of  the 
right  coronary  artery.  In  addition  to  this,  the 
patient  had  chronic  myelogenous  leukemia  which 
apparently  was  superimposed  on  the  primary 
Hodgkins’  disease.  The  diagnosis  of  Hodgkins’ 
disease  had  been  made  from  mediastinal  and 
aortic  node  removed  post  mortem. 

Case  No.  (!.  — K.M.,  53  year  old  white  female, 
first  seen  by  me  in  March  1956.  Chief  complaint 
at  that  time  was  coughing  and  a cold.  Cold  had 
been  present  for  four  to  six  months  duration, 
lately  had  been  febrile.  Significant  j)hysical 
findings  included  a blood  pressure  of  220/60, 
bilateral  basal'  rales,  heart  clinically  enlai’ged  to 
the  left  with  both  aortic  and  mitral  systolic  le- 
sions. 


Patient  was  hospitalized,  and  while  there  a 
complete  work-up  was  done.  Final  conclusions 
wei-e  that  she  had  arteriosclerotic  heart  disease 
and  an  interstitial  type  of  pneumonitis.  While 
in  the  hospital  hematologically  she  had  a very 
mild  anemia  and  her  white  count  was  in  the 
neighborhood  of  20,000,  and  there  was  a pre- 
dominant lymphocytosis.  This  did  not  change  fol- 
lowing improvement,  and  a bone  marrow  aspira- 
tion was  done  which  showed  chronic  lymphatic 
leukemia  with  partial  replacement  of  the  mye- 
loid elements  including  the  megakaryocytes. 
However,  her  peripheral  platelet  had  been  and 
has  remained  normal.  There  was  no  significant 
adenopathy  or  hepatosplenomegaly. 

Patient  did  extremely  well,  however,  during 
1956  her  anemia  gradually  increased.  Her  white 
count  went  up  to  40,000,  and  for  this  reason,  plus 
some  dypsnea  and  weakness,  therapy  was  started. 
I elected  to  use  radioactive  phosphorus  because 
of  the  absence  of  lymphadenopathy  and  hepato- 
splenomegaly. Besides  that,  I wanted  to  see  how 
she  would  do  on  it.  In  January  1957,  she  was 
given  2 millicuries  of  P.^g  intravenously.  This 
was  repeated  again  in  November  1957.  Both  her 
white  count  and  differential  have  returned  to 
fairly  normal,  even  though  she  still  had  predomi- 
nant lymphocytes.  She  has  a very  mild  anemia 
but  still  no  adenopathy  or  hepatosplenomegaly. 
Recently,  the  patient  developed  hematuria  which 
was  apparently  due  to  a chronic  urethritis.  Plate- 
let counts  were  norinal  as  well  as  other  periph- 
eral blood  studies.  She  has  also  developed  very 
mild  diabetes  mellitus,  controlled  by  the  oral 
hypoglycemic  agents.  Patient  was  last  seen  on 
March  18,  1960,  and  she  was  still  doing  well. 

Case  No.  7. — A.W.  70  year  old  white  female, 
whom  I had  treated  intermittently  for  some  nine 
or  ten  years.  The  patient  had  a brother  who  died 
of  chronic  lymphatic  leukemia.  She  had  been 
treated  for  mild  hypertension  and  arteriosclero- 
sis, mild  degree  of  coronary  heart  disease,  and  a 
degree  of  chronic  anxiety.  In  early  1956,  this 
patient  suffered  a cerebral  thrombosis  with  re- 
sidual aphasia  and  a right  hemiplegia.  Over  a 
period  of  time  the  patient  had  practically  no 
return  of  any  function  of  her  right  side.  She 
was  bedridden  from  the  onset  of  her  illness  until 
her  death.  At  the  onset  of  her  cerebral  apoplexy 
the  patient  had  no  hematological  abnoi-mality. 
In  May  1956,  the  patient  was  admitted  to  the  hos- 
pital for  routine  studies,  and  it  was  at  that  time 
the  patient  was  found  to  have  a 31,850  white 
count  with  84  per  cent  lymphocytes.  There  was 
no  anemia;  there  was  no  thrombocytopenia.  There 
was  mild  hepatosplenomegaly  present. 

Bone  marrow  study  done  on  November  9,  1956 
showed  marked  increase  in  numbers  of  lympho- 
cytes. It  was  the  feeling  of  the  pathologist  that 
the  i)atient  had  chronic  lymphocytic  leukemia. 
The  patient’s  leukemia  was  not  treated  at  all. 
Occasional  CBC  sho\ved  the  gradual  development 
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of  a more  severe  normocytie,  normochromic  ane- 
mia and  increase  in  the  white  count  to  as  hiph 
as  (iO.OOO,  with  predominantly  laifre  lymphocytes 
as  hiph  as  92  per  cent. 

Patient  had  a fairly  stoimy  course  for  a year 
or  so  with  the  increasinf;:  anemia,  ^rradually  in- 
crcasini;:  hepatosplenome.e:aly,  and  frequent  bouts 
of  urinary  tract  infection  and  occasional  episode 
of  pneumonia.  She  died  on  November  19,  1958, 
of  overwhelmin};  infection,  congestive  heart  fail- 
ure,  and  pneumonia. 

r«.sc  \o.  8. — L.B.H.,  61  year  old  white  male 
who  was  first  .seen  by  me  on  February  26,  1958. 
This  man’s  initial  complaint  was  shortness  of 
breath.  Ilis  general  physical  findings  showed 
t . idence  of  emphysema  and  mild  hepatospleno- 
megaly.  This  remained  throughout  the  course  of 
his  illness.  It  was  felt  then  and  throughout  his 
illness  that  his  shortness  of  breath  was  mainly 
related  to  his  emphysema  and  not  his  anemia  or 
any  cardiovascular  disease.  This  is  a very  in- 
teresting case  in  that  this  man  worked  for  one 
of  the  industrial  plants  here  and  had  had  a lot 
cf  routine  blood  counts,  in  fact,  had  had  a blood 
count  every  year,  along  with  chest  x-rays,  rou- 
tine surveys  probably  Icr  ten  years  or  more. 
These  were  gone  over,  and  the  first  significant 
findings  were  on  April  21,  1954,  at  which  time 
lie  had  an  essentially  normal  hemoglobin,  hemato- 
crit, red  blood  cell  count.  His  white  cell  count  at 
that  time  was  10,000.  He  had  38  segmenters,  58 
lymphocytes,  and  4 eosinophils  as  a differential. 
Again  on  January  6,  1955,  he  had  a white  count 
cf  8350  and  segmenters  42,  lymphocytes  49,  mono- 
cytes 6,  and  eosinophils  3.  The  red  blood  cell 
series  was  perfectly  normal.  In  May  1957,  he 
first  developed  a mild  to  moderate  normocytie, 
normochi'cmic  anemia  with  mild  leukopenia  and 
moderate  increase  in  the  lymphocytes  with  what 
appeared  to  be  a definite  decrease  in  his  granu- 
locytic series.  Platelets  in  October  1957  were  re- 
ported as  220,000.  Bone  marrow  studies  in  Octo- 
ber 1957  were  reported  as  normal.  Patient  had 
numerous  CBC’s  throughout  the  remainder  of 
1957  and  1958.  They  were  all  characterized  by 
normocytie,  normochromic  anemia,  leukopenia, 
and  thrombocytopenia. 

Patient  had  bone  marrow  aspirations,  in  March 
1958,  which  showed  a moderate  left  shift  of  the 
granulocytic  series  with  increase  in  lymphoid 
elements.  Megakaryocytes  appeared  depressed. 
Picture  was  suggestive  of  developing  leukemia. 
Bone  marrow  biopsy  was  again  repeated  by  a 
hematological  consultant  in  August  1958.  No 
definite  diagnosis  was  made.  Bone  marrow  as- 
piration was  again  done  in  November  1958.  The 
crushed  elements  at  that  time  were  considei’ed 
to  be  diagnostic  of  acute  myelogenous  leukemia 
with  blast  forms  predominating.  At  this  time 
the  patient  had  a rather  marked  drop  in  his 
peripheral  platelets  and  increase  in  his  anemia. 


He  showed  some  petechia  and  occasional  ecchy- 
motic  spot. 

He  was  hospitalized  and  treated  with  large 
doses  of  Prednisone  and  6-Mercaptopurine  or 
Purinethol.  Patient  made  no  signs  of  remission 
and  expired  on  December  25,  1958,  with  pneu- 
monia and  gastrointestinal  and  cerebral  hemor- 
rhages. 

Case  No.  !>. — D.C.B.,  84  year  old  general  prac- 
titioner, who  was  first  seen  in  April  1955.  In 
April  1955,  this  white  male  physician  was  hos- 
pitalized with  rather  severe  right  fourth,  fifth, 
sixth,  and  seventh  intercostal  herpes  zoster.  Sig- 
nificant hematologic  findings  at  that  time  con- 
sisted of  a very  mild  normocytie,  normochromic 
anemia  anti  a slight  left  shift  with  an  increase 
in  his  small  lymphocytes.  At  the  time  of  his 
hospitalization  his  peripheral  blood  study  other 
than  the  above  mentioned  findings  was  essen- 
tially negative.  His  platelet  count  was  normal. 

The  possibility  that  he  might  be  developing  a 
leukemia  was  explained  to  him  but  bone  marrow 
aspiration  was  not  done.  During  the  remainder 
of  1955,  1956,  and  1957,  he  did  quite  well.  All 
his  blood  pictures  continued  to  show  a mild  to 
moderate  anemia  and  occasional  leukopenia  and 
an  increase  in  sedimentation  rate.  He  also  fre- 
quently had  an  increase  in  his  small  lymphocytes 
and  monocytes.  The  monocytes  themselves  once 
got  as  high  as  12  per  cent.  There  was  no  adenop- 
athy or  hepatosplenomegaly. 

On  February  15,T958,  this  physician  was  hos- 
pitalized with  a fractured  right  hip.  At  that 
time  hematologically  he  showed  a mild  nonno- 
cytic,  normochromic  anemia,  sedimentation  rate 
of  42  mm  hour  Westergreen  method,  total  white 
count  of  13,200  with  a differential  of  77  neutro- 
phils, 6 lymphocytes,  and  17  monocytes.  His  hip 
was  nailed  cn  February  16,  1958.  Postoperatively 
the  patient  had  a vei-y  stormy  course  with  the 
rapid  development  of  anemia,  leukopenia,  throm- 
bocytopenia, and  a marked  increase  in  his  neutro- 
phils with  some  very  early  forms  appearing  in 
the  peripheral  smear.  It  was  felt  that  he  had 
proi)ably  developed  an  acute  to  subacute  myelo- 
genous leukemia.  There  were  some  unusual 
changes  in  that  his  white  count  suddenly  jumped 
from  a leukopenia  to  a marked  leukocytosis  with 
one  count  being  as  high  as  170,000.  The  patient 
developed  rather  marked  pyuria,  hematuria,  al- 
buminaria,  went  into  uremia,  and  expired  on 
March  23,  1958.  The  only  treatment  given  in 
this  situation  for  his  apparent  leukemia  was 
rather  large  doses  of  cortisone  and  blood  trans- 
fusions. 

Autopsy  was  performed  on  March  23,  1958. 
The  significant  findings  hei-e  were  acute  pyelo- 
nephritis with  abcess  formation  and  hemorrhagic 
necrosis  in  the  right  kidney.  He  had  bilateral 
kidney  stones,  coronaiy  heart  disease,  and  acute 
to  subacute  myelogenous  leukemia  as  proven  by 
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bone  marrow  aspiration  post  mortem. 

Case  No.  10. — A.B.,  25  year  old  white  house- 
wife, first  seen  by  me  on  September  23,  1959. 
Her  chief  complaints  were  spots  on  her  legs, 
spots  before  her  eyes,  and  a weak  feeling.  These 
had  only  been  present  for  three  or  four  days’ 
duration.  System  review  here  revealed  the  fact 
that  the  patient  had  been  having  menorrhagia 
for  four  or  five  months  and  had  just  sought 
attention  from  the  gynecologist  who  did  a plate- 
let count  on  her  and  found  the  platelet  count  to 
be  72,000. 

The  patient  had  had  an  appendectomy  in  Au- 
gust 1957,  at  which  time  hematologically  every- 
thing appeared  perfectly  normal.  The  physical 
findings,  in  September  1959,  included  petechia 
and  ecchymoses  scattered  over  most  of  her  body 
and  muccus  membranes  and  a barely  palpable 
spleen.  Her  peripheral  blood  picture  showed  a 
marked  ncrmccytic,  nonnochromic  anemia  with 
a hematocrit  of  only  20.  Her  total  white  count 
was  28C0.  She  had  93  per  cent  lymphocytes  and 
7 per  cert  neutrophils.  There  was  a marked 
thrombocytopenia  with  only  30,000  platelets.  The 
bleeding  time  was  prolonged. 

The  pathologist  interpreted  the  crushed  mar- 
row elements  as  presenting  a picture  of  chronic 
myelogenous  leukemia.  The  marrow  was  hyper- 
plastic and  large  particles  were  aspirated.  Cer- 
tainly, clinically,  we  felt  that  this  patient  had 
acute  myelogenous  leukemia.  Certainly,  from  a 
clinical  standpoint  this  was  an  acute  process  and 
not  a chronic  one.  It  was  elected  to^  treat  the 
patient  with  blood  transfusions  and  large  doses 
of  Prednisone.  This  was  done,  and  as  far  as  a 
remission  from  her  leukemia,  it  was  not  shown. 
Next,  6-Mercaptopurine  or  Purinethol  was  tried. 
There  was  no  benefit  from  this.  Then  we  tried 
rather  massive  doses  of  Chloromycetin  with  no 
response.  We  also  tried  rather  large  doses  of 
ACTH.  There  was  no  response  to  any  type  of 
therapy.  The  patient  continued  to  run  a severe 
anemia,  leukopenia,  and  thrombocytopenia. 

Patient  expired  on  November  7,  1959.  Post 
mortem  examination  was  done,  and  the  final  con- 
clusion was  that  the  patient  died  of  acute  myelo- 
genous leukemia.  The  bone  mari-ow  at  post  mor- 
tem examination  was  grossly  depleted. 

Case  No.  11. — L.G.,  51  year  old  white  female, 
first  seen  by  me  on  January  6,  1960.  Her  chief 
complaint  was  that  of  weakness  and  pain  in  the 
right  side.  It  is  quite  interesting  that  this  pa- 
tient gave  a history  of  her  husband’s  dying 
rather  suddenly  about  a year  or  a year  and  a 
half  prior  to  admission  and  having  lost  two 
children  by  drowning  approximately  three  months 
months  prior  to  admission.  In  March  1957,  the 
patient  had  had  a radical  mastectomy  for  carci- 
noma of  the  left  breast.  She  apparently  had  no 
deep  x-ray  therapy  at  that  time.  It  is  interesting 
to  note  that  prior  to  her  surgery,  in  1957,  a 


review  of  her  chart  shows  that  she  had  a hypo- 
chromic anemia,  a total  white  count  of  19,000 
with  31  per  cent  neutrophils,  68  per  cent  small’ 
lymphocytes,  and  1 monocyte.  There  were  a few 
macrolymphocytes,  not  considei-ed  diagnostic. 

No  repeat  blood  study  was  done  until  the  pa- 
tient’s admission  to  the  hospital  in  January  1960. 
Significant  physical  findings  at  that  time  in- 
cluded a degree  of  emaciation  and  a very  large 
firm  nodular  liver  and  icterus.  Her  CBC  was 
very  interesting  in  that  it  showed  a moderately 
severe  ncrmocytic,  normochromic  anemia,  a total 
white  count  of  113,500  with  97  per  cent  lympho- 
cytes. The  platelet  counts  were  slightly  reduced. 
The  examining  pathologist  felt  that  there  was 
no  doubt  that  the  patient  had  chronic  lympho- 
cytic leukemia.  No  bone  marrow  aspiration  prior 
to  death  was  done.  The  patient  rapidly  devel- 
oped jaundice,  ascites,  evidence  of  liver  failure, 
and  then  into  liver  coma.  No  treatment  for  the 
leukemia  was  instituted.  Patient  died  on  January 
15,  1960.  Post  mortem  examination  showed  ex- 
tensive replacement  of  the  liver  by  metastatic 
adenocarciroma.  The  bone  marrow  showed  evi- 
dence of  chronic  lymphatic  leukemia. 

Case  No.  12. — T.J.P.,  61  year  old  male  farmer, 
who  complained  to  the  dermatologist  of  boils  on 
his  skin  intermittently  for  five  or  six  weeks  with 
poor  healing,  and  glands  had  been  swollen  scat- 
tered about  over  his  body  for  two  years  or  longer 
without  any  pain. 

It  is  interesting  to  note  that  this  man  had 
three  brothers  who  had  died  of  proven  Hodgkins’ 
disease. 

Significant  physical  findings  included  a blood 
pressure  of  164/94,  generalized  multiple  small 
furuncles,  a barely  palpable  liver,  and  moderate 
to  large  generalized  adenopathy,  principally  the 
cervical,  submaxillary  areas,  axillary  glands,  and 
the  inguinal  glands. 

CBC  showed  normal  hemoglobin,  red  blood 
cell  count.  His  total  white  blood  cell  count  was 
49,000.  He  had  3 segmenters,  6 eosinophils,  76 
small'  lymphocytes,  and  15  large  lymphocytes. 
Platelet  count  was  normal. 

Bone  marrow  aspiration  showed  normal  mar- 
row elements  partially  replaced  by  lymphoid 
series  represented  a lymphatic  leukemia.  Because 
of  the  generalized  lymphadenopathy,  I elected  to 
treat  him  with  Chlorambucil  (Leukeran).  He 
was  started  on  8 mgs.  daily.  Patient  received 
continuous  therapy  for  about  six  weeks.  His 
nodes  decreased  markedly  in  size  to  where  there 
were  only  a few  cervical  and  one  or  two  inguinal 
nodes  palpable.  His  last  WBC  was  17,800  with 
a marked  change  to  a more  normal  differential. 
The  patient’s  furuncles  completely  disappeared 
without  any  antibiotic  therapy.  Patient  feels 
well.  He  has  maintained  his  weight,  and  he 
states  he  is  awfully  glad  that  he  did  not  have 
Hodgkin’s  disease  like  his  brothers. 
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An  attempt  has  been  made  to  elucidate 
some  of  the  important  factors  concerned 
in  the  etiology  of  leukemia,  and  a briet 
review  of  some  of  the  symptomatology, 
classification,  therapy,  and  a presentation 
of  some  interesting  cases. 
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Discussion 

Dr.  Daniel  W.  Hayes  (New  Orleans)  : The 

interestin);:  and  very  useful  paper  that  Dr.  Mack 
has  presented  brings  up  many  of  the  well  known 
and  some  of  the  lesser  known  facts  about  leu- 
kemia. There  are  several  comments  that  I wish 
to  make  to  emphasize  some  of  the  points  that 
Dr.  Mack  has  brought  out. 

In  the  experience  that  we  have  had  at  Charity 
Hospital,  as  in  most  centers,  the  chronic  lympho- 
cytic leukemia  is  usually  as.sociated  with  large 
nodes;  whereas  in  chronic  granulocytic  leukemia, 
enlargement  of  the  spleen  and  liver  are  more 
common.  Hemolytic  anemia  is  much  more  com- 
mon in  chronic  lymphocytic  leukemia  than  in 
granulocytic  leukemia.  The  problem  of  whether 
or  not  to  treat  the  chronic  lymphocytic  leukemia 
is  still  not  entirely  settled.  Many  men  prefer  to 
withhold  treatment  until  there  are  signs  of  a 
progressing  disease  or  symptoms  related  to  the 
disease.  Others,  however,  feel  that  one  keeps 
the  patient  under  better  control  by  treating  them 
at  intervals  with  either  small  doses  of  radiation 
or  TEM.  Otherwise,  I am  in  full  accord  with 
Dr.  iMack’s  outline  for  treatment  of  the  leuke- 
mias. We  commonly  have  to  switch  from  one 
agent  to  another  after  treatment  becomes  inef- 
fective and  in  many  cases  of  acute  leukemia,  a 
combination  of  therapy,  usually  of  one  of  the 
steroids  with  another  toxic  agent,  is  recessary. 
Considerable  courage  is  needed  for  the  treatment 
of  acute  leukemia,  for  many  times  one  has  to 
treat  the  leukemia  with  a very  low  peripheral 
white  count  and  yet  a marrow  which  is  known 
to  be  packed  full  of  immature  cells.  Here  one 
cannot  rely  entirely  upon  the  peripheral  blood 
count  to  guide  one  in  the  proper  dosage  and  tim- 
ing of  the  therapy.  At  the  present  time  our 
practice  is  to  initiate  therapy  with  a drug  other 
than  the  steroids  in  acute  leukemia  unless  they 
are  moribund,  in  which  case  a dramatic  response 
usually  will  be  forthcoming  with  the  initial  use 
of  steroids. 

I shall  not  comment  individually  on  the  cases 
presented,  except  to  note  that  they  furnish  a 
fascinating  cross-section  of  the  many  problems 
which  one  encounters  in  treating  patients  with 
blood  dyscrasias. 
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An  Effective,  Well  Tolerated 

New  Antiliistaiiiiiie,  Dimetlipyrindeiie  Maleate"*" 


• A report  on  one  hundred  and  forty-two  patients  treated  with  vari- 
ous forms  of  this  new  drug  and  the  results  obtained. 


A LLERGY  is  a major  national  health 
problem,  ranking  third  in  prevalence 
among  chronic  diseases.  According  to  the 
Allergy  Foundation  of  America,  more  than 
17,000,000  children  and  adults  suffer  from 
allergic  diseases  in  one  form  or  another 
ranging  from  mild  to  severe  hay  fever, 
drug  reactions,  “collagen  diseases”  and 
mild  to  severe  bronchial  asthma.  Add  to 
this  total  the  many  so-called  minor  aller- 
gic episodes  with  plant  exposures  and  in- 
sect bites,  industrial  irritants,  etc.,  and 
one  finds  more  than  half  our  population 
suffering  from  allergic  problems  at  one 
time  or  another. 

Thirty-two  years  after  the  first  hista- 
mine antagonist  was  synthesized  by  For- 
neau,  in  1942,  there  appeared  Halpern’s 
report  upon  the  first  antihistamine  that 
was  sufficiently  well  tolerated  to  be  clin- 
ically useful.  Since  that  time  a consider- 
able number  of  antihistamines  have  been 
developed  and  brought  to  effective  thera- 
peutic application ; most  of  these  fall  into 
three  chemical  groups : the  ethylenedi- 

amines,  ethanolamines  and  monamines. 
The  remaining  few  good  antihistamines 
are  of  unrelated  chemical  derivation. 
Since  patient  response  remains  variable, 
most  allergists  practice  antihistamine  ro- 
tation in  order  to  avoid  the  development  of 
tolerance  and  to  choose  the  most  effective 
compound  for  a specific  patient’s  condi- 
tion. 

Recent  chemical  and  phai’macological 
reports  - on  a new  type  of  agent  exhibit- 
ing potent  histaminolytic  activity  with  a 


* Forhistal,  T.  M.,  Ciba  Pharmaceutical  Prod- 
ucts Inc. 


ARMAND  A.  JACQUES,  M.  D. 
VAL  H.  FUCHS,  M.  D. 

New  Orleans 


longer  duration  of  action  than  several 
widely  used  antihistamines  (tripelenna- 
mine,  chlorprophenpyridamine  or  dextro- 
chlorpheniramine)  aroused  our  interest. 
This  drug,  dimethpyrindene  maleate,  is  a 
member  of  the  indene  series  and  has  the 
structural  formula  shown  in  Figure  1. 

Laboratory  tests  for  determining  its 
antihistaminic  activity  and  oral  ED50 
(dose  which  protects  50  per  cent  of  a 
group  of  guinea  pigs  against  a standard 
lethal  dose  of  histamine)  revealed  results 
as  in  Table  1. 

The  drug  is  rapidly  absorbed  orally  and 
appears  to  be  exceptionally  free  of  seda- 
tive or  other  central  nervous  system  ef- 
fects. 

In  addition  to  reports  upon  hundreds 
of  patients  submitted  to  the  Research 
Department  of  Ciba,  several  clinical  pa- 


Dimethpyrindene  * 
*Forhistal,  CIBA 

Figure  1 
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TABLE  1 

ED.,„  VALUES  (mg./kg.) 


Drug  Orally 

At  1 Hour 

At  3 Hours 

Dimethpyrindene 

(Forhistal) 

().0()64±0.011 

0.243±0.037 

Tripelennamine 

2.63  itl.25 

11.4  ±2.6 

Chlorpro- 

phenpyridaniine 

0.116  ±0.035 

0.648±0.070 

Dextro- 

Chlorpheniramine 

0.139  ±0.02 

0.272±0.028 

pers  ^ “ have  confirmed  the  high  thera- 
peutic activity  of  dimethpyrindene,  noting 
its  effectiveness  in  dosages  as  low  as  1 
to  2 mg.  two  to  four  times  daily  as  un- 
coated tablets  or  in  liquid  forms,  or  2.5 
mg.  every  eight  to  twelve  hours  as  the 
Lontabs.  These  publications  note  the  low 
incidence  of  side  effects  and  absence  of 
any  unusual  types.  Drowsiness,  when  en- 
countered, usually  diminished  with  con- 
tinued use  of  the  drug  or  was  eliminated 
by  adjustment  of  dosage. 

Patient  Selection  and  Method  of  Therapy 

Our  pilot  study  of  the  drug  in  15  pa- 
tients showed  it  to  have  excellent  poten- 
tial as  an  antihistamine.  It  was  effective 
in  controlling  sneezing  and  rhinorrhea  as- 
sociated with  nasal  allergies,  and  in  sev- 
eral such  cases,  the  drying  effect  was 
particularly  useful  in  promoting  a better 
nasal  airway. 

Since  the  drug  appeared  promising  and 
the  early  seasonal  allergies  were  upon  us 
in  our  section  of  the  country,  we  took  the 
opportunity  for  an  extended  evaluation  of 
this  agent  in  individuals  suffering  from 
various  allergic  manifestations.  Allergic 
complaints  included  perennial  rhinitis, 
seasonal  hay  fever,  pruritus,  dermatologic 
drug  reaction  and  other  skin  problems. 

A total  of  142  adults,  children  and  in- 
fants comprise  the  group  being  reported 
here.  Various  dosage  forms  were  utilized 
according  to  the  patient’s  age  and  the  con- 
dition under  treatment,  as  follows : 

1.  Regular  tablets,  1 mg. 

2.  Lontabs,  2.5  mg. 

3.  Syrup,  1 mg.  5ml.  teaspoonful 

4.  Pediatric  Solution,  0.5  mg.  0.6  ml. 
(calibrated  dropper) 

5.  Injectable  Solution,  1 mg.  ml. 


Serial  blood  counts  and  urinalyses  were 
done  upon  approximately  one-quarter  of 
this  group  of  patients,  under  treatment 
for  from  six  weeks  to  eight  months,  with 
no  abnormalities  noted. 

Results 

These  have  been  grouped  arbitrarily 
on  the  basis  of  dosage  forms  with  which 
treatment  was  begun  ; diagnoses  are  mixed 
within  each  of  the  four  groups. 

A.  One  hundred  patients  were  treated 
initially  with  the  plain  tablets;  12  of  these 
al.so  received  one  or  more  intramuscular 
or  subcutaneous  injections  during  severe 
episodes.  Of  this  group,  92  showed  “good” 
to  “excellent”  response  with  individually 
optimum  dosage,  while  eight  had  “poor” 
symptomatic  control  at  any  dosage  level. 

The  only  side  effects  noted  were  undue 
dryness  of  the  mouth  (1)  and  drowsiness 
(10).  Of  those  who  reported  drowsiness, 
all  but  2 were  relieved  upon  adjustment  of 
dosage,  with  retention  of  therapeutic  re- 
sponse. 

Dosage  range  was  0.5  mg.  to  1 mg.  two 
to  four  times  daily. 

B.  Twenty-three  patients  were  treated 
initially  with  Lontabs;  20  had  “good”  to 
“excellent”  results.  The  three  patients 
who  had  “poor”  response  were  also  those 
reporting  side  effects  in  this  group,  1 
having  dryness  of  the  mouth  and  2 having 
drowsiness.  It  bears  mentioning  that  since 
these  3 patients  received  poor  symtomatic 
control  and  had  side  effects,  they  were 
understandably  unwilling  to  await  dosage 
manipulation  results  and  were  changed  to 
other  therapy. 

Dosage  range  was  one  Lontab  one  to 
three  times  daily. 

C.  Fourteen  patients  between  five  and 
thirteen  years  of  age  were  given  dimeth- 
pyrindene in  the  form  of  the  syrup.  Re- 
sponse was  “good”  to  “excellent”  in  11 
and  “poor”  in  3;  there  were  no  side  ef- 
fects. 

Dosage  range  was  0.5  mg.  to  1 mg. 
three  times  daily. 

D.  Five  children  aged  18  months  to 
41/^  years  received  the  Pediatric  Solution 
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with  “good”  to  “excellent”  response  in 
all.  There  were  no  side  effects. 

Choice  of  dosage  forms,  as  noted  ear- 
lier, is  for  the  most  part  governed  by  con- 
venience and  patient  acceptance.  The  li- 
quid preparations  are  especially  suitable 
for  children,  with  the  calibrated  dropper 
for  the  pediatric  solution  making  accurate 
dosage  simple  for  administration  to  in- 
fants. Since  dimethpyrindene  itself  is 
practically  tasteless  and  has  no  significant 
local  anesthetic  action  in  the  forms  uti- 
lized in  our  study,  there  has  been  no  diffi- 
culty from  these  standpoints. 

The  Lontabs  afford  greater  convenience 
for  any  patient  who  can  take  tablets,  be- 
sides which  we  have  noted  that  some  in- 
dividuals who  had  drowsiness  initially  up- 
on the  plain  1 mg.  tablets  were  relieved 
of  drowsiness  and  had  equal  symptomatic 
relief  when  changed  over  to  Lontab  medi- 
cation. This  is  believed  to  be  on  the  basis 
of  very  even  release  rates  of  the  active 
drug  over  about  eight  hours  in  patients, 
confirming  the  in  vitro  findings. 

Parenteral  medication  obviously  is  in- 
dicated for  severe  episodes  such  as  acute 
urticaria  and  in  connection  with  specific 
hyposensitization  procedures. 

Discussion 

While  neither  this  nor  any  other  anti- 
histamine is  intended  to  replace  more  spe- 
cific therapy,  dimethpyrindene  in  our  ex- 
perience constitutes  an  excellent  adjunct 
to  the  treatment  of  many  allergic  prob- 
lems. 

Headaches,  eustachianitis,  serous  otitis 
media,  and  other  complications  of  sinus 
and  nasal  allergies  may  be  alleviated  or 
even  prevented  by  suitable  u.se  of  dimeth- 
pyrindene. 

Urticarial  drug  reactions,  such  as  to 
penicillin,  generally  respond  very  well  to 
parenteral  and  oral  therapy  with  this  new 
antihistamine.  Pruritus  associated  with 
such  reactions,  or  with  other  forms  of 
allergy  usually  is  relieved  promptly  under 
this  therapy. 

Dosage  must  be  adjusted  on  an  individ- 
ual basis;  the  aim  is  that  of  utilizing  the 


lowest  effective  dosage,  but  if  early  re- 
sponse is  inadequate  higher  dosages  usu- 
ally are  well  tolerated.  If  drowsiness  oc- 
curs it  tends  to  be  transient  or  is  elimi- 
nated by  lowering  of  dosage  or  changing 
to  the  Lontab  formulation. 

Children  above  the  age  of  about  2 
years  tolerate  dimethpyrindene  well  in 
dosages  substantially  the  same  as  for 
adults  in  our  experience.  As  noted  pre- 
viously, absence  of  unpleasant  taste  facili- 
tates patient  acceptance  especially  among 
the  younger  group. 

For  children  under  two  years  of  age, 
dosage  (as  Pediatric  Solution,  dropper 
bottles)  ranged  from  0.25  mg.  to  0.5  mg. 

t.i.d. 

Summary  and  Conclusions 

One  hundred  and  forty-two  allergic  pa- 
tients, adults,  children  and  infants,  were 
treated  with  dimethpyrindene  (Forhis- 
tal),  a new  antihistamine  of  high  potency 
and  low  toxicity.  It  was  found  generally 
effective  in  low  dosage.  As  to  side  effects, 
we  concur  in  the  finding  that  these  are 
relatively  few  and  minor;  drowsiness,  the 
commonest  side  effect,  occurred  in  only 
a small  percentage  of  patients  and  in  some 
was  transient.  If  it  persisted,  adjustment 
of  dosage  usually  eliminated  drowsiness. 

Dimethpyrindene,  in  our  opinion,  equals 
and  perhaps  surpasses  the  best  and  most 
widely  used  antihistamine  drugs  available 
today.  Our  clinical  use  of  it  is  continuing- 
and  expanding  and  we  commend  it  to  the 
attention  of  the  profession  in  general. 
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.Ascension 

.Ascension  Medical  Society 

1879 

Avoyelles 

1878 

Bienville 

Bienville  .Medical  Society 

May  1878 

Caddo 

Shreveport  Medical  Society 

January  1866 

E.  Baton  Rouge 

Med.  Assn,  of  Baton  Rouge 

1874 

E.  Feliciana 

E.  Fecliciana  Med.  .Assn. 

Grant 

Fed  Fiver  Med.  .Assn. 

1877 

.Attakapas  Parishes 

.Attakapas  Med.  .Assn. 

1879 

Iberville 

Iberville  Med.  Assn. 

March  1878 

Lafayette 

Lafayette  Med.  Society 

1877 

Madison 

i\Iadiscn  Par.  Med.  .Assn. 

1880 

Orleans 

Orleans  Par.  Med.  Society 

April  1878 

Orleans 

N.  0.  Med.  and  Surg.  Assn. 

December  1873 

Plaquemines 

Plaquemines  Par.  Med.  and  Sur.  Assn. 

187.5 

Pointe  Coupee 

Med.  .Assn,  of  Par.  of  Pointe  Coupee 

St.  Lardry 

St.  Landry  Med.  Society 

About  1871 

New  Orleans  M.  & S.  J.  8:1096  (May)  1881. 
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A Study  of  the 

Psychiatric  Effects  of  Placebo^ 


• A clinical  evaluation  of  the  effects  of  placebo  on  symptoms  in  100 
psychiatric  patients,  and  an  investigation  of  factors  predisposing  to 
placebo  response. 

ARTHUR  S.  SAMUELS,  M.  D. 
CLAYTON  B.  EDISEN,  M.  D.t 
New  Orleans 


transformation  of  an  inert  sub- 
stance  into  a powerful  medication, 
merely  because  it  is  administered  by  a 
physician  and  called  “medicine”  is  a well 
known  phenomenon.  We  have  all  had  the 
experience  of  seeing  a patient’s  symptoms 
melt  away  before  the  drug  we  have  given 
him  could  possibly  have  had  any  physi- 
cal effect  upon  him.  The  problem  of  dif- 
ferentiating the  true  physical  effect  of 
medication  from  placebo  effect  is  a par- 
ticularly difficult  one  when  we  are  treat- 
ing symptoms  of  psychogenic  origin.  The 
following  study  on  placebo  effects  had  a 
threefold  purpose: 

1.  To  attempt  to  measure  quantita- 
tively the  therapeutic  power  of  an  inert 
substance  on  a varied  group  of  psychotic 
and  neurotic  patients ; i.e.,  to  see  how 
much  change  placebo  alone  can  bring 
about  in  emotionally  ill  patients  and  their 
symptoms. 

2.  To  obtain  a baseline  against  which 
the  active  tranquilizers  could  be  compared. 

3.  To  obtain  a clearer  picture  of  what 
some  of  the  nonphysical  factors  are  in  a 
patient’s  response  to  medication,  and  to 
see  how  these  might  influence  a placebo 
response. 

Method 

The  data  considered  in  this  paper  were 
originally  gathered  in  the  course  of  three 
studies  designed  to  afford  information 

* Presented  at  the  Eightieth  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  in  Baton 
Rouge,  La.,  May  .‘1,  ISHIO. 

t The  authors  wish  to  acknowledge  their  ap- 
preciation to  Mr.  E.  Lee  Hoffman  of  Newcomb 
College  for  his  statistical  evaluation  of  their 
data. 


about  placebo  as  well  as  to  estimate  the 
effectiveness  of  several  ataractic  com- 
pounds. All  were  double-blind  studies, 
with  neither  physician  nor  patient  know'- 
ing  whether  medication  or  placebo  was 
being  administered.  More  than  200  pa- 
tients were  studied  in  all. 

The  present  study  encompasses  an  ex- 
tensive statistical  analysis  of  the  data  on 
100  patients  who  received  a placebo  for 
the  first  two  week  period  of  their  treat- 
ment. About  one-fourth  of  these  were  in- 
patients on  the  psychiatric  wards  of  the 
Charity  Hospital  of  New  Orleans;  the 
remainder  were  out-patients,  attending 
the  psychiatric  clinic  of  that  institution 
or  similar  state-supported  clinics  in  small- 
er cities.  Aside  from  some  necessary  sup- 
portive psychotherapy  with  a few  of  the  in- 
patients, none  of  these  patients  received 
any  other  form  of  treatment  during  the 
two-week  period.  The  diagnostic  catego- 
ries represented  are  shown  in  Table  1. 

At  the  beginning  of  the  two-week  peri- 
od, the  patients  were  told  that  they  were 
receiving  a new  medication  which  might 
help  them.  They  were  given  tablets  which 
looked  and  tasted  just  like  the  active 
preparation  dispensed  later  in  the  study. 
The  physicians  (A.S.  and  C.E.)  who  did 
the  clinical  evaluations  took  no  part  in 
administering  the  medication,  and  did  not 
know  whether  these  patients  were  receiv- 
ing placebo  or  actual  medication.  They 
evaluated  each  patient’s  mental  status  by 
means  of  a psychiatric  profile  ranking 
the  following  signs  and  symptoms  on  a 
four-point  scale  according  to  severity:  af- 
fect disorder,  association  defect,  deper- 
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TABLE  1 

IMPROVEMENT  ON  PLACEBO  BY  DIAGNOSIS 


Diagnosis 


Worse  or  None 


Schizophrenia  Chronic 

Simple  Type  0 

Catatonic  0 

Paranoid  1 

Undifferentiated  2 

Schizo-Affective  1 

Childhood  Type  0 

Residual  Type  0 

Schizophrenia  Acute 

Paranoid  Type  0 

Undifferentiated  0 

Involutional  Psychotic  Reaction  0 

Psychotic  Depression  0 

Paranoid  Reaction  0 

Psychoneurotic  Disorders 

Anxiety  Neurosis  2 

Anxiety  Reaction  2 

Gross  Stress  Reaction  0 

Neurotic  Depression  0 

Conversion  Reaction  1 

Adolescent  Behavior  Problem  0 


Overall  Estimate  of  Improvement 
Slight  Moderate  Marked 


0 0 1 

0 2 0 

6 2 1 

12  10  7 

1 0 0 

0 0 1 

1 2 1 


0 1 1 

2 0 4 

1 1 1 

1 2 1 

1 0 0 


3 2 5 
1 0 1 
0 0 0 
1 0 1 
3 0 0 
0 0 1 


Recovered 


0 

0 

1 

3 

0 

0 

0 


0 

1 

0 

1 

0 


0 

0 

1 

0 

0 

0 


sonalization,  depression,  anxiety,  delusions 
or  referential  ideation,  hallucinations,  so- 
cialization defect,  insomnia,  anorexia,  and 
resistance  to  psychotherapy.  An  evalua- 
tion of  each  patient  was  made  before 
treatment  and  was  repeated  after  the  two- 
week  period.  More  frequent  evaluations 
were  made  of  the  in-patients.  An  over-all 
evaluation  of  change  in  condition  based 
on  a separate  scale  was  made  as  follows: 

0.  No  change  or  w'orse 

1.  Slight  improvement: 

some  beneficial  effects,  but  not 
enough  to  warrant  further  use  of 
the  medication 

2.  Moderate  improvement : 

favorable  results,  but  patient  seek- 
ing further  relief 

3.  Marked  improvement : 

symptoms  subside,  no  longer  dis- 
turb the  patient 

4.  Recovery : 

symptoms  subside  completely,  both 
subjectively  and  objectively;  pa- 
tient socially  productive 


Results 

General  improvement:  Ten  per  cent  of 
the  patients  showed  a general  worsening 
of  their  condition  during  the  trial  on  pla- 
cebo; 34  per  cent  showed  no  change;  20 
per  cent  were  slightly  improved;  29  per 
cent  showed  moderate  improvement;  and 
7 per  cent  improved  markedly.  Thus  it 
appears  that  more  than  half  of  the  pa- 
tients showed  definite  signs  of  improve- 
ment while  receiving  the  placebo,  and  that 
more  than  one-third  of  the  total  group 
showed  a most  satisfactory  response,  one 
which  would  ordinarily  highly  favor  the 
continuation  of  treatment  with  the  same 
medication.  Table  1 shows  improvement 
by  diagnosis.  No  significant  differences 
in  response  were  seen  betw’een  the  psy- 
chotic and  the  neurotic  groups,  or  in  the 
various  diagnostic  categories. 

Symptomatolgoy : Table  2 presents  the 
data  on  the  reduction  of  severity  of  indi- 
vidual symptoms.  Of  38  patients  suf- 
fering from  hallucinations,  60  per  cent 
showed  a reduction  in  either  intensity  or 
frequency,  or  complete  disappearance  of 
hallucinatory  experiences.  Of  the  85  pa- 
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tients  suffering  from  depression,  45  per 
cent  were  less  depressed  while  receiving 
the  placebo. 

Similarly,  relatively  high  percentages 
of  improvement  were  noted  among  pa- 
tients with  insomnia  and  with  anxiety, 
while  more  than  30  per  cent  of  patients 
suffering  from  anorexia  and  from  symp- 
toms of  depersonalization  showed  relief 
of  these  symptoms,  varying  in  degree 
from  slight  relief  to  complete  disappear- 
ance of  the  symptoms. 

For  the  symptoms  of  delusions,  associa- 
tion defect,  and  inappropriate  affect,  im- 
provement was  demonstrated  in  about  25 
per  cent  of  the  patients  who  initially  suf- 
fered from  these  symptoms.  Improvement 
was  noted  less  frequently  in  the  case  of 
flattened  affect  and  social  withdrawal.  Of 
61  patients  who  demonstrated  resistance 
to  psychotherapy — based  upon  a variety 
of  factors  and  manifested  by  difficulty  in 
establishing  rapport — 16  per  cent  appeared 
to  become  more  amenable  to  psychothera- 
py after  receiving  the  placebo. 

Correlation  of  Response  to  Placebo 
with  Patients’  Characteristics:  Using  the 
Kruskal-Wallis  statistical  test,'*  the  data 
were  analyzed  for  the  existence  of  any 
correlations  between  the  tendency  to  react 
favorably  to  the  placebo  and  the  following 
personal  and  sociological  factors : age 

(ranging  from  12  to  73),  sex,  race,  occu- 
pational stability  and  education  (from  il- 
literacy to  college  degree).  The  only  sig- 
nificant correlation  found  was  between 


tendency  to  react  and  race,  with  Negro 
patients  showing  more  response  to  place- 
bo than  white  patients. 

Correlation  of  Response  with  Character- 
istics of  Illness:  The  results  were  searched 
for  possible  correlations  with  the  follow- 
ing factors:  whether  or  not  the  patient 
had  a previous  psychotic  episode  or  se- 
vere emotional  upset;  duration  of  present 
illness  (ranging  from  one  month  to  30 
years)  ; response  to  previous  somatic 
treatment ; severity  of  the  precipitating 
stress  for  the  present  illness;  and  diag- 
nosis. No  statistically  significant  corre- 
lations were  found  between  any  of  these 
factors  and  the  response  to  placebo. 

Correlation  of  Response  with  Frequency 
of  Administration  of  Medication:  The 

amount  of  response  to  placebo  did  not 
show  any  correlation  with  frequency  of 
administration,  whether  b.i.d.,  t.i.d.,  or 
q.i.d. 

Discussion 

This  study  demonstrates  that  the  ten- 
dency to  respond  to  any  medication, 
whether  active  or  not,  must  be  taken  into 
consideration  in  the  evaluation  of  the  ef- 
ficacy of  the  various  new  drugs.  In  Table 
2,  the  column  on  the  far  right  gives  a 
statistical  projection  of  the  percentage  of 
patients  who  would  have  to  show  improve- 
ment, by  symptoms,  for  a drug  to  be 
proven  significantly  more  effective  than 
placebo  alone,  in  a study  with  a patient 
sample  of  the  same  size  and  with  similar 
characteristics,  utilizing  similar  proce- 


TABLE  2 

CHANGES  IN  SYMPTOMS  WITH  PLACEBO 


Symptom 

No.  Observed 
with  Symptom 

Percentage  of  those  Originally  Observed 
with  Symptom  Showing  Change 

Worse  Unchanged  Better 

Upper  (95%) 
Limit  of 
Chance 
Improvement 

A f f ect-Flattened 

73 

1.4 

84.9 

13.7 

25 

Affect-Inappropriate 

30 

3.3 

70.0 

26.7 

43 

Association  Defect 

35 

11.4 

62.9 

25.7 

41 

Depersonalization 

7(i 

2.6 

65.8 

31.6 

42 

Mood-Depressed 

85 

5.9 

49.4 

44.7 

55 

Anxiety 

89 

6.7 

51.7 

41.6 

52 

Delusions 

53 

7.5 

64.2 

28.3 

42 

Hallucinations 

38 

7.9 

31.6 

60.5 

72 

Sociability-Withdrawn 

76 

1.3 

79.0 

19.7 

29 

Insomnia 

75 

8.0 

48.0 

44.0 

55 

Anorexia 

64 

1.6 

65.6 

32.8 

45 

Resistance  to  Psychotherapy 

61 

1.6 

82.0 

16.4 

26 

I Hi 
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(lures.  The  most  strikini?  example  is  pre- 
sented in  the  case  of  hallucinations,  where 
more  than  72  per  cent  of  patients  with 
that  symptom  would  have  to  show  a de- 
creased severity  in  order  to  be  certain 
that  the  improvement  was  si^jnificantly 
greater  than  that  which  mij?ht  be  ob- 
tained by  administerinj?  an  inert  sub- 
stance. The  fact  that  hallucinations  were 
more  greatly  affected  by  placebo  than  any 
other  symptom  may  reflect  the  relative  bi- 
zarreness of  the  symptom ; since  a patient 
can  more  readily  recognize  it  as  pathologi- 
cal, he  may  be  more  eager  and  better  able 
to  shed  it. 

The  mere  listing  of  symptoms,  in  mak- 
ing a mental  status  evaluation,  can  be  a 
force  in  directing  the  patient  toward  bet- 
ter reality  testing.  The  patient  may  be- 
come more  objective  about  himself  simply 
through  listening  to  himself  as  he  verbal- 
izes his  complaints  to  the  investigator, 
and  this  can  serve  as  an  impetus  toward 
self-correction  of  symptoms  which  are  out 
of  line  with  reality.  In  this  case  the  study 
itself,  rather  than  the  administration  of 
the  placebo,  would  be  instrumental  in  pro- 
ducing a certain  amount  of  improvement. 

We  can  only  speculate  as  to  other  fac- 
tors operating  to  produce  the  response  to 
placebo.  The  present  study  has  suggested, 
through  the  absence  of  any  positive  cor- 
relations, that  such  social  factors  as  edu- 
cation and  occupational  stability,  and  such 
characteristics  of  the  disease  process  it- 
self as  chronicity  and  severity  of  precipi- 
tating events  are  not  important  in  deter- 
mining the  response.  The  only  positive 
correlation  found  was  with  race  (or  more 
probably  with  culture),  and  this  may  mer- 
it further  investigation.  In  the  group  of 
patients  studied  here,  the  Negro  patients 
seemed  generally  more  anxious  to  please 
the  doctor,  were  in  greater  awe  of  him, 
and  expected  more  of  him  than  did  the 
white  patients.  They  also  appeared  to 
have  greater  magical  expectations  of  the 
efficacy  of  drugs.  If  these  impressions 
are  valid,  it  would  indicate  that  the  higher 
percentage  of  response  to  placebo  in  Ne- 


gro patients  is  due  to  differences  in  trans- 
ference. This  agrees  with  the  finding, 
well  known  to  all  physicians,  that  medi- 
cines appear  to  work  better  when  the 
patient’s  relationship  to  the  doctor  is  a 
positive  one.  Other  studies  of  the  placebo 
phenomena  recently  reported,--  reach  a 
similar  conclusion:  that  the  effects  of 

l)lacebo  are  derived  primarily  from  the 
emotional  relationship  between  the  physi- 
cian and  the  patient. 

Abstract 

The  effects  of  placebo  on  100  psychotic 
and  neurotic  patients  were  studied:  7% 
of  the  patients  showed  marked  improve- 
ment, 29%  improved  moderately,  20% 
improved  slightly,  34%  showed  no  change 
and  10%  became  worse.  Improvements  in 
individual  symptoms  are  detailed.  No 
positive  correlations  were  found  between 
such  social  factors  as  education  and  occu- 
pational stability  and  the  propensity  to 
react  to  placebo,  nor  was  any  correlation 
found  with  diagnosis  or  other  character- 
istics of  the  disease  itself  such  as  chron- 
icity or  severity  of  precipitating  stress. 
The  response  to  placebo  was  greater 
among  Negro  patients  than  among  whites. 

It  is  concluded  that  an  explanation  for 
the  effectiveness  of  placebo  may  be  found 
in  the  transference  phenomena  and  in  the 
reality-testing  effect  resulting  from  the 
mere  eliciting  of  symptoms. 
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Severe  Epistaxis 


The  problems  of  physicians  cannot  be 
assessed  mathematically.  What  appears 
to  be  a trivial  disorder  may  develop  into 
grave  illness.  An  adverse  progression  of 
events  of  this  sort  may  occur  in  epistaxis. 
Two  reviews  in  this  field  present  clearly 
the  types  of  problems  encountered  and  the 
reasons  for  caution. 

In  80  per  cent  of  the  patients,  if  enough 
time  is  allowed  to  elapse,  the  bleeding  will 
stop  spontaneously  without  treatment.  In 
others,  however,  dangerous  hemorrhage 
and  even  death  may  occur.  The  physician 
must  need  to  maintain  a watchful  attitude 
in  each  case  and  develop  an  adequate 
knowledge  of  the  facts  in  the  situation. 
By  such  vigilance  he  is  able  to  separate 
the  trivial  from  the  serious  in  sufficient 
time  to  undertake  those  progressive  steps 
in  therapy  which  may  become  necessary. 

When  bleeding  is  persistent  a serious 
degree  of  anemia,  and  occasionally,  death, 
may  occur.  Nosebleeds  of  children  and 
young  adults  are  seldom  severe.  Serious 
epistaxis  is  essentially  a geriatric  problem, 
and  its  incidence  in  one  of  the  reviews  pre- 


sented increases  directly  with  age.  The 
commonest  causes  were  conditions  which 
became  progressively  worse  as  the  pa- 
tients grew  older.  The  cause  of  bleeding 
in  one  fourth  of  the  patients  could  not  be 
determined.  In  44.5  per  cent,  arterioscler- 
osis or  hypertension,  or  both,  were  respon- 
sible. Trauma  was  the  cause  in  about  10 
per  cent,  and  familial  hemorrhagic  telan- 
giectasia in  about  5 per  cent.  Blood  dys- 
crasias  accounted  for  approximately  an- 
other 5 per  cent.  Forty  per  cent  of  the 
patients  were  more  than  60  years  old,  and 
of  those  past  60,  65  per  cent  had  hyper- 
tension. 

The  source  of  the  bleeding  was  variable, 
and  in  106  patients  treated  between  1945 
and  1950,  was  undetermined  in  22.6  per 
cent.  It  was  from  the  anterior  portion  of 
the  septum  (Kiesselbach’s  area)  in  27  per 
cent.  It  was  from  the  sphenopalatine  or 
nasopalatine  artery  in  10  per  cent;  from 
the  naso-nasopharyngeal  plexus  in  11,  and 
diffuse  in  6.6  per  cent. 

The  problems  of  diagnosis  and  treat- 
ment can  well  tax  the  ability  of  the  most 
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astute  and  capable  physicians.  In  many 
instances,  he  must  proceed  in  a situation 
in  which  the  patient’s  preoccupation  with 
bleeding  prevents  an  adequate  hi.story, 
and  also,  in  which  the  amount  of  blood 
being  lost  calls  for  aggressive  therapy. 
Close  observation  of  the  patient  may  be 
necessary  to  distinguish  between  shock 
due  to  hemorrhage  and  the  shocklike  ap- 
pearance of  the  patient  who  is  nau.seated 
from  swallowing  too  much  blood,  and  who 
is  panicky  enough  to  produce  tachycardia. 
In  the  presence  of  a known  hypertensive 
or  arteriosclerotic  state,  the  cause  of 
bleeding  may  be  presumed  to  be  a broken 
artery  or  vein.  It  is,  however,  unsafe  to 
assume  that  the  bleeding  will  stop  when 
sufficient  blood  has  been  lost  to  lower  the 
pressure  and  allow  clot  formation.  The 
protective  and  defensive  mechanisms  of 
the  body  will  maintain  blood  pressure  at 
or  near  its  previously  habitual  level  as 
long  as  possible.  When  the  pressure  be- 
gins to  fall,  the  level  descends  rapidly 
and  the  body  may  become  incapable  of 
responding  when  support  is  provided  from 
the  outside.  It  has  been  stated  that  it  is 
not  the  presence  of  blood  in  the  nose,  but 
the  lack  of  blood  in  the  vascular  system 
that  causes  death.  When  there  is  any  un- 
certainty as  to  the  satisfactory  stability 
of  the  patient’s  condition,  transfusion  of 
blood  should  be  employed. 

“Each  physician  has  his  own  favorite 
method  of  controlling  nasal  hemorrhage. 
The  principal  object  is,  however,  to  stop 
the  flow  of  blood  as  soon  as  possible.”  Pa- 
tients with  serious  hemorrhage  require  a 
quick  acting  opiate  or  hypnotic.  Anterior 
or  posterior  packs  are  employed  according 
to  the  probable  source  of  bleeding.  The  spe- 
cialist in  rhinology  also  has  available  to 
him  the  use  of  electrocoagulation,  chemi- 
cal cautery,  and  submucous  resection. 
When  bleeding  continues  in  spite  of  these 
aggressive  measures,  ligation  of  the  ex- 
ternal carotid  artery,  with  the  possible 
addition  of  the  anterior  ethmoidal  artery, 
are  to  be  considered.  Much  of  the  bleed- 
ing in  the  nose  is  controlled  by  ligation 
of  the  external  carotid.  This  will  not  cor- 


rect bleeding  from  the  anterior  ethmoidal 
artery,  which  takes  its  origin  from  the 
ophthalmic  aidery  of  the  internal  carotid 
artery.  It  has  been  stated  that  collateral 
circulation  is  established  within  five  days 
after  ligation  of  the  external  carotid  ar- 
tery. 

Routine  diagnostic  procediu*es  are  a 
necessary  supplement  to  local  treatment. 
They  may  reveal  causes  of  bleeding  and 
become  an  accurate  guide  in  determining 
what  supportive  measures  are  necessary. 
Among  the  general  causes  of  epistaxis 
which  may  be  revealed  in  a diagnostic 
study  are  hypertension,  arterio.sclerosis, 
high  venous  tension,  acute  blood  infec- 
tions, blood  dyscrasias,  and  cardiac  dis- 
eases. 

Arterial  and  venous  degenerative 
changes  are  known  to  produce  hemor- 
rhage in  the  lungs,  the  esophagus  and 
stomach,  the  colon  and  rectum,  occasion- 
ally the  urinary  tract,  and  among  those 
of  advanced  years,  the  arms  and  legs. 
These  hemorrhages  assume  an  importance 
in  proportion  to  their  accessibility.  When 
nasal  hemorrhages  are  treated  with  due 
regard  to  their  potential  dangers,  the 
physician  has  resources  which  can  be  pro- 
gressively employed  to  control  most  of 
them.  Among  the  most  serious  and  in- 
tractable types  of  epistaxis  will  be  those 
that  result  from  trauma  which  produces 
fractures  of  bones  and  lacerations  of 
associated  arteries.  The  arteries  most  af- 
fected are  the  internal  carotid  and  the 
anterior  ethmoidal.  This  may  be  followed 
by  intermittent  but  also  massive  bleeding. 
Spontaneous  aneurisms  may  do  the  same. 
In  such  situations,  the  depletion  of  the 
patient  and  the  magnitude  of  the  arterial 
damage  may  defy  surgical  control. 

Physicians  and  specialists  in  rhinology 
find  that  20  per  cent  of  the  patients  with 
epistaxis  present  a challenge  in  diagnosis 
and  therapeutic  handling. 
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The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana  State 
Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contribute  to  the 
understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


A LOOK  AHEAD  FOR  HEALTH  INSURANCE 

A need  for  action  “not  dreamed  of  ten  years 
ago”  was  stressed  in  the  following  excerpts  from 
a keynote  address  entitled  “A  Look  Ahead,” 
given  by  the  President  of  the  Health  Insurance 
Association  of  America,  Millard  Bartels,  before 
the  HIAA  Individual  Insurance  Forum,  Chicago, 
October  24,  1960.  Mr.  Bartels  is  Chairman,  In- 
surance Executive  Committee,  The  Travelers  In- 
surance Companies. 

“Our  business  as  a way  of  distributing  the  cost 
of  health  care  finds  itself  in  an  unusual  position 
in  the  world  today.  It  is  unique  in  its  size,  its 
phenomenal  growth  and  its  relation  to  govern- 
ment. In  a relatively  short  time  some  130  mil- 
lion Americans — 73%  of  the  civilian  population 
have  some  kind  of  medical  expense  insurance. 
During  1959  a grand  total  of  $5,175,000,000  in 
health  insurance  benefits  was  distributed — up 
10.9%  over  1958. 

“Fifty-nine  nations,  some  of  them  holding  the 
same  devotion  to  political  freedom  of  the  indi- 
vidual which  we  have  in  this  country,  have  medi- 
cal care  programs  federally  operated  on  a com- 
pulsory monopolistic  basis.  But  our  companies 
are  still  in  a position  to  reduce  further  the  need 
for  this  kind  of  governmental  action  in  the 
United  States. 

“So  far,  so  good.  But  what  should  we  do  now? 

“The  results  of  your  underwriting  skill  have, 
to  me,  been  amazing.  The  development  of  major 
medical,  the  forward  steps  in  continuation  of 
coverage  and  the  adoption  of  a variety  of  com- 
petitive marketing  practices  and  procedures  have 
transformed  the  business  from  a small  money- 
making operation  to  a large  public  service. 

“But  even  as  our  business  expands  under  the 
shadow  of  government  monopoly  our  Associa- 
tion must  increase  its  interest  in  new  areas.  The 
health  insurance  business  needs  to  be  identical 
with  an  interest  in  the  health  and  medical  care 
of  our  people  as  distinguished  from  a dedication 
to  spreading  cost  at  a profit.  Too  often,  I fear, 
we  are  looked  upon  as  mere  entrepreneurs  who 
take  in  money  and  pay  out  money  without  show- 
ing a real  interest  in  the  risk  assumed,  namely, 
the  health  of  the  American  people.  We  should 
manifest  by  wbat  we  do  and  what  we  say  a 
genuine  regard  for  the  good  health  of  our  citi- 
zens. 

“In  Dallas  this  was  put  well  by  Bruce  Black, 
Chairman  of  the  Board  of  the  Liberty  Mutual 
Insurance  Company.  He  said,  “But  leal  protec- 


tion is  much  more  than  reimbursement  for 
losses:  it  means  protection  from  losses,  it  means 
prevention  of  fires,  it  means  prevention  of  acci- 
dents that  cause  losses,  it  means  minimizing  the 
disabilities  resulting  from  injuries  through  medi- 
cal care  and  rehabilitation,  it  means  concern 
with  the  total  cost  of  protection  both  for  losses 
and  for  expenses.” 

“One  way  to  do  this  is  to  promote  the  develop- 
ment of  needed  health  and  medical  care  facili- 
ties. That  these  are  lacking  in  certain  localities 
is  well-known.  They  would  include  hospitals, 
skilled  nursing  homes,  home  care  programs, 
nurses,  homemakers,  chronic  illness  facilities, 
geriatric  facilities,  diagnostic  and  rehabilitation 
opportunities,  mental  illness  facilities,  clinics  and 
other  possible  categories. 

“At  our  May  meeting.  Doctor  Blasingame  of 
the  American  Medical  Association  told  us  that 
better  nursing  home  facilities  for  long-term  care 
of  the  aged,  especially  those  over  the  age  of  75, 
constitute  the  most  urgent  health  care  need  be- 
fore tbe  nation  today.  This  should  be  of  deep 
concern  to  tbe  health  insurance  business.  Of 
the  14,000  nursing  homes  in  the  country  fewer 
than  40%  are  members  of  professional  nursing 
borne  associations.  Most  are  privately  owned 
and  50%  of  the  patients  are  being  paid  for  with 
public  funds.  Tbe  average  skilled  nursing  home 
has  25  beds  and  the  cost  per  patient  is  about  $6 
to  $8  per  day.  The  average  age  of  people  in 
nursing  homes  is  80,  and  90%  are  over  age  65. 
The  relationship  of  this  facility  for  care  to  the 
problems  of  older  people  is  readily  discernible. 

“Here  is  an  area  where  doctors,  hospitals  and 
health  insurers  should  work  together  with  the 
proper  kind  of  representation  of  the  nursing 
home  business.  It  is  necessary  to  develop  stand- 
ards for  qualification,  operation  and  use.  The 
determination  of  need  by  location  must  be  made. 
Under  some  conditions  we  could  be  helpful  in 
providing  nursing  home  care  in  conjunction  with 
a hospital,  possibly  with  the  help  of  federal 
funds. 

“In  other  areas  it  might  be  wise  to  participate 
in  financing  expansion  of  this  service  in  coordi- 
nation with  the  provisions  of  the  small  business 
loan  program.  A co-opeiative  study  of  this  sort 
should  provide  a way  of  contiolling  overuse. 
Cei'tainly  this  kind  of  co-operative  effort  to 
preserve  not  only  the  principle  of  jirivate  care 
but  also  the  private  handling  of  the  cost  of 
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care  has  advantages  and  should  he  worthy  of  our 
attention. 

“Much  can  be  done  to  encourafie  provision  for 
rehabilitation  facilities.  Mr.  Black  told  us  in 
Dallas  what  his  company  has  done  to  restore 
disabled  human  beings  to  a satisfactory  and 
useful  life.  Other  insurance  companies  have 
also  taken  constructive  action  of  this  .sort.  There 
is  a cryinp  need  for  more  of  this. 

“Accident  prevention  also  ties  in  with  the  re- 
duction of  losses  under  health  insurance  policies. 
Casualty  insurers  which  underwrite  liability  for 
injuries  under  workmen’s  compensation  laws  and 
the  common  law  spend  considerable  sums  of 
money  in  studying  and  advancing  safety.  My 
own  Company  paid  in  1959  $7,900,000  in  the 
field  of  accident  prevention,  which  brought  the 
total  amount  paid  since  organization  to  $127 
million.  The  health  insurance  business  might 
well  identify  itself  with  these  efforts  which  have 
impressed  government  and  citizens  alike. 

“A  look  ahead  for  a business  which  has  ma- 
tured as  fast  as  the  health  insurance  business 
brings  into  focus  needs  for  intelligent  action 
of  a kind  not  dreamed  of  ten  years  ago.  The 
image  of  health  insurers  to  be  held  by  the 
American  people  will  become  increasingly  impor- 
tant. Business  growth  is  necessary,  but  growth 
alone  is  not  enough.  Our  companies  must  be 
regarded  not  only  as  mechanisms  to  spread  the 
cost  of  medical  care  but  also  as  motivators  of 
improvement  in  health.  Our  business  must  wear 
a mantle  of  humanity.  This  is  the  kind  of  busi- 
ness which  the  American  people  will  not  want 
to  extinguish  in  favor  of  government  monopoly.” 


A NEED  FOR  MUTUAL  UNDERSTANDING 
To  develop  and  maintain  ...  a program  of 
voluntary  health  insurance,  it  is  absolutely  es- 
sential that  the  insurance  industry  achieve  an 
atmosphere  of  understanding  and  cooperation 
with  the  providers  of  medical  care — the  cost  of 
whose  services  we  undertake  to  finance.  In  the 
absence  of  mutual  understanding,  it  would  be 
presumptuous  for  one  group  to  assume  such  a 
relationship  toward  another. 

The  insurance  industry  cannot  be  insensitive 
to  the  problems  of  the  physicians  and  hospitals 
for  theirs  obviously  is  the  leading  role.  Much 
less  can  we  be  insensitive  to  the  problems  of  our 
policyholders  who  ultimately  become  the  patients 
of  the  physicians  and  hospitals. 

The  development  of  principles  of  medical  care 
must  be  the  role  of  the  medical  profession.  It 
is  for  the  insurance  industry  to  develop  health 
insurance  coverages  which  are  compatible  with 
these  principals  of  medical  care  in  whatever 
manner  they  may  evolve. 

This  atmosphere  of  understanding  and  co- 
operation can  be  brought  about  only  through 
repeated  contacts  — face  to  face  discussion  — 


amongst  the  people  concerned.  Misunderstand- 
ings through  lack  of  information  could  grow 
and  become  a major  irritant,  but  through  per- 
sonal discussion  can  be  readily  eliminated. 

An  understanding  of  health  insurance  princi- 
ples enables  hospital  representatives  and  physi- 
cians to  offer  real  assistance  to  their  patients. 
Similarly,  an  understanding  of  the  problems  of 
hospitals  and  physicians  enables  the  insurance 
industry  to  devise  coverages  and,  of  no  little 
impoitance,  administrative  procedures  which 
best  fit  the  practices  and  meet  the  convenience 
of  the  providers  of  medical  service. 

Fundamental  to  achieving  such  an  atmosphere 
must  be  a demonstrated  willingness  by  all  parties 
to  make  changes  when  improvement  can  be  per- 
ceived. 

We  are  fortunate  in  having  the  support  of  the 
Insurance  Industry  to  help  us  fight  against  the 
socialization  of  the  medical  profession  by  the 
liberals  and  the  so-called  “Well-Doers”  in  Wash- 
ington. We  want  the  insurance  groups  to  know 
that  we  appreciate  their  efforts  and  cooperation. 


IMPORTANT  NOTICE 

We  would  like  to  call  the  attention  of  our 
members  to  Public  Affairs  Research  Council 
pamphlet  No.  92  of  January  19(51,  dealing  with 
the  Louisiana  Inheritance  and  Estate  Taxes.  This 
brochure  contains  important  information  and 
can  be  obtained  from  the  Public  Affairs  Re- 
search Council  of  Louisiana,  Inc.,  P.  O.  Box 
2748,  Baton  Rouge.  ' 


LOUISIANA  SUPREME  COURT  RULES 
AGAINST  CHIROPRACTORS 

The  Louisiana  Supreme  Court  refused  to  hear 
an  appeal  by  122  chiropractors  seeking  to  have 
the  state’s  Medical  Practices  Act  declared  uncon- 
stitutional. Earlier  in  the  month,  the  First  Cir- 
cuit Court  of  Appeal  in  Baton  Rouge  denied  a 
rehearing  in  the  same  case.  Originally,  the  chiro- 
practors brought  suit  in  Federal  court  but  the 
case  was  remanded  to  the  state  courts.  As  a re- 
sult of  these  decisions,  the  Louisiana  State  Board 
of  Medical  Examiners  will  be  able  to  more  effec- 
tively file  chai'ges  against  chiropractors  for  vio- 
lating the  Medical  Practices  Act  since  it  has 
been  freed  of  all  injunctions. 


A.M.A.  RURAL  HEALTH  REPORT 

The  Third  National  Rural  Health  Conference 
was  held  on  February  3rd  and  4th  1961,  at  the 
Palmer  House  in  Chicago,  111.  The  theme  of  the 
conference  was  “Information  vs  Misinforma- 
tion.” Dr.  Norman  H.  Gardner  presided  over 
the  morning  session  and  Mrs.  Haven  Smith  acted 
as  General  Discussion  Leader. 

The  session  was  opened  by  an  invocation  by 
Rev.  E.  W.  Mueller. 

President-elect  of  the  A.M.A.  was  represented 
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by  Dr.  George  Fister  to  gi-eet  the  guests  and  visi- 
tors. He  gave  a brief  history  of  the  organization 
which  began  in  1945.  His  address  was  followed 
by  a Panel  on  “Today’s  Health  Dollar’’. 

The  first  speaker  on  the  panel  was  L.  W. 
Martin,  Ph.D.,  who  showed  the  comparative  small 
portion  of  the  medical  care  dollar  that  went  to 
the  doctor  and  how  his  portion  has  dropped 
while  the  hospital  portion  has  risen. 

Louis  M.  Orr,  M.  D.,  showed  the  comparative 
cost  of  medical  care  vs  other  commodities  and 
also  compared  the  money  spent  on  quacks  and 
mail  order  door  to  door  peddlers  and  T.V.  and 
radio  advertised  drugs  and  cures.  Dr.  Orr  ex- 
plained the  seemingly  high  cost  of  drugs  in  the 
U.  S.  as  compared  to  other  countries,  but  when 
compared  to  cost  by  work  hours,  the  American 
public  is  getting  by  easier. 

The  second  speaker  on  the  panel,  Austin  Smith, 
M.  D.,  explained  the  drug  industry  and  its  aims; 
not  just  the  control  of  infections  and  extending 
life  expectancy  but  to  make  the  aged  useful 
throughout  life.  He  explained  the  seemingly 
high  cost  of  certain  drugs  versus  the  short  dura- 
tion of  illnesses  and  life  expectancy  which  to- 
day is  from  65  to  70  years. 

Next  speaker  on  the  panel  was  Mr.  George 
Bugbee  who  explained  the  high  cost  of  hospitali- 
zation being  from  two  principal  causes:  High 
cost  of  operation  of  the  hospitals,  of  which  65% 
is  in  salaries  and  over  use  of  hospitals. 

A question  and  answer  period  followed. 

In  the  afternoon  session  R.  B.  Robins,  M.  D. 
acted  as  Moderator  in  “The  Changing  Patterns 
of  Medical  Care’’.  He  gave  a talk  which  brought 
out  the  over  specialization  of  the  profession 
but  produced  a higher  quality  of  medical  care 
in  local  communities. 

Dr.  Robins  went  into  the  modern  trend  of 
the  politicians  taking  over  and  the  growth  and 
advancement  of  social  obligations  being  turned 
ovei-  to  the  government  in  social  security  etc. 
that  the  public  are  too  prone  to  let  the  gov- 
ernment do  it. 

Heinz  Lord,  M.  D.  next  spoke  on  “As  Seen  by 
World  Medical  Association’’  where  he  showed 
there  is  some  form  of  Government  Health  Plan 
in  all  governments  throughout  Europe  and  that 
we  are  about  ready  to  get  in  the  same  category. 

John  B.  Reckless,  M.B.,  Ch.B.  a native  of 
England  spoke  of  National  Health  Service  in 
England.  He  said  all  better  doctors  are  leaving 
England  in  order  to  practice  medicine  as  a free 
enterprise.  He  told  us  the  doctors  over  there 
have  very  little  time  to  practice  medicine  the 
way  it  should  be  and  that  right  now  there  are 
481,000  people  waiting  for  elective  surgery  and 
some  of  them  will  have  to  wait  as  long  as  three 
years  before  being  scheduled  for  opeiation. 

A discussion  period  followed  the  above  talks 
and  was  summarized  by  Dr.  Robins. 


A panel  on  Extension  Education  in  the  Field 
of  Health  with  a report  of  a national  survey 
followed  with  Mrs.  Haven  Smith  acting  as  Mod- 
erator. 

Mr.  Marvin  A.  Anderson  was  the  first  mem- 
ber of  the  panel  to  speak.  His  talk  was  on : help 
people  to  help  themselves,  especially  in  health 
problems.  He  discussed  health  problems  in  fa- 
cilities, immunization  and  sanitation.  He  also 
showed  how  to  organize  State  Health  Commit- 
tees and  county  subcommittees. 

This  was  followed  by  a paper  read  by  Miss 
Gertrude  Humphreys,  State  Leader  of  Agricul- 
tural Extension  Service  of  University  of  West 
Virginia  who  spoke  of  Agricultural  Extension 
services  working  with  the  medical  profession  to 
plan  health  programs,  locate  problems  and  give 
counsel  and  guidance.  She  suggested  holding 
meetings  between  rural  health  representatives  of 
State  Medical  Societies  and  program  planning 
groups. 

Another  paper  by  Miss  Edith  Bangham,  Dis- 
trict Leader  of  Agricultural  Extension  Service 
of  University  of  Wisconsin,  discussed  promot- 
ing health  services  through  extension  services 
and  training  leaders  to  assist  farm  and  non-farm 
people  through  local  Health  Departments. 

A discussion  followed. 

At  seven  that  evening  a banquet  was  held 
and  Mr.  Chester  Lauck  spoke  on  “Socialized 
Medicine  and  How  to  Get  It’’.  His  talk,  although 
humorous,  was  very  instructive  and  enlightening. 

Dr.  Samuel  P.  Leinbach  presided  on  Saturday 
morning.  The  first  speaker  was  Frederick  Stare, 
M.  D.  His  talk  was  on  Nutrition  Facts  and  Falla- 
cies. He  explained  what  is  nutrition,  what  makes 
up  a balanced  diet,  discussed  fad  of  dieting, 
people  wanting  to  lose  weight  and  others  want- 
ing to  gain  weight.  He  discussed  constituents  of 
food,  proteins,  fats,  carbohydrates,  minerals  such 
as  copper,  zinc,  fluorine,  calcium  etc.,  water  and 
vitamins.  He  discussed  Food  Quackery  and  the 
millions  of  dollars  spent  yearly  by  the  American 
public. 

Mr.  Aubrey  Gates  was  next  called  on  to  act 
as  panelist  on  “Medical  School  Looks  at  Rural 
Medical  Care”.  W.  Clarke  Wescoe,  M.  D.  was 
the  first  speaker  and  he  explained  how  the 
medical  schools  in  Kansas  play  the  leading 
role  in  rural  medical  care  and  how  the  pre- 
ceptorship  program  is  enforced  in  the  fourth 
year  of  medicine.  Elach  student  must  spend  five 
and  a half  weeks  in  private  practice  in  communi- 
ties of  under  2,500.  He  stated  that  postgradu- 
ate seminars  were  held  in  local  areas  and  also 
in  the  universities  for  the  physicians  of  Kansas, 
that  the  schools  helped  in  the  distribution  of 
doctors  in  rural  areas  and  surveys  were  held  as 
to  the  ability  of  the  community  to  support  a 
doctor,  the  facilities,  office,  hospitals,  schools. 
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churches,  service  clubs,  banks,  stores,  shopping 
areas  and  social  and  cultural  life. 

Edmond  K.  Yantes,  M.  D.  was  next  on  the 
panel  and  he  praised  highly  the  work  in  Kansas 
and  criticized  other  states  for  not  following  their 
example.  His  talk  was  followed  by  that  of  the 
wife  of  an  Intern,  Mrs.  Virginia  Muenzler,  who 
spoke  on  the  trials  and  tribulations  of  the  wife 
of  a medical  student  and  how  she  worked  to  help 
her  husband  through  school.  They  have  a five 
year  old  child. 

Next  a medical  student,  Edward  G.  Lufkin, 


also  with  a five  year  old  child  and  junior  in 
medicine  spoke  of  the  handicaps  of  working  his 
way  through  school  with  the  help  of  his  wife, 
scholarship  etc. 

This  was  a very  interesting  meeting  and  all 
sessions  were  very  well  attended.  I was  the 
only  member  of  the  Louisiana  Rural  Health 
Committee  attending,  although  Dr.  C.  G.  Cole 
attended  most  of  the  sessions. 

Guy  R.  Jones,  M.  D.,  Chairman, 
Committee  on  Rural  and  Urban  Health 
Louisiana  State  Medical  Society 


MEDICAL  NEWS  SECTION’'^ 

CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Data 

Place 

Ascension 

Third  Tuesday  of  every  month 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Lafayette 

Second  Tuesday  of  every  month 

Lafayette 

Morehouse 

Third  Tuesday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays  of 

every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

TRACHOMA  COMMON  EYE  INFECTION 
AMONG  SOUTHWEST  INDIANS 

Trachoma,  a virus-caused  infection,  “is  still  a 
common  affliction  of  Indians  in  the  southwest- 
ern United  States,”  according  to  a report  in  the 
February  4 Journal  of  the  American  Medical 
Association. 

The  disease  once  was  the  most  common  cause 
of  blindness  but  sulfonamide  and  antibiotics  now 
can  control  its  spread. 

The  Journal  report  by  Drs.  John  C.  Cobb, 
Albuquerque,  N.M.,  and  Chandler  R.  Dawson, 
San  Francisco,  U.S.  Public  Health  Service,  was 
based  on  surveys  among  four  Pueblo  tribes  and 
Navaho  school  children  in  New  Mexico  and 
Arizona. 

In  each  village  almost  all  children  of  school 
age  were  examined,  they  said,  but  the  adults 
who  presented  themselves  at  clinics  represented 
a distinct  minority  of  the  adult  population. 

“About  15  per  cent  of  2,522  Pueblo  Indians 
seen  and  23  per  cent  of  1,126  Navaho  school 
children  had  the  disease,”  the  authors  said. 


“Almost  18  per  cent  of  the  adolescent  Navaho 
children  examined  had  active  trachoma,  an  in- 
dication that  this  tribe  is  heavily  infected. 

“Spread  of  the  disease  in  homes  and  schools 
is  probably  enhanced  by  overcrowding  and  in- 
adequate water  supplies. 

“There  is  little  doubt  that  trachoma  can  be 
passed  from  child  to  child  in  crowded  schools 
where  sanitation  is  poor.” 

At  one  boarding  school  on  the  Navaho  Reser- 
vation, nine  cases  were  found  among  the  134 
pupils  and  two  weeks  later,  22  new  cases  were 
uncovered. 

“When  the  hygienic  standards  of  the  school 
were  checked,  it  was  found  that  the  water  sup- 
ply was  inadequate  and  that  the  children  were 
using  common  wash  water,”  the  authors  pointed 
out. 

Among  the  Navahos,  who  live  in  crowded 
quarters  with  little  water  and  are  exposed  to  a 
windy,  dusty  environment,  trachoma  is  still  a 
constant  threat  to  eyesight,  they  said. 

The  Division  of  Indian  Health  of  the  U.S. 
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Public  Health  Service  is  engaged  in  a control 
program  of  health  education,  early  diagnosis, 
and  treatment  of  active  cases,  they  added. 


TWO  GROUPS  BACK  A.M.A.  STUDY  ON 
MEDICAL  CARE  COST 

Two  prominent  organizations  in  the  health 
field  have  pledged  their  support  and  assistance 
to  the  studies  being  conducted  by  the  American 
Medical  Association’s  Commission  on  the  Cost 
of  Medical  Care. 

George  Bugbee,  president  of  the  Health  In- 
formation Foundation,  and  Ned  F.  Parish,  as- 
sistant executive  vice  president  of  the  National 
Association  of  Blue  Shield  Plans,  offered  their 
cooperation  in  determining  the  causative  factors 
in  health  care  costs  at  a recent  meeting  of  the 
commission  in  Chicago. 

The  commission,  established  by  the  A.M.A.  last 
June,  is  making  a three-year  study  to  gather 
and  evaluate  accurate  statistics  and  authoritative 
information  on  health  care  costs.  Its  findings 
are  expected  to  clarify  the  manner  in  which  the 
public  spends  its  medical  care  dollar  for  such 
items  as  physician  services,  hospitalization, 
drugs,  dental  care,  and  health  insurance  pro- 
grams. 

Bugbee  volunteered  to  share  with  the  com- 
mission studies  made  by  the  Health  Information 
Foundation,  including  those  on  utilization  of 
hospital  facilities,  trends  in  medical  care  ex- 
penditures, and  health  care  of  the  aged. 

Representing  the  National  Association  of  Blue 
Shield  Plans,  Parish  reported  that  his  organiza- 
tion would  provide  information  on  the  evolution 
and  growth  of  surgical  care  prepayment  plans 
as  well  as  on  the  extent  and  scope  of  present 
coverage. 

The  commission  is  composed  of  15  physicians, 
headed  by  Chairman  Louis  M.  Orr,  Orlando,  Fla., 
and  Vice  Chairman  David  B.  Allman,  Atlantic 
City,  N.J.,  both  past  presidents  of  the  A.M.A. 

Dr.  Orr  stressed  the  need  for  an  objective 
study  of  medical  care  costs.  He  said: 

“Too  many  of  the  economic  surveys  and 
studies  on  medical  care  costs  begin  with  a pre- 
conceived notion  of  what  the  situation  is.  The 
data  gathered  is  then  fitted  to  support  this 
prejudice.  We  will  be  as  objective  and  honest 
as  possible  in  our  study  so  that  our  findings  will 
not  be  open  to  question  or  criticism.” 

The  commission  accepted  a grant  of  $10,000 
fi'om  the  Charitable,  Educational  and  Scientific 
Foundation  of  the  Wisconsin  State  Medical  So- 
ciety. The  funds  will  be  used  to  conduct  a field 
study  within  the  state  on  medical  care  costs. 

In  addition  to  its  physician  members,  the  com- 
mission will  be  served  by  numerous  expei'ts  from 
allied  fields,  industry,  education,  labor,  and  gov- 
ernment. These  consultants  will  advise  the  three 


committees  of  the  commission  investigating  the 
areas  of  the  economics  of  medical  care,  financ- 
ing mechanisms,  and  the  impact  of  the  develop- 
ments in  diagnosis,  therapy,  and  clinical  manage- 
ment of  disease  on  the  cost  of  medical  care. 


A.M.A.  AND  CHEST  PHYSICIANS 
PLAN  JOINT  SESSION  IN  N.Y. 

A full  day  scientific  meeting,  sponsored  jointly 
by  the  American  Medical  Association  and  the 
American  College  of  Chest  Physicians,  will  be 
one  of  the  outstanding  features  at  the  110th 
annual  A.M.A.  convention  in  New  York  City, 
June  25-30. 

Dr.  Coleman  B.  Rabin,  New  York,  secretary 
of  the  A.M.A.  Section  on  Diseases  of  the  Chest, 
planned  the  program  for  this  joint  meeting, 
which  will  be  held  on  Monday,  June  26.  Chair- 
man of  the  morning  session  will  be  Dr.  Herman 
J.  Moersch,  Chicago,  chairman  of  the  A.M.A. 
Section  on  Diseases  of  the  Chest.  Chairman  of 
the  Monday  afternoon  session  will  be  Dr.  Hollis 
E.  Johnson,  Nashville,  Tenn.,  president-elect  of 
the  American  College  of  Chest  Physicians. 

The  joint  program,  which  was  arranged  so  as 
to  be  of  interest  to  specialists  and  general  prac- 
titioners alike,  will  follow  the  scientific  assembly 
of  the  American  College  of  Chest  Physicians 
which  is  holding  its  27th  annual  meeting  in  New 
York,  June  22-26,  just  prior  to  the  A.M.A. 
session. 

The  program,  first  ever  sponsored  jointly  by 
the  two  medical  organizations,  will  consist  of 
symposiums,  panel  discussions,  the  reading  of 
scientific  papers,  roundtable  luncheon  meetings, 
and  fireside  conferences. 

Subjects  to  be  covered  will  include  new  ap- 
proaches in  the  treatment  of  various  forms  of 
heart  disease;  tuberculosis  in  general  hospitals; 
steroid  treatment  in  lung  diseases;  modern  diag- 
nostic measures  in  heart  disease;  pulmonary  dis- 
ease and  the  best  forms  of  treatment;  asthma; 
chronic  bronchitis  and  emphysema;  heart  cath- 
erization;  recent  advances  in  the  treatment  of 
cardio-pulmonary  diseases;  modern  treatment  of 
angina  due  to  stress  or  effort,  and  x-ray  find- 
ings in  heart  and  chest  diseases. 

Moderators  of  the  symposiums  and  panels  will 
be  Drs.  Arthur  M.  Master,  New  York;  Sol  Katz, 
Washington,  D.C.,  and  George  C.  Griffith,  Los 
Angeles. 

Other  physicians  who  will  appear  on  the  joint 
program  are : 

Felix  Wroblewski,  Henry  Williams,  Jr.,  Alvan 
L.  Barach,  Daniel  Lukas,  and  Isadore  Rosenfeld, 
all  of  New  York;  William  Hollander,  Boston; 
Eliot  Corday,  Beverly  Hills;  Howard  Burchell 
and  Norman  Hepper,  Rochester,  Minn.;  Irving 
J.  Selikoff,  Paterson,  N.J.;  Clarence  S.  Thomas, 
Nashville;  W.  Proctor  Harvey,  Washington,  D.C., 
and  George  E.  Burch,  New  Orleans. 
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One  of  the  scientific  papers  will  deal  with  the 
results  of  operative  and  hip:h  voltage  radiation 
in  the  treatment  of  G28  cases  of  cancer  of  the 
lung.  It  will  be  read  by  Dr.  David  B.  Boyd  of 
Boston. 

Other  scientific  papers  will  be  delivered  by 
Drs.  Richard  Overholt,  Boston;  John  F.  Briggs, 
St.  Paul;  George  L.  Waldbott,  Detroit;  Gustav  J. 
Beck  and  Dylan  A.  Bickerman  of  New  York, 
and  Krishna  Nanda,  New  Delhi. 

Fireside  conferences,  where  physicians  discuss 
medical  problems  of  the  chest  informally,  will 
be  held  on  Monday,  June  2(>,  as  part  of  the  joint 
session.  These  fireside  conferences,  always  a 
popular  feature  at  the  annual  meetings  of  the 
American  College  of  Chest  Physicians,  will  be 
built  around  36  roundtables  where  attending 
physicians,  along  with  prominent  scientists,  will 
discuss  recent  advances  in  diagnosis  and  treat- 
ment in  all  phases  of  heart-lung  diseases. 

In  addition  to  the  formal  scientific  session, 
the  College  will  sponsor  a new  exhibit,  entitled 
“Physiologic  and  Clinical  Testing  of  Cardiac 
Function.”  This  outstanding  scientific  exhibit, 
approved  by  the  A.M.A.  Council  on  Scientific 
Assembly,  will  be  shown  at  New  York’s  Coli- 
seum begonning  on  Sunday  afternoon,  June  25. 


REPORT  NEW  CAPSTONE  TO 
PUZZLING  BABY  DISEASE 

Physicians  reported  progress  recently  in  track- 
ing down  a comparatively  new  and  puzzling 
baby  disease,  which  carries  the  jawbreaker  name, 
infantile  cortical  hyperostosis. 

When  it  was  first  reported  in  1945,  there  was 
a feeling  in  pediatric  medicine  that  only  a few 
babies  suffered  from  it.  Until  1952,  only  100 
case  reports  were  in  the  literature. 

The  February  11  Journal  of  the  American 
Medical  Association  reports,  however,  that  the 
disease  is  so  common  in  pediatric  practice  now 
that  “only  cases  of  unusual  interest  are  being 
published.” 

Four  Burlington,  Vt.,  physicians  reported  the 
unusual  and  first  experience  of  having  observed 
11  cases  in  one  family  over  a 14-year  period. 

This,  the  doctors  said,  strongly  indicates  that 
the  disease  may  be  hereditary  and  that  many 
cases  exist  which  are  being  overlooked. 

The  four  doctors  are  John  P.  Tampas,  Fred- 
erick W.  Van  Buskirk,  Oscar  S.  Peterson,  Jr., 
and  A.  Bradley  Soule,  all  connected  with  the 
Department  of  Radiology,  University  of  Vermont 
College  of  Medicine. 

They  explained  that  clinically,  the  disease, 
which  strikes  infants  up  to  nine  weeks  old,  is 
characterized  by  soft  tissue  swelling  over  af- 
fected bones,  fever,  and  irritability.  Sometimes 
there  is  pleurisy,  pseudo-paralysis,  and  pallor. 
The  disease  seldom  follows  a classic  or  char- 
acteristic pattern. 


“Laboratory  data  are  inconstant,”  the  doctors 
said.  X-ray  studies  show  that  as  the  disease 
regresses,  affected  leg  bones  have  a tendency 
to  bow,  but  later  the  bowing  corrects  itself. 
The  puzzling  nature  of  the  disease,  from  which 
nearly  all  the  young  patients  eventually  recover 
completely,  accounts  for  the  Journal’s  reference 
to  it  as  an  “interesting  enigma.” 

Among  the  1 1 cases  observed  in  a single 
family,  the  doctors  said,  one  patient  was  a 25- 
year-old  father  of  four  children.  The  father 
suffered  swollen  painful  extremities  and  bow- 
ing deformities  in  childhood,  and  the  deformities 
l)ersisted  into  adult  life.  All  four  of  his  children 
had  the  disease  in  infancy. 

The  Burlington  physicians  urged  the  medical 
l)iofession,  especially  radiologists,  to  be  on  the 
lookout  for  symptoms,  especially  with  respect 
to  hereditary  factors. 

“It  is  suggested,”  they  said,  “that  family  his- 
tories of  all  known  patients  with  this  illness  be 
carefully  evaluated  and  x-rays  be  obtained  on 
all  parents  and  their  children  as  well  as  other 
relatives  with  an  even  mildly  suspicious  history.” 
If  more  is  learned  about  the  disease,  the  doc- 
tors said,  it  is  possible  that  orthopedic  manage- 
ment could  prevent  skeletal  abnormalities  from 
being  carried  over  into  adult  life. 


SYMPOSIUM  ON  INFECTIOUS  DISEASES 
IN  CHILDREN 

Beta  Hemolytic  Streptococcal  Infections  in  Chil- 
dren 

Burtis  B.  Breese,  M.  D., 

Clinical  Professor  of  Pediatrics, 

University  of  Rochester,  N.  Y. 

Treatment  of  Staphylococcal  Infections  in  Chil- 
dren 

Heinz  F.  Eichenwald,  M.  D., 

Associate  Professor  of  Pediatrics, 

Cornell  University  Medical  College 
Infections  in  the  Newborn 
Chien  Liu,  M.  D., 

Associate  Professor  of  Pediatrics, 

University  of  Kansas  Medical  Center 
Considerations  of  Respiratory  Viral  Infections 
Robert  H.  Parrott,  M.  D., 

Director  of  Research  Foundation, 

Children’s  Hospital  of  the  District  of  Columbia 
Infections  of  the  Central  Nervous  System  in 
Early  Childhood 

Douglas  N.  Buchanan,  M.  D., 

Professor  of  Neurology, 

University  of  Chicago  School  of  Medicine 
Studies  of  Immunological  Procedures  in  Infancy 
& Childhood 

Randolph  Batson, 

Associate  Professor  of  Pediatrics, 

Vanderbilt  University  Medical  School 
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Moderatox’s: 

Blair  Batsoix,  M.  D., 

Professor  of  Pediatrics, 

University  of  Mississippi  Medical  College 
Clarence  E.  Webb,  M.  D., 

Chairman,  Distx-ict  VII, 

American  Academy  of  Pediatrics 
Date : 

April  14  th 
Place: 

Edgewater  Gulf  Hotel, 

Edgewater  Beach,  Mississippi 
Sponsors: 

Louisiana,  Alabama  and  Mississippi  Chapters 
of  the  American  Academy  of  Pediatrics. 

The  meeting  is  open  to  all  interested  physi- 
cians. A program  is  planned  for  wives  and 
promises  to  be  interesting.  Both  doctoi^  and 
wives  will  attend  a luncheon  at  which  Mr.  Earl 
Tucker,  newspaper  editor,  will  be  speaker.  There 
will  be  no  registration  fees.  This  program  is 
made  possible  through  the  financial  assistance 
of  the  Lederle  Division,  American  Cyanamid 
Corporation. 


1960  BOOKLET  OF  REVIEWS  NOW 
AVAILABLE 

The  latest  edition  of  the  annual  publication 
“Reviews  of  Medical  Motion  Pictures”  is  now 
available  upon  request.  It  contains  all  of  the 
reviews  published  in  The  Journal  A.M.A.  from 
January  1 through  December  31,  1960.  The 
puxpose  of  these  reviews  is  to  provide  a brief 
description  and  an  evaluation  of  motion  pictures 
which  are  available  to  the  medical  profession. 
Each  film  is  reviewed  by  competent  authorities 
and  every  effort  has  been  made  to  publish  frank, 
unbiased  comments.  This  booklet  is  prepared 
and  distributed  by  the  American  Medical  Asso- 
ciation, Communications  Division,  Department 
of  Medical  Motion  Pictures  and  Television,  535 
North  Dearborn  Street,  Chicago  10,  Illinois. 

TULANE  CREATES  EDGAR  BURNS 
VISITING  PROFESSORSHIP  IN 
UROLOGY 

Tulane  School  of  Medicine  has  created  the 
Edgai'  Burns  Visiting  Professorship  in  Urology 
in  honor  of  the  urologist  who  sexved  for  12  years 
as  head  of  the  division  of  urology  at  Tulane. 
The  fii’st  incumbent  of  the  professorship  is  Dr. 
Ilaitwell  llaiiison,  professoi'  of  Genitoui’inaiy 
Sui-gei-y  at  Harvard  iMedical  School.  He  will  be 
at  Tulane  Maich  26  to  April  1,  1961,  lecturing, 
and  conducting  ward  I'ounds  and  demonstrations 
in  the  division  of  ui'ology.  The  division  has  been 
headed  by  Dr.  Joi’gen  U.  Schlegel  since  Septem- 
bei’  of  I960,  when  Dr.  Burns  leached  retii-ement 
age.  Di'.  Burns  continues  as  Professor  of  Uiol- 
ogy  on  the  'ITilane  faculty. 
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FIND  CAUSE  OF  CALIFORNIA’S 
’59  VIRUS  OUTBREAK 

Clinical  evaluation  of  a strange  and  unusual 
illness,  which  affected  children  between  1 and 
10  in  many  California  areas  between  mid-June 
and  early  October,  1959,  is  described  in  the 
February  11  Journal  of  the  American  Medical 
Association. 

The  study  was  made  by  three  Berkeley  physi- 
cians, Drs.  Robert  L.  Magoffin,  Edwin  W.  Jack- 
son,  and  Edwin  H.  Lenette  of  the  California 
State  Department  of  Public  Health. 

The  disease,  which  in  some  areas  reached  epi- 
demic proportions,  was  characterized  by  fever, 
and  ulcerative  sores  in  the  mouth  and  on  the 
hands  and  feet.  In  most  cases  the  disease  was 
minor,  consisting  of  a few  scattex-ed  mouth  sores 
with  mild  ix-ritation.  The  illness  subsided  within 
7 to  10  days. 

The  doctors  said  as  a result  of  their  study 
they  were  able  to  pinpoint  the  trouble  as  due 
to  Coxsackie  virus,  named  after  the  upper  New 
York  State  town  in  which  it  was  discovered  in 
1948  by  Dr.  Gilbert  Dalldorf,  then  of  the  New 
York  State  Department  of  Health.  The  Cali- 
fornia physicians  were  able  to  identify  this  spe- 
cific virus  in  11  of  15  cases. 

The  Coxsackie  virus  has  been  known  to  be 
responsible  for  several  ailments,  such  as  non- 
bactex’ial  meningitis,  which  can  be  mistaken  for 
nonparalytic  polio,  inflammation  of  the  throat, 
and  a children’s  disease  affecting  the  heart  and 
brain.  But  the  California  outbreak,  the  doctox’s 
said,  was  believed  to  be  the  first  of  its  kind  in 
the  United  States.  They  said  it  closely  paralleled 
a similar  outbreak  in  Toronto  during  June  and 
July,  1957. 

The  only  difference  was  that  the  Toronto  out- 
break was  confined  to  a single  housing  estate 
while  iix  Califoinia  the  disease  was  known  to 
have  occurred  in  14  different  counties  in  all 
major  geographic  areas  of  the  state. 

AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY 

The  next  scheduled  examinations  (Part  II), 
oral  and  clinical  for  all  candidates  will  be  con- 
ducted at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board  April  8 through 
15,  1961.  Formal  notice  of  the  exact  time  of 
each  candidate’s  examination  will  be  sent  him 
in  advance  of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I 
Examinations  will  be  notified  of  their  eligibility 
for  the  Part  11  Examinatioixs  as  soon  as  possible. 

The  deadline  (kite  for  the  receipt  of  new  and 
reojxened  applications  fox-  the  1962  examinations 
is  August  the  first,  1961.  Candidates  are  urged 
to  submit  theii’  applications  as  soon  as  possible 
before  that  time  to  Robei't  L.  Faulkner,  M.  1)., 
2105  Adelbert  Road,  Cleveland  6,  Ohio. 
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Clinical  Management  of  Behavior  Disorders  in 

Children;  by  Harry  Bakwin,  M.  D.,  Ruth  Morris 

Bakwin,  M.  I).,  W.  B.  Saunders  Co.,  1960,  2nd 

Ed.,  pp.  597,  price  $11.00. 

This  book,  by  two  competent  and  experienced 
pediatricians,  must  be  described  as  disappointinjr 
and  unsatisfactory.  It  is  large  (560  pages)  but 
this  is  mostly  due  to  the  inclusion  of  a great 
deal  of  subject  matter  which  has  nothing  to  do 
with  the  title  of  the  book.  This  includes  such 
items  as  the  chemistry  of  cow’s  milk,  “Criteria 
for  differentiation  of  Zygosity”  (in  twins),  psy- 
chological testing  techniques,  and  the  “Respon- 
siveness of  the  Fetus.” 

The  authors  tend  to  define  things  by  references 
to  some  other  item  which  in  itself  is  indefinite, 
e.g.  (p.  15)  “He  hears  of  the  death  of  a play- 
mate without  more  emotion  than  he  would  ex- 
perience on  learning  that  the  playmate  had  moved 
away.”  Without  more — or  without  less?  Then, 
somewhat  callously,  “An  early  acquaintance  with 
the  death  of  animals  is  an  invaluable  aid  in 
teaching  a reasonable  attitude  towards  death.” 
(my  italics). 

But  perhaps  the  most  staggering  statement  in 
the  book  (p.  499)  “Growdon  concludes  that  only 
rarely  do  children  who  commit  homicide  show  a 
tendency  to  manifest  anti-social  and  non-coopera- 
tive attitudes  or  a tendency  to  continue  acts  of 
violence.  On  the  whole,  they  are  as  good  a social 
risk  as  those  who  commit  any  other  form  of 
serious  delinquency.”  Or  as  bad  a risk? 

The  authors  rightfully  point  out  the  disadvan- 
tages of  childbirth  in  a hospital  setting;  their 
views  on  the  question  of  mothers  visiting  or 
staying  with  their  children  in  hospitals  on  the 
lines  emphasized  by  Spence  and  Bowlby  and  his 
co-workers  aie  in  accordance  with  sound  modern 
practice. 

Some  items  are  ridiculously  over-simplified, 
(p.  44)  “It  is  not  until  about  3 years  that  chil- 
dren begin  to  sleep  through  the  entire  night 
without  wetting  or  having  to  be  picked  up.  Dis- 
turbing dreams  may  wake  up  a four  year  old. 
By  five  years  sleep  is  generally  quiet,” — or  dog- 
matic (p.  49)  “Middle-aged  parents  who  have 
waited  many  years  before  having  a child  are 
likely  to  be  over-affectionate,  over-anxious  and 
over-protecting,” — or  naive  (p.  69-70)  re  fears 
of  using  toilet  seat,  “If  these  maneuvers  are  un- 
successful all  attempts  at  training  should  be 
discontinued  for  a few  weeks,  during  which  time 
the  disagreeable  incident  will  usually  be  forgot 
ten.”  Supposing  it  isn’t? 

Only  two  or  three  times  during  the  book  is 
the  suggestion  made  that  a psychiatrist  should 
be  consulted  and  this  is  usually  when  the  authors 
are  quoting  some  published  work  where  such  a 
recommendation  is  made.  The  authors  discuss 
“A  true  mother’s  attitude  toward  adoption”  but 
do  not  mention  depression  occurring  in  the  true 


EVliWS  ^ 

mother;  when  discussing  twins  “no  special  psy- 
chological problems  are  observed  in  twins”  (!). 
This  surely  cannot  be  in  accordance  with  the 
author’s  clinical  experience,  but  in  any  case  they 
seem  unfamiliar  with  Dorothy  Burlingham’s 
monograph  on  twins,  some  of  which  is  published 
in  various  volumes  of  The  Psychoanalytical  Study 
of  the  Child.  Among  other  omissions,  no  mention 
is  made  of  the  serious  import  and  prognosis  of 
school  phobia;  the  authors  are  unaware  of  the 
depression  and  suicidal  impulses  which  may  oc- 
cur in  small  children.  They  also  assert  that 
anxiety  attacks  are  rare  before  the  eighth  year, 
which  is  not  in  accordance  with  our  experience, 
and  that  phobias  are  rare  before  adolescence, 
which  again  is  contrary  to  the  experience  of 
most  practicing  child  psychiatrists.  “Anorexia 
Nervosa”  (p.  439)  is  another  clinical  disorder  in 
which  the  serious  prognosis  is  not  mentioned 
and  the  same  comment  applies  to  “Pathological 
Lying”  (p.  493). 

The  authors  rarely  give  us  the  benefit  of  their 
own  experience.  Most  opinions  quoted  tend  to 
be  impersonal  e.g.  “there  is  conflicting  opinion 
as  to  the  value  or  harm”,  etc. 

I must  conclude  with  another  remarkable  omis- 
sion. In  a fairly  large  section  on  suicide  there  is 
no  mention  whatever  of  depression. 

(Dr.)  Cyril  Phillips,  D.P.M.  (I.,<)ND.) 


The  Cigarette  Habit;  by  Arthur  King,  Double- 
day & Company,  Garden  City,  N.  Y.  1959,  pp. 

96,  price  $2.00. 

The  main  theme  of  this  book  dwells  on  a sci- 
entific cure  for  the  cigarette  habit.  It  is  divided 
into  four  chapters  titled:  (1)  Are  you  a cigar- 
ette addict?;  (2)  Categories  of  smokers;  (3)  The 
System:  How  to  stop  smoking  and  (4)  Cigar- 
ettes, cancer,  and  statistical  concepts. 

In  Chapter  One  the  author  classifies  the  de- 
grees of  addiction  to  the  cigarette  habit.  Al- 
though his  primary  field  of  research  was  in  that 
of  alcoholism,  he  had  shown  a tremendous  inter- 
est in  the  public  health  problem  of  smoking  for 
the  past  twenty  years.  After  considerable  re- 
search he  decided  that  in  many  respects  the  re- 
covery period  that  alcoholics  experienced  was 
similar  to  that  of  the  smoker.  The  basic  interest 
developed,  was  to  invent  some  sort  of  system 
that  would  enable  all  those  who  smoke  to  quit 
cigarettes.  His  personal  experience  at  attempt- 
ing to  stop  smoking  are  related.  After  serious 
thought  he  decided  to  set  a target  date,  May  30, 
1954,  which  was  approximately  one  month  away. 
He  patterned  his  attempts  at  stopping  cigarette 
smoking  after  that  of  the  alcoholic  which  took 
approximately  21  days  to  effect  a so-called  cure, 
but  in  order  to  arrive  at  a similar  plan  for  cessa- 
ation  of  the  cigarette  habit  he  felt  that  the  type 
of  cigarette  smoker  must  be  adequately  classified 
before  such  an  attempt  be  made. 
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The  second  chapter  deals  mainly  with  the  classi- 
fication of  the  smoker  into  four  groups.  (1)  Light 
smoker;  (2)  Medium  smoker;  (3)  Heavy  smoker 
and  (4)  The  cigarette  addict.  These  four  cate- 
gories are  described  in  detail.  In  order  to  deter- 
mine which  category  one  might  fit  into,  the  au- 
thor developed  a check  list  which,  when  answered 
in  the  affirmative  in  the  majority  of  instances, 
would  definitely  classify  the  individual. 

Chapter  three  deals  with  the  system  on 
how  to  stop  smoking.  He  has  worked  out  a 
system  for  cigarette  withdrawal  and  a 21-day 
trial  period  of  preparation  for  the  actual  day 
beginning  a figurative  withdrawal  both  for  cate- 
gories of  heavy  and  addicted  smokers.  One  of 
the  primary  principles  in  the  management  is  that 
the  instructions  must  be  followed  to  the  letter. 
The  system  is  divided  into  numerous  categories 
and  the  primary  thing  is  to  choose  a time  for 
Q-day  as  he  quotes  it.  If  at  all  possible  he  ad- 
vises to  choose  a period  in  which  you  can  spend 
most  of  the  time  by  yourself,  stating  that  this 
lessens  the  danger  of  other  persons  irritating 
you  unduly,  particularly  if  they  are  in  sympathy 
with  your  efforts.  The  first  step  after  choosing 
your  approximate  time  is  to  change  your  brand 
of  cigarettes  twenty-one  days  before  Q-Day.  He 
then  goes  on  to  various  detailed  steps  that  are 
carried  out  during  this  21-day  period  prior  to 
cessation  of  smoking.  He  further  lists  the  bene- 
fits that  one  may  derive  from  quitting  smoking 
which  number  approximately  twenty-five.  He 
categorically  states  that  many  of  the  successful 
stop  and  make  it  a point  to  list  a number  of  the 
encouraging  thoughts  on  their  list  of  reasons  for 
quick  referral  during  the  early  days  of  their 
program.  He  also  categorically  states  that  only 
the  first  three  days  are  in  anywise  seriously 
threatening.  This  chapter  concerns  the  detail 
of  arranging  the  cure  for  smoking. 

The  fourth  chapter  concerns  itself  with  statis- 
tics on  the  amount  of  difficulty  that  one  can 
get  into  as  a result  of  the  cigarette  habit.  These 
are  mainly  figures  released  by  the  American 
Cancer  Society  and  he  also  mentions  the  counter- 
claims of  the  tobacco  industry  research  commit- 
tee. He  makes  the  statement  that  both  sides  are 
unwittingly  pursuing  false  scientific  targets,  and 
goes  into  an  explanation  as  to  why  he  thinks  so, 
and  he  feels  “that  once  you  think  in  other  cate- 
gories” the  important  variable  is  the  excessive 
smoker  of  cigarettes  himself.  He  feels  that  some 
smokers  of  cigarettes  differ  positively  from  other 
smokers  in  that  they  exhibit  addictive  behavior 
in  reference  to  smoking,  and  that  addicted 
smokers,  if  such  exist,  are  probably  more  sus- 
ceptible to  lung  cancer,  coronary  heart  disease 
and  other  diseases  than  are  non-addicted  smokers. 
He  states  that  these  are  hypotheses  and  not  state- 
ments of  fact. 

The  book  is  very  well  written  and  is  replete 
with  humorous  notes  throughout.  Obviously  the 


author  demonstrates  to  his  own  satisfaction  that 
one  can  quit  the  cigarette  habit  without  too 
much  difficulty. 

Lawrence  H.  Strug,  M.  D. 


The  Acute  Medical  Syndromes  and  Emergencies; 
by  Albert  Salisbury  Hyman  et  al.  New  York: 
Landsberger  Medical  Books,  Inc.,  1959,  pp.  442, 
price  $8.75. 

This  volume  presents  in  compact  and  well- 
organized  form  current  concepts  of  the  manage- 
ment of  medical  emergencies.  It  is  quite  com- 
prehensive in  its  coverage  and  practical  in  its 
approach.  Its  three  major  divisions  are  devoted 
to  emergencies  involving  the  cardiovascular,  gas- 
trointestinal and  pulmonary  systems.  The  re- 
maining portion  of  the  book  covers  diabetic  emer- 
gencies, renal  crises,  and  barbiturate  intoxica- 
tion. 

The  practicing  physician  should  find  this  little 
book  helpful,  since  it  outlines  with  clarity  the 
plan  of  management  for  each  entity  considered. 
This  is  what  the  authors  set  out  to  do,  and  they 
have  succeeded  in  their  effort. 

Theodore  F.  Treuting,  M.  D. 


Gouty  Arthritis  and  Gout;  by  Thomas  E.  Weiss 
and  Albert  Segaloff,  M.  D.  Springfield,  Illi- 
nois, Charles  C Thomas,  1959,  pp.  221,  price 
$7.50. 

The  authors  call  attention  to  an  often  over- 
looked condition,  in  a concise  monograph  cover- 
ing their  experiences  with  over  250  patients. 
Gout  is  not  a vanishing  Indian  although  practi- 
tioners of  old  recognized  it  more  often  than 
present  day  clinicians. 

Frequently  discussed  with  half  a smile,  gout 
is  no  joke  to  the  patient.  The  section  on  patholo- 
gy is  especially  outstanding  with  superb  photo- 
micrographs. The  section  on  treatment  is  equally 
salient. 

The  authors  have  fulfilled  their  purpose  in 
this  excellent  treatise  and  it  is  recommended 
for  the  medical  internist,  the  orthopedic  surgeon 
and  all  physicians. 

Lyon  K.  Loomis,  M.  D. 


PUBLICATIONS  RECEIVED 

Doubleday  & Company,  Inc.,  Garden  City, 
N.  Y. : Stroke;  A Study  of  Recovery,  by  Douglas 
Ritchie. 

W.  B.  Saunders  Co.,  Phila. : The  Hand;  A 
Manual  and  Atlas  for  the  General  Surgeon,  by 
Henry  C.  Marble,  M.  D.;  Pharmacology;  The 
Nature,  Action  and  Use  of  Drugs,  by  Harry 
Beckman,  M.  D.  (2nd  Edit.). 

Charles  C Thomas,  Publisher,  Springfield,  111. : 
Henry  Stanley  Plummer,  A Diversified  Genius, 
by  Frederick  A.  Willius,  M.  D. 

Vantage  Press,  Inc.,  N.  Y. : Beloved  Professor; 
The  Life  and  Times  of  William  Dodge  Frost,  by 
Russell  E.  Frost. 
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Now  an  exempt  preparation  under 
revised  Federal  Narcotic  Laws 


In  convenient  tablet  form... 


{ BRAND  OF  DIPHENOXYLATE  HYDROCHLORIDE  WITH  ATROPINE  SULFATE) 


LOwers  propulsive 
MOTlLity 

Stops  diarrhea  promptly 


Extensive  clinical  experience  in  the  United 
States  and  Europe  demonstrates  that  Lomotil 
provides  prompt  and  positive  symptomatic  con- 
trol of  diarrhea. 

Lomotil  possesses  a highly  efficient  antiperi- 
staltic  action.  It  controls  diarrhea  with  few  or 
none  of  the  undesirable  side  effects  of  many 
other  commonly  used  antiperistaltic  agents. 

In  the  control  of  diarrhea,  Lomotil  offers 
safety,  efficacy  and  greater  convenience. 

DOSAGE;  The  recommended  initial  dosage  for 
adults  is  two  tablets  (2.5  mg.  each)  three  or  four 
times  daily,  reduced  to  meet  the  requirements 


of  each  patient  as  soon  as  the  diarrhea  is  under 
control.  Maintenance  dosage  may  be  as  low  as 
two  tablets  daily.  Lomotil,  brand  of  diphenoxy- 
late hydrochloride  with  atropine  sulfate,  is  sup- 
plied as  unscored,  uncoated  white  tablets  of  2.5 
mg.,  each  containing  0.025  mg.  ('/24oo  grain)  of 
atropine  sulfate  to  discourage  deliberate  over- 
dosage. 

Recommended  dosage  schedules  should  not 
be  exceeded. 

G.  D.  SEARLE  &.  CO. 

CHICAGO  SO,  ILLINOIS 
Research  in  the  Service  of  Medicine 
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Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 

Data  based  on  pH  measurements  in  11  patients  with  peptic  ulcer' 

4.9  4.9  4,9 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Minutes 


New  PPCAI 

yiAl  IM^antacid 

Ulltfll 

n/lUil  TABLETS 

LABORATORIIS 
New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  showthatnewCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  "acid  rebound"  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Sclent.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcers  gastritis ■ gastric  hyperacidity 
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when  you  suspect 
it  may  become  more 
than  just  a cold... 


with  Bristamin^ 


TETRACYCLINE  PHOSPHATE  COMPLEX  WITH  PHENYLTOLOXAMINE  AND  APC 


Oultj  a slnfjle  i))'cscrlj)t ion  provides: 


• symptomatic  relief  of  aches,  pains, 
fever,  coryza  and  rhinorrhea  associated 
with  upper  respiratory  infections 

• effective  antibiotic  action  against 
secondary  infections  caused 

by  tetracycline-sensitive  pathogens 


Each 

TETREX-APC  with  BRISTAMIN 
Capsule  contains: 

Antibiotic 

TETREX  (tetracycline  phosphate  complex 


equivalent  to  tetracycline  HCl) 125  mg. 

Analgesic  — Antipyretic 

Aspirin 150  mg. 

Phenacetin 120  mg. 

Caffeine  30  mg. 

Antihistaminic 

BRISTAMIN  (phenyltoloxamine  citrate) 25  mg. 


Dosage:  Adults:  2 capsules  3 or  4 times  a day  for  3 to  5 
days. 

Children:  6 to  12  yrs.:  One-half  the  adult  dose. 
Supplied:  Bottles  of  24  and  100  capsules. 


According  to  a report  by  the  Council  on  Drugs 
of  the  American  Medical  Association,* 
antibiotics  may  be  administered  for  prophylaxis 
against  secondary  bacterial  invaders  in  the 
following  types  of  patients  with  influenza : 
pregnant  women ; debilitated  infants ; 
older  individuals ; patients  being  treated  for  other 
bacterial  infections  with  chemotherapeutic 
agents,  and  patients  with  chronic,  nonallergic 
respiratory  disease. 

*Council  on  Drugs,  J.A.M.A.  165:58  (Sept.  7)  1957. 

BRISTOL  LABORATORIES 

Div.  of  Bristol-Myers  Co. 

SYRACUSE,  NEW  YORK 


EFFECTIVE  ANTIHISTAMINE-DECONGESTANT  ACTION 


COVANAMINE 
OPENS. 

ALL  SINUS,  NASAL,  UPPER  RESPIRATORY 

PASSAGES 


COVANAMINE’S  combination  of  two  antihistamines  and  two 
decongestants  — shrinks  swollen  turbinates  — opens  blocked 
ostia  — promotes  drainage  — reestablishes  patency  — in  the 
treatment  of  common  colds,  rhinitis,  sinusitis,  nasal  allergies 
and  post  nasal  drip. 

Constant  therapeutic  levelsare  maintained  by  COVANAMINE’S 
Sustained  Action  Tablets  which  meter  out  the  active  ingredi- 
ents . . . with  minimal  side  effects,  less  drowsiness. 


COVANAMINE 


(TM) 


Sustained  Action  Tablets 


Also  available  as  Black  Cherry  Flavored  COVANAMINE 
LIQUID:  COVANAMINE  EXPECTORANT  provides  the  liquid 
formula  plus  glyceryl  guaiacolate. 

Each  Sustained  Action  (continuous  release)  COVANAMINE  tablet  contains: 
phenylephrine  HCI  15  mg.,  phenylpropanolamine  HCI  25  mg..  Chlorpheniramine 
maleate  4 mg.,  and  pyrilamine  maleate  25  mg. 

COVANAMINE  LIQUID  provides  14  the  tablet  formula  in  each  5 ml.  teaspoon. 
COVANAMINE  EXPECTORANT  provides  the  liquid  formula  plus  glyceryl  guaiaco- 
late 100  mg.  per  teaspoon. 

Dosage:  Tablets:  Adults— 1 tablet  (swallowed  without  chewing)  morning,  mid-after- 
noon and  at  bedtime;  Children,  6 to  12  years— tablet.  Liquid  and  Expectorant: 
Adults— 2 teaspoonfuls  every  four  hours.  Children  6 to  12  years— 1 teaspoonful 
every  four  hours;  1 to  6 years— teaspoonful  every  four  hours;  under  1 year— 
•4  teaspoonful  every  four  hours. 


VANPELT  AND  BROWN,  INC.  Richmond,  Virginia 
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a new  diuretic 
with  an 
unsurpassed 
faculty  for 
salt  excretion 


as  salt  goes,  so  goes  edema 


Robins’  new  NaClex  is  a potent,  oral,  non-mercurial 
diuretic  that  reduces  edema  by  applying  the  basic 
principle  that  “increased  urine  volume  and  loss  of  body 
weight  are  proportional  to  and  the  osmotic  consequences 
of  loss  of  ions.”*  NaClex  limits  the  reabsorption  of 
sodium  and  chloride  ions  in  the  renal  proximal  tubules 
with  a relative  sparing  of  potassium.  The  body’s  homeo- 
static mechanism  responds  by  increasing  the  excretion 
of  excess  extracellular  water.  Thus  the  NaClex-induced 
removal  of  salt  leads  to  a reduction  of  edema. 


NaClex  produces  diuresis,  weight  loss,  and  symptomatic 
improvement  in  edema  associated  with  various  condi- 
tions. It  also  has  antihypertensive  properties  and  may 
be  used  alone  in  mild  hypertension  or  with  other  anti- 
hypertensive drugs  in  severer  cases. 

Available  in  50  mg.  tablets.  Literature  on  request.  Sold  in 
Canada  under  the  tradename  EXNA.  1.  Pitts,  R.  F.,  Am.  J. 
Med.,  24:745, 1958. 2.  Ford,  R.  V.,  Cur.  Ther.  Res.,  2:51, 1960. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  20,  VA. 


a unique  chemical  structure: 

NaClex  (benzthiazide)  is  a new  molecule  which  provides 
a “pronounced  increase  in  diuretic  potency”*  over  its 
antecedent  sulfonamide  compound.  On  a practical, 
clinical  basis  it  is  unsurpassed  in  diuretic  potency. 


NaClST 
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attains 

sustains 

retains 


extra 

antibiotic 

activity 


attains  activity 


levels  promptly 


sustains  activity  t 
levels  evenly  | 


DECLOMYCIN  Demethylchlortetracycline  attains  — 
usually  within  two  hours— blood  levels  more  than  ade- 
quate to  suppress  susceptible  pathogens -on  daily 
dosages  substantially  lower  than  those  required  to 
elicit  antibiotic  activity  of  comparable  intensity  with 
other  tetracyclines.  The  average,  effective,  adult 
daily  dose  of  other  tetracyclines  is  1 Gm.  With 
DECLOMYCIN,  it  is  only  600  mg. 


DECLOMYCIN  Demethylchlortetracycline  sustai? 
through  the  entire  therapeutic  course,  the  high  adf- 
ity  levels  needed  to  control  the  primary  infection  a j 
to  check  secondary  infection  at  the  original  — or  t 
another— site.  This  combined  action  is  usually  si- 
tained  without  the  pronounced  hour-to-hour,  dose  >• 
dose,  peak-and-valley  fluctuations  which  char:- 
terize  other  tetracyclines. 


POSITIVE  ANTIBACTERIAL  ACTION 


PROTECTION  AGAINST  PROBLEM  PATHOGENS 


I 


I.OMYCIN 

OEMETHYLCHLORTETRACYCLINE  LEDERL6 


etairis  activity 
evels  24-48  hrs. 


31ECLOMYCIN  Demethylchlortetracycline  retains  ac- 
iojvity  levels  up  to  48  hours  after  the  last  dose  is 
'Jf  ven.  At  least  a full,  extra  day  of  positive  action  may 
»lius  be  confidently  expected.  The  average,  daily  adult 
sdosage  for  the  average  infection— 1 capsule  q.i.d.— 
the  same  as  with  other  tetracyclines... but  total 
■ dosage  is  lower  and  duration  of  action  is  longer. 


CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage: 
Average  infections— 1 capsule  four  times  daily.  Severe 
infections-lnitial  dose  of  2 capsules,  then  1 capsule 
every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3  to 
6 mg.)  per  pound  body  weight  per  day— divided  into 
4 doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored), 
bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg.  per 
pound  body  weight  per  day  — divided  into  4 doses. 

PRECAUTIONS  — As  with  other  antibiotics,  DECLOMYCIN  may 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to 
sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN. 
Although  reversible  by  discontinuing  therapy,  patients  should 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with 
DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should 
be  kept  under  constant  observation. 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


PROTECTION  AGAINST  RECURRENCE 


QUAL  IT  Y 

avoids  price-buying  penalties 

When  applied  to  a fine  precision  instrument,  "quality”  implies  the  use  of  the  best  basic 
materials,  workmanship  of  unsurpassed  skill,  and  superior  methods  and  facilities  essential 
to  quality  production. 

BARD-PARKER  RIB-BACK  BLADES 

afford  an  excellent  example  as  they  are  built  up  to  a quality — not  down  to  a price.  Their 
superior  cutting  efficiency  and  longer  periods  of  satisfactory  utilization  are  factors  that 
reduce  blade  consumption  to  an  economic  minimum. 

RIB-BACK  quality  avoids  price-buying  penalties. 


PEACOCK, 


SURGICAL  COMPANY  inc 


(235  TEXAS  AVENUE  .. 

SHREVEPORT,  LOUISIANA"^"^' 


COMPEEHENSIVE 
OLD  AGE  BENEFITS 


A brightens  the  outlook 
A lightens  the  load  of 
poor  nutrition 
A heightens  tissue/ 
bone  metabolism 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl  50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 

Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin  (Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 

A (Acetate)  5,000  U.S.P.  Units  • Vitamin  0 500  U.S.P.  Units  • Ferrous  Fumarate  (Elemental  Iron,  10  mg.)  30.4  mg.  • Iodine 

Vitamin  B,,  with  AUTRINIC'??  Intrinsic  Factor  Concentrate  1/15  (as  Kl)  0.1  mg.  • Calcium  (as  CaHPO,)  35  mg.  • Phosphorus  (as 

U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo-  CaHPO,)  27  mg.  • Fluorine  (as  CaFj)  0.1  mg.  • Copper  (as  CuO) 

flavin  (Bj)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B,)  1 mg.  • Potassium  (as  KjSO,)  5 mg.  • Manganese  (as  MnO,) 

0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 

25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate  (as  NajBjO^.lOHjO)  0.1  mg.  Bottles  of  100,  1000. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Each  of  the  babies  pictured  on  this  page 
was  borne  by  a mother  with  a documented 
previous  history  of  true  habitual  abor- 
tion, who  was  treated  with  delalutin 
during  the  pregnancy  leading  to  this  birth 

LIVING  PROOF  OF  FETAL  SALVAGE  WITH 

DELALUTIN 

SQUIBB  HYDROXYPROGESTERONE  CAPROATE  Improved  Progestational  Therapy 


Garden  City,  N.  Y. 


Lincoln  wood,  III. 


Roselle,  111. 


Skokie,  III. 


r 


No.  iMassapequa,  L.  1.,  N.  Y. 


Seaford,  N.  Y. 


Hartford,  Conn. 


iJ 

Norwich,  Vt. 


East  Williston,  N.  Y. 


OELALUTiN  offers  these  advantages  over  other  progestational  agents 

• long-acting  sustained  therapy  • more  effective  in  producing  and  maintaining  a 
completely  matured  secretory  endometrium  • no  androgenic  effect  • more  concen- 
trated solution  requiring  injection  of  less  vehicle  • unusually  well-tolerated,  even  in 
large  doses  • fewer  injections  required  • low  viscosity  makes  administration  easy 


Complete  information  on  administration  and  dosage  is  supplied  in  the  package  insert 

Supply: 

Vials  of  2 and  10  cc.,  each  containing  125  mg.  of  hydroxyprogesterone  caproate  in  benzyl  benzoate  and  sesame  oil. 


Also  available:  DELALUTIN  2X  in  5 cc.  multiple-dose  vials.  Each  cc.  contains  250  mg.  hydroxyprogesterone  caproate 
in  castor  oil,  preserved  with  benzyl  alcohol. 


Squibb  Quality —The  Priceless  Ingredient 

'DELALUTIN'®  IS  A SQUIBB  TRADEMARK 
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AN  AMES  CLINIQUICK' 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

^^benign^^ 
glycosuria  • • • 
danger  sign 

“Benign”  glycosuria  can  be  the  first  sign  of  impending  dia- 
betes when  observed  in  predisposed  persons  during  the  “silent” 
period  preceding  frank  diabetes.  In  one  series  of  1,140  dia- 
betics, 96  had  been  informed  of  “benign”  glycosuria  prior 
to  development  of  diabetes.* 

If  these  patients  had  periodically  tested  their  urine  after 
the  first  finding  of  glycosuria,  many  of  them  might  have  de- 
tected recurrence  of  glycosuria— thus  permitting  earlier 
diagnosis  of  diabetes  by  the  physician  and  possible 
avoidance  of  degenerative  complications.  Slight 
glycosuria,  even  when  only  occasional, 
should  always  arouse  suspicion  of 
latent  diabetes, 

‘Pomeranze,  J.:  J.  New  York 
M.  Coll,  i:32,  1959. 


Periodic  urine-sugar  test- 
ing at  home  is  an  integral  part  of 
the  fol  low-up  of  “benign”  glycosuria.  Its 
practicality  is  increased  when  the  patient  charts 
his  findings  on  the  Clinitest®  Graphic  Analysis 
Record.  This  chart  frees  the  physician  from  dependence 
on  the  patient’s  memory  and  enables  him  to  follow  at  a 
glance  the  trend  and  degree  of  any  glycosuria. 

for  follow-up  of  “benign”  glycosuria  and 
earliest  detection  and  control  of  Diabetes 


color-calibrated 

CLINITEST^ 

BRAND  Reagent  Tablets 

Standardized  urine-sugar  test  for  reliable  quantitative  estima- 
tions • familiar  blue-to-orange  spectrum  — easily  interpreted 
results  . “plus”  system  covers  entire  critical  range— includ-  _ 
ing  %%  (-l--b)  and  1%  (-f-  + -f)  • patient  cooperation^ 
encouraged  by  use  of  Graphic  Analysis  Record 
—supplied  with  Clinitest  Set  and  each 
tablet  refill  package. 


AMES 

COMPANY.  INC 
Elkhort  • Indiono 
Toronto  * Conodo 
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DORNWAL®  HAS  BEEN  CALLED 
“THE  GENERAL  TRANQUILIZER 
FOR  GENERAL  PRACTICE.” 

Suppose  the  physician  visiting  this  patient  finds 
that  he  has  to  be  hospitalized.  Certainly  he  wants 
an  alert  but  not  excited  fellow  who  can  respond 
to  the  history  and  physical  on  admission.  De- 
pending on  the  condition,  of  course,  the  thing  to 
do  is  to  give  the  patient  one  or  two  tablets  of 
Dornwal  before  he  ever  leaves  his  home. 

Dornwal  will  calm  the  patient  but  won’t  make 
him  drowsy  or  give  him  feelings  of  depersonali- 
zation. And  what’s  more,  while  Dornwal  most 
assuredly  tranquilizes,  it  won’t  interfere  with  most 
other  medications  that  your  subsequent  examin- 
ation or  laboratory  studies  may  indicate. 

Since  every  man  in  general  practice  encounters 
such  situations  almost  daily,  it  makes  good  sense 
to  keep  some  tablets  in  one’s  bag,  doesn’t  it? 
We  will  be  glad  to  send  you  a supply. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day.  Administration  limited 
to  three  months’  duration. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  "Genericist”,  Dornwal  is  amphenidone 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known.  There 
have  been  no  reports  or  evidence  of  habituation,  addiction  or  drug  toler- 
ance in  animal  or  clinical  studies.  Dornwal  is  relatively  free  from  untoward 
effects  when  administered  at  recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc.,  Belleville  9,  N.  J. 

P0W.12 


Of  special 
significance 
to  the 
physician 
is  the  symbol 


r \ ! 


When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally 
standardised,  and  therefore  of 
unvarying  activity  and  quality. 


When  the  physician  writes  “DR” 
(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 

Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 

Clinical  samples  sent  to  physicians  on  request 

Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 


0-7 
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How  to  help  your  patient  stick  to  a 
low  calorie  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

A low  calorie  diet  that  lets  the  patient  work  out  equiva- 
lent variations  will  win  his  approval.  A too-rigid  diet  begs 
to  be  broken.  Pictured  are  dishes  any  dieter  would  find 
appetizing:  chicken  flavored  with  garlic,  fruit-garnished 
gelatin,  grapefruit,  raw  carrot,  celery,  pepper  and  radish 
nibbles.  Variations  might  be  broiled  fish,  simple  green 

served,  to  keep  the  patient's  enthusiasm  from  flagging. 


salads.  All  can  be  interestingly  seasoned,  attractively 


And  a glass  of  beer 
can  add  zest  to 
your  patient's  diet. 

104  calories,  8 oz.  glass 
(Average  of  American  Beers) 


Appetizing  diet  food  gives  a patient  an  incentive. 


United  States  Brewers  Foundation 

For  reprinta  o(  this  and  11  other  diet  menus,  write  us  at  B30  Fifth  Avenue,  N.  Y.  17,  N.  V,  ^'rou’"'^ 
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How 

do 

Filmtar 

coated 

vitamins 

stack 

up? 


Up  until  the  moment  vve  put  the  coatings  on  the  Optilets®  be- 
low, the  tal)lets  were  all  the  same.  Now,  consider  the  differences. 

The  column  on  the  left  contains  125  Optilets  with  a con- 
ventional sugar  coating. 

The  column  on  the  right — 125  Optilets  with  a Filmtab 
coating. 

How  do  they  stack  up? 

Well  it’s  easy  to  see  that  the  column  on  the  right  is  much 
shorter.  That’s  because  the  Filmtab  coating  cuts  tablet  bulk 
up  to  30%.  The  result  is  a small,  streamlined  vitamin  that’s 
easy  to  swallow — the  most  compact  tablet  of  its  kind. 

And  when  it  comes  to  protecting  potency  (the  main  function 
of  a coating),  the  Filmtab  is  in  a class  by  itself.  Sugar  coatings, 
by  their  very  nature,  are  aqueous  solutions.  Yet  every  measure 
must  be  taken  to  keep  moisture  out  of  the  vital  tablet  core, 
necessitating  “seal”  coats  which  also  increase  bulk.  The  Filmtab 
operation,  on  the  other  hand,  is  essentially  an  anhydrous 
procedure.  Seal  coats  are  neither  used  nor  needed.  The  chances 
of  moisture  being  trapped  inside  the  tablet  are  infinitesimal. 

No  chipping  or  breaking,  no  vitamin  tastes 
or  odors,  no  wasted  vitamins — thanks  to  the 
Filmtab  coating.  | 

Only  the  Abbott  Filmtab  offers  so  much  in  I abbott  I 
so 


Filmtab— Film-sealed  Tablets.  Abbott. 

@ I960.  ABBOTT  LABORATORIES  101031A 


Abbott 
Vitamins 
Stay 
On  the 
Table 


MAINTENANCE  FORMULAS 


DAYTEENS'"  To  help  insure  optiomal  nutrition 
in  growing  teenagers 
Each  FUmlab®  represents: 


Vitamin  A (5000  units)  1.5  mg. 

Vitamin  D (1000  units)  25  meg. 

Thiamine  Mononitrate  (Bi) 2 mg. 

Riboflavin  (B2) 2 mg. 

Nicotinamide 20  mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 5 mg. 

Ascorbic  Acid  (C) 50  mg. 

Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 0.15  mg. 

Iodine  (as  calcium  iodate) 0.1  mg. 

Manganese  (as  sulfate) 0.05  mg. 

Magnesium  (as  oxide) 0.15  mg. 

Calcium  (as  phosphate) 250  mg. 

Phosphorus  (as  calcium  phosphate) 193  mg. 

In  table  bottles  of  100,  bottles  of  260  4 1000 


...ill  attractive  daily-reminder  table-bottles 


THERAPEUTIC  FORMULAS 


DAYALETS®  Extra-potent  maintenance  formu- 
las, ideal  for  the  nutritionally  '‘run-down” 

Each  FUmlab®  represents; 

Vitamin  A 3 mg.  (10,000  units) 

Vitamin  D 25  meg.  (1000  units) 

Thiamine  Mononitrate 5 mg. 

Riboflavin 5 mg. 

Nicotinamide 25  mg. 

Pyridoxine  Hydrochloride 2 mg. 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 5 mg. 

Ascorbic  Acid 100  mg. 

In  table  bottles  of  100,  bottles  of  50,  250  4 1000 

DAYALETS-Nl®  Each  Filmtab  represents  all  the 
vitamins  of  Dayalets  plus  the  following: 


OPTILETS®  Therapeutic  formulas  for  more 
severe  deficiencies — Illness,  infection,  etc. 

Each  Filmtab®  represents: 

Vitamin  A 7.5  mg. (25,000  units) 

Vitamin  D 25  meg.  (1000  units) 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 5 mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  Bi2) 6 meg. 

Calcium  Pantothenate 20  mg. 

Ascorbic  Acid 200  mg. 

In  table  bottles  of  30  4 100,  bottles  of  1000 

OPTILETS-M®  Each  Filmtab  represents  all  the 
vitamins  of  Optllets  plus  the  following: 


Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 1 mg. 

Iodine  (as  calcium  iodate) 0.15  mg. 

Cobalt  (as  sulfate) 0.1  mg. 

Manganese  (as  sulfate) 1 mg. 

Magnesium  (as  oxide) 5 mg. 

Zinc  (as  sulfate) 1.5  mg. 


SUR-BEX®  WITH  C Therapeutic  B-complex 
with  C,  for  convalescence,  stress,  post-surgery. 
Each  Filmtab®  represents: 


Thiamine  Mononitrate 6 mg. 

Riboflavin 6 mg. 

Nicotinamide 30  mg. 

Pyridoxine  Hydrochloride 2.5  mg. 

Cobalamin  (Vitamin  B12) 2 meg. 

Calcium  Pantothenate 10  mg. 

Ascorbic  Acid 150  mg. 

Desiccated  Liver,  N.F 150  mg. 

Liver  Fraction  2,  N.F 150  mg. 

Brewer's  Yeast  Dried 150  mg. 


In  table  bottles  of  60,  bottles  of  100,  500  4 1000 


TABLE  BOTTLES  AT  NO  EXTRA  COST 

VITAMhXS  l!Y  ABIiOTT 


Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 1 mg. 

Iodine  (as  calcium  iodate) 0.15  mg. 

Cobalt  (as  sulfate) 0.1  mg. 

Manganese  (as  sulfate) 1 mg. 

Magnesium  (as  oxide) 5 mg. 

Zinc  (as  sulfate) 1.5  mg. 

Molybdenum  (as  sodium  molybdate). ...  0.2  mg. 

In  table  bottles  of  100  & 250.  bottles  of  1000 


ivivJiyuucMU  II  i \ao  ovjuivjiii  inv^iyu/uaic/ . 

In  table  bottles  of  30  & 100,  bottles  of  1000 


M 1^. 


«riLMT*B—  FILM-SCALED  TASLCTS.  ABSOTT 
01900,  ABBOTT  LABORATOBlES  tOlOllB 
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patient 

unhappily 

overweight? 


\ 


minimize  care  and  eliminate  despair  with 

METHEDRINE 

brand  Methamphetamine  Hydrochloride 

Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine  . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized 
or  entirely  absent."'  Literature  available  on  request. 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

■ Douglas,  H.  S.:  West.  J.  Surg.  59:238  (May)  1951. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC..  Tuckahoe,  New„York 1 
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A REALISTIC  AID  TO  PROPER  WEIGHT  MAINTENANCE 


Free  to  Physicians 


Menus  fulfill  the  recommended  dietary  allowances  of  the  Food  & Nutrition  Board  of  the  National  Research  Council. : 


At  Last...New  Cook  Book  Designee 


Prevent  Overweight 
Through  Better  Eating  Habits 


Recipes  and  Menus  that  Provide  Satiety  and  Appetite  Appeal 


The  Cook  Book  of  Glorious  Eating  for  Weight 
Watchers  fills  the  long-felt  need  for  a weight 
control  plan  that  is  workable  for  everybody  in 
the  family.  Realistic  regimens  are  built  around 
good,  natural,  readily-available  foods  enhanced 
by  delicious  methods  of  preparation.  In  place 
of  “fad  diets”  or  tasteless  formulas,  it  provides 
for  truly  appetizing  meals.  It  teaches  and  en- 
courages the  development  of  the  healthful  eating 
habits  that  can  prevent  overweight,  America’s 
#1  Health  Problem.  This  full-color  Cook  Book 
contains  100  pages — 248  delicious  recipes  each 
with  calorie  counts.  Complete  menus  are  here  at 
3 calorie  levels — 1200,  1800,  2600.  Calorie  levels 
are  related  to  “best”  weights  by  sex,  age,  size 
and  extent  of  activity. 

Many  diets  fail  because  they  are  “crash”  pro- 
grams only  temporary  in  effect.  Other  diets  are 
unbearable  because  they  are  monotonous  and 
tasteless. 

The  Wesson  way  offers  calorie  controlled  menus 
that  emphasize  appetite  appeal,  varie  ty  and 
satisfaction.  They  fulfill  the  recommended  di- 
etary allowances  of  the  Food  & Nutrition  Board 
of  the  National  Research  Council. 

All  menus  provide  the  proper  amount  of  protein, 
carbohydrates,  fat  and  the  other  essential 
nutrients.  The  principles  of  good  nutrition  are 
included  to  help  the  homemaker  plan  her  own 
properly  balanced,  calorie  controlled  menus. 
With  simple  subtractions  or  additions  to  the 
same  basic  menu,  each  family  member  can  be 
served  delicious  satisfying  menus  according 
to  his  individual  needs. 

Advance  copies  for  physicians.  “The  Cook  Book 
of  Glorious  Eating  for  Weight  Watchers”  has 
not  yet  been  released  to  the  general  public.  If 


you  would  like  an  advance  copy  for  yourself, 
together  with  forms  to  enable  patients  to  obtain 
their  own  free  copies,  please  fill  in  coupon  below. 

Poly-unsaturated  Wesson  is  un- 
surpassed by  any  readily  avail- 
able brand  where  a vegetable 
(salad)  oil  is  medically  recom- 
mended for  a cholesterol  depres- 
sant regimen.  As  an  aid  to 
physicians.  Wesson  has  made 
available  “Your  Cholesterol  De- 
pressant Diet  Book” . This  book  is  for  professional 
distribution  only — not  offered  to  laymen. 

Please  do  not  confuse  that  offer  with  this  one. 
"The  Cook  Book  of  Glorious  Eating  for  Weight 
Watchers”  will  be  offered  to  the  general  public.  It 
should  be  explained  that  this  is  not  a reducing 
manual.  Rather,  it  marks  the  first  time  that  a 
major  food  manufacturer  has  taken  so  important  a 
step  in  the  interest  of  prevention  of  obesity. 
Therefore,  it  is  expected  that  this  new  book  will 
be  highly  useful  to  physicians  in  their  practice. 


The  Wesson  People,  Dept.  M, 

210  Baronne  St.,  New  Orleans  12,  La. 

Please  send  me  my  free  advance  copy  of  "The  Cook  Book  of 
Glorious  Eating  for  Weight  Watchers.” 

Two  dozen  order  blanks  will  be  included  for  distribution  to  my 
patients  who  will  receive  free  copies  in  return  for  1 Wesson  label. 
More  blanks  will  be  sent  me  if  requested. 


M D 

(ADDRESS) 

(CITY.  ZONE.  STATE) 

CJu’U^Uri'l 
Orpt'nHltd  thff 
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Poly-unsaturated  Wesson,  the  Pure  Vegetable  Oil,  is  Never  Hydrogenated. 


IN  COLDS  AND  SINUSITIS- 

THE  RIGHT  AMOUNT  OF  “INNER  SPACE” 


Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 

Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


RIGHT  AWAY 


LABORATORIES 
New  York  18.  N.  Y. 


NEO-SYNEPHRINE* 

(OMnd  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
Vs%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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You  see  an  improve- 
ment within  a few  days 

Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  — 
often  in  a fetv  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  her 
normal  activities. 


Lifts  depression 


as  it  calms  anxiety! 


Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 


Balances  the  mood  — no  “seesaw”  effect 
of  amphetamine -barbiturates  and  ener- 
gizers. While  amphetamines  and  energizers  may 
stimulate  the  patient  — t/re?/  often  aggravate 
anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — t/icy 
often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol’s 
smooth,  balanced  action  lifts  depression  as  it  calms 
anxiety  — both  at  the  same  time. 


Acts  swiftly— the  patient  often  feels 
better,  sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antide- 
pressant drugs,  which  may  take  two  to  six  weeks 
to  bring  results,  Deprol  relieves  the  patient  quickly 
—often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypoten- 
sion, psychotic  reactions  or  changes  in  sexual 
function— frequently  reported  with  other  anti- 
depressant drugs. 


Dosage:  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCl)  and  400  mg. 
meprobamate.  Supplied;  Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 


‘Deprol* 


WALLACE  LABORATORIES/ Cranbury.  N.J. 


CP-2839 


For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Rihoflavm 

Niacinamide 

Vitamin  C 

Pyndoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B12 


25,000  U.  S.  P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

'Theragran'*  is  a Squibb  trademark 
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**nutrition... present  as  a modifying  or  complicat- 
ing factor  111  nearly  every  illness  or  disease  state^^ 

1.  Youmans,  J.  0.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “\Vho  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  becau.se  of  a moderate 
deficiency  in  the  vitamin  IJ-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  * 2 Kampmeier.R.H,;  Am.  J.  Med.  25:662  (Nov, 11958 

ai  till-  itlS  “It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adeipiacy  . . 

3 Fernandei-Horlihy.  L:  Lahey  Clinic  Bull.  11:12  (July-Sept)  1958. 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  arc  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitam  ins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

fir'll  4.  Sebrell.  W.  H . Am.  J Med.  25  673  (Nov.)  1958  5.  Pollack,  H.,  and  Haipern.  S.  L ; Therapeutic  Nutrition. 

I L.U  V-jO  11 1 ICli.  National  Academy  of  Sciences  and  National  Research  Council.  Washington.  0 C..  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wcxbcrg,  Jolliffc  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”*  6.0verholser.  W,.  and  Fong.  T.C.C.  In  Stieglitz.  E.  J.:  Geriatric  Medicine.  3rd  edition.  J.  8 Lipplncott,  Philadelphia.  1954,  p.  264. 

Infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.^  7 Goldsmith,  g a.; 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences.  New  York  City,  Oct.  7 and  8. 1960.  Reported  In:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”® 

8.  Duncan  G.  G.;  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia.  1959,  p.  812.  9.  Pollack.  H.;  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SOUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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Use  of  SARDO  in  118  dermatological  patients  to  relieve 
dry,  itchy,  scaly,  fissured  skfn  achieved  these  excellent 
results: 


CASES 


AFTER  SARDO* 

Excellent  Good  Poor 


49  Senile  skin 
26  Dry  Skin  in  younger 

32 

13 

4 

patients  (diabetes,  etc.) 

14 

11 

1 

20  Atopic  dermatitis 

8 

10 

2 

13  Actinic  changes 

9 

4 

- 

10  Ichthyosis 

3 

4 

3 

Skin  Conditions 
20  Nummular  dermatitis 
10  Neurodermatitis 

Benefited 

19 

10 

No  Benefit 
1 

SARDO  acts'-2  to  (A)  lubricate  and  soften  skin,  (B)  replenish  natural  i.  weissberg,  g.: 
emollient  oil,  (C)  prevent  excessive  evaporation  of  essential  moisture.  ’ 


SARDO  releases  millions  of  microfine  water-miscible  globules  to  pro- 
vide a soothing  suspension  which  enhances  the  efficacy  of  your  other 
therapy. 

SARDO  is  pleasant,  convenient,  easy  to  use;  non-sticky,  non-sensitiz- 
ing. Bottles  of  4,  8 and  16  oz. 


2.  Spoor,  H.  J.: 
N.  Y.  St.  J.  Med., 
Oct.  15,  1958. 

^patent  pending 
T.M.  ©me 


for  SAMPLES  and  complete  reprint  of  Weissberg  paper,  please  write  . . . 

Sardeau,  Inc.  75  East  55th  Street,  New  York  22,  N.  Y. 
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Dimetane 

distinguished  by  its 
. . .very  low  incidence  of 
undesirable  side  effects . . . 


even  in 
allergic 
infants 


1 


\ 


FROM  A CLINICAL  STUDY*  IN  ANNALS  OF  ALLERGY 


Patients 

200  infants  and  children,  ages  2 months  to  14  years 

Diagnosis 

Perennial  allergic  rhinitis 

Therapy 

Dimetane  Elixir 

Results 

in  149,  good  results  / in  40,  fair  results 

Side  Effects 

Encountered  in  only  1 patients  (in  all  except  one, 
the  side  effect  was  mild  drowsiness) 

In  allergic  patients  of  all  ages,  Dimetane  has  been  shown  to  work  with  an  effec- 
tiveness rate  of  about  90%  and  to  produce  an  exceptionally  low  incidence 
of  side  effects.  Complete  clinical  data  are  available  on  request  to  the  Medical 
Department.  Supplied:  dimetane  Extentabs®  (12  mg.),  Tablets  KS||||||||^ 
(4  mg.),  Elixir  (2  mg./5  cc.),  new  dimetane-ten  Injectable 
(10  mg./cc.)  or  new  dimetane-100  Injectable  (100  mg./cc.). 

•mC  govern,  J.  R.,  MC  ELHENNEY,  T.  R.,  mall,  T.  R.,  and  eUROON,  K.O.l  ANNALS  OF  ALLERGY  17:9X5,  1959. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA/ETHICAL  PHARMACEUTICALS  OF  MERIT  SINCE  1878 

t PARABROMDYLAMINE  MALEATE 


Pain  Reliever 


Professional  confidence  in  the  uniformity, 
potency  and  purity  of  Bayer  Aspirin  is  evi- 
denced by  ever  increasing  recommendation. 
Today  Bayer  Aspirin  is  the  most  widely 
accepted  brand  of  analgesic  in  the  world. 

We  welcome  your  requests  for  samples 
of  Bayer  Aspirin  and  Flavored  Bayer  Aspirin 
for  Children. 


THt  BAYER  COMPANY.  DIVISION  OP  STERLING  DRUG  INC..  1450  BROADWAY.  NEW  YORK  18.  N Y. 
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y Put  your 
||  low-back  patient 
i back  on  the  payroll 

’ Soma  relieves  stiffness 

—stops  pain,  too 

f. 

YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


S-x  YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
^ your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


L 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets.  USUAL  DOSAGE: 
1 TABLET  Q.I.D. 


0 f carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


THE  EARLE  JOHNSON 
SANATORIUM 


DORNWAL®  IS  THE  TRANQUILIZER 
VERSATILE  ENOUGH  TO 


BE  USED  ALMOST  ANYWHERE. 

Take,  for  instance,  the  woman  in  our  picture, 
suffering  from  a really  severe  tension  headache. 
Aspirin  she  has  tried,  of  course;  but  suppose  she’s 
called  you  and  you  prescribed  Dornwal.  What 
would  you  expect? 

First,  let  us  say  you  told  the  druggist  to  indicate 
the  dosage  that  our  clinical  research  has  shown 
is  useful  in  these  cases  — 1 or  2 tablets  t.i.d.  In 
all  probability,  she  would  experience  relief  of  pain 
and  a general  relaxation  in  less  than  an  hour.  If 
she  is  doing  her  housework,  she  could  go  on  with 
it,  because  she  wouldn’t  get  sleepy. 

^ Dornwal  is  one  tranquilizer  that  doesn’t  make 
people  sleepy.  It’s  a tranquilizer  pure  and  simple. 
Its  effectiveness  you  will  see  clearly  the  next  time 
you  encounter  a patient  given  to  tension  head- 
aches. Try  Dornwal  and  see  the  results. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day.  Administration  limited 
to  three  months’  duration. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  “Genericist”,  Dornwal  is  amphenidone 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known.  There 
have  been  no  reports  or  evidence  of  habituation,  addiction  or  drug  toler- 
ance in  animal  or  clinical  studies.  Dornwal  is  relatively  free  from  untoward 
effects  when  administered  at  recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc.,  Belleville  9,  N.  J. 
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DEMPSEY  T.  AMACKER,  M.  D. 

Medical  Director 

VICTOR  HUGO  BEAN,  M.  D. 

Psychiatric  Consultant 
American  Board  Certified 
Member  American  Psychiatric  Association 

Specialized  treatments  in  mental  disorders  and 
alcoholic  and  drug  addictions. 

A limited  number  of  custodial  cases  accepted. 

Fireproof  Buildings 
lovely  Gardens  and  Grounds 
Healthful  Location  — All  Private  Rooms 
Excellent  Staff 

"The  Hospital  Atmosphere  is  Avoided" 

WRITE  P.  O.  DRAWER  106 
or 


Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


NKWKR  rONCEPT.S  OF  C.VRDIOKESIM  K ATttKV 
DI.SK.A.SK  IN  rHII.DKKN 


Or.  \Mlliiim 


Waring,  ('hairniun ; Or.  ttscar 
Dr.  .Marion  I.edbetter 


<'ropcli. 


I 


.\pril  13-1.5,  19fil 


This  'J‘/j  clay  course  is  designed  primarily  for  irediat 
ric  practitioners  who  have  not  liad  special  pulmonary 
or  cardiac  training.  The  first  day  will  be  <levoted  to 
respiration,  the  second  to  cardiology,  and  the  third 
(half-day)  will  consift  of  a|)plication  of  principles 
previously  discussed  to  actual  patients.  The  Tulane 
faculty  will  be  supplemented  by  two  guest  faculty 
members:  Dr.  Edward  A.  Oaensler  of  the  Boston 

City  Hospital  and  Dr.  Patrick  Ongley  of  the  Mayo 
Clinic. 


The  program  is  jointly  sponsored  by  the  Tubercu- 
losis Association  of  Greater  New  Orleans  and  the 
Division  of  Graduate  Medicine  of  Tulane  Univer- 
sity. An  early  evening  social  function  is  planned 
for  the  first  night  to  which  faculty  members,  reg- 
istrants, and  wives  are  invited.  Itegistration  will 
be  limited  to  2.5. 


KAK,  NOSE  AND  TliKOAT  IN  GENEKAE 
IMt.VCTICE 

l>r.  linrold  (i.  Tabb,  ('liairnian 
April  20-21,  1901 

.V  concentrated  course  of  lectures  and  demonstrations 
reviewing  the  diagnosis  and  management  of  the  com- 
mon ear,  nose  and  throat  diseases  seen  In  general 
practice.  Itegistration  limited  to  twenty. 
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...the  proof  of  the  Patrician “200” 
is  in  the  radiograph! 


When  you  choose  x-ray  for  private  practice,  look 
at  performance  as  well  as  the  price  tag.  “Econ- 
omy” that  is  gained  by  short-cuts  in  table 
design  or  a reduction  in  power  may  mean  slow 
exposures,  blurred  radiographs  and  repeated 
retakes.  General  Electric’s  Patrician  “200” 
combination  is  designed  with  adequate  power 
for  private  practice  — a full  200  ma  to  stop 
anatomical  movement  sharply  and  clearly. 
Many  other  features  found  in  larger  installa- 
tions are  engineered  into  the  Patrician;  81" 
table,  independent  tubestand,  shutter  limiting 
and  automatic  tube  protection,  to  name  just 


a few.  And,  considering  its  uncompromising 
G-E  quality,  this  Patrician  “package”  is  re- 
markably low  priced. 

Rent  the  Patrician  through  the  G-E  Maxi- 
service®  plan  that  provides  the  complete  in- 
stallation, including  maintenance,  parts,  tubes, 
insurance,  local  taxes  — everything  in  one 
monthly  fee.  Get  details  from  your  G-E  x-ray 
representative  listed  below. 


Tigress  U 0(/r  Most  Imporfant  Product 

GENERAL^  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

NEW  ORLEANS 

7715  Edinburgh  St.  • HUnter  8-7742 
SHREVEPORT 

1511-13  Line  Ave.  • Phone  42  2-8743 


RESIDENT  REPRESENTATIVE. 

BATON  ROUGE 
C.  A.  Ebersbaker 

2451  Honeysuckle  Ave.  • Dickens  2-2308 
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Keep  medical  education  on  tlie  march. 

When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly— to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Every  cent  of  your  gift  will  go  to  the 
school— or  schools— of  your  choice. 

Give  to  the  American  Medical  Education  Foundation 

535  North  Dearborn  Street,  Chicagro  lO,  Illinois 
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PSYCHIATRIC  HOSPITAL 


DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Eilucalion  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  CENTER 


PERRY  C.  TALKIN6T0N,  M.  D.,  Clinical  Director 
CHARLES  L.  BLOSS,  M.  D.,  Medical  Director 
Associate  Psychiatrists 
HOWARD  M.  BURKETT,  M.  0. 

JAMES  K.  PEDEN,  M,  D. 

WARD  G.  DIXON,  M.  D. 

JERRY  M.  LEWIS,  M.  D. 

C.  L.  JACKSON,  M.  D. 

RALPH  M.  BARNETTE,  JR.,  B.  B.  A,,  Business  Manafler 


Clinical  Psycholooy 
PHILIP  ROOS,  PH.  0. 

DONALD  BERTOCH,  M.A. 

Social  Work 

BILL  M.  TURNAGE,  M.S.S.W. 

ROBERT  L.  COATES,  M.S.S.W. 

GERALDINE  SKINNER,  B.S.,  O.T.  R.,  Director  of  Occupational  Therapy 
LOIS  TIMMINS,  PH.D.,  Director  of  Recreational  Therapy 
FRANCES  LUMPKIN,  R.  N.,  B.  S.,  Director  of  Nurses 


Evergreen  1-2121 


Dallas  21,  Texas 


P.O.  Box  1769 


— 

One  out  of  ihree  who  died  of  cancer 

last  year  eould  have  heeti  saved! 

To  alert  the  practicing  physician  to  suspect  and  diagnose  cancer  early  — 
the  American  Cancer  Society  has  available  for  you  a film  series  of 
Physicians’  Conferences  on  Cancer. 

*Kinescopes  of  live,  color,  closed-circuit  television  programs, on 
early  diagnosis  and  treatment  of  cancer,  present  outstanding  clinicians. 

These  24  film  programs  — the  nucleus  of  a course  on  cancer  for  the 
General  Practitioner  — cover  virtually  all  cancer  sites  and  types. 

They  center  around  panel  discussions,  laboratory  techniques,  case 
histories,  x-ray  findings,  histopathology,  statistical  data, 
and  operative  procedures. 

Professional  Films  and  services  available  to  the  doctor  in  his  own 
community  may  be  obtained  through  your  Division  of  the 

American  Cancer  Society 

• APPROVED  BY  THE  AMERICAN  ACADEMY  OF  GENERAL  PRACTICE  FOR  INFORMAL  STUDY  CREDIT  (U  MM  COLOR  SOUND  FILMS.  RUNNING  TIME  30-SO  MINUTES) 
AMERICAN  CANCER  SOCIETY,  Louisiana  Division,  Inc.,  822  Perdido  Street,  New  Orleans  12,  la. 
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INDEX  TO  ADVERTISERS 


Abbott  Laboratories  7,  Facing  page  28 

Ames  Company,  Inc 26 

The  Bayer  Company  38 

Bristol  Laboratories  Facing  page  2,  19 

Browne-McHardy  Clinics  6 

Burroughs  Wellcome  & Co 29 

Davies,  Rose  & Co.,  Ltd 27 

Endo  Laboratories  . 11 

General  Electric  - 41 

The  Earle  Johnson  Sanatorium  . 40 

Katz  & Besthoff,  Ltd 1 

Lederle  Laboratories  6,  Facing  page  14, 

15,  22,  23,  24 

Eli  Lilly  & Company  Front  Cover,  16 

Louisiana  Coca-Cola  Bottling  Co 1 

Louisiana  State  Board 

of  Health Second  & Third  Covers 

J.  A.  Majors  Company  1 


Maltbie  Laboratories  Division  27,  40 

Mead  Johnson  Laboratories  Back  Cover 

Merck  Sharp  & Dohme  14 

Ochsner  Clinic  1 

Parke-Davis  & Company  4,  5 

Peacock  Surgical  Co.,  Inc 24 

Professional  Cards  44,  45,  46 

A.  H.  Robins  Company  3,  21,  37 

J.  B.  Roerig  & Co.,  Inc.  . 12,  13 

Saideau,  Inc 36 

G.  D.  Searle  & Company 17 

E.  R.  Squibb  2,  25,  34,  35 

Timberlawn  Psychiatric  Center  43 

United  States  Brewers  Foundation  28 

VanPelt  and  Brown,  Inc 20 

Wallace  Laboratories.. ..8,  Facing  page  8,  9,  33,  39 

Wesson  Oil  & Snowdrift  Sales  Co 30,  31 

Winthrop  Laboratories  10,  18,  32 


PROFESSIONAL  CARDS 

The  Baton  Rouge  Clinic 

134  North  19th  St. 

DI  8-5361 

SURGERY 

J.  Sabatier,  M.  D. 

Charles  Mosely,  M.  D. 

B.  E.  Coggeshall,  M.  D. 

GYNECOLOGY  & OBSTETRICS 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 

Donald  C.  Diefendorf,  M.  D. 

INTERNAL  MEDICINE 
Charles  Prosser,  M.  D. 
Roger  Reynolds,  M.  D. 
(Allergy) 

Bruce  L.  Baer,  M.  D. 

( Gastroenterology ) 
Douglas  Gordon,  M.  D. 
(Endocrinology) 

UROLOGY 

Mortimer  Silvey,  M.  D. 

EYE 

George  H.  Jones,  M.  D. 

i KENNETH  A.  RITTER,  M.  D. 

JOHN  L.  WINKLER,  M.  D. 

Paychiatry  and  Neurology 

DR.  IRVING  A-  LEVIN 

ANORECTAL  AND  COLON  DISEASES 
3432  Prytania  Street  TW.  5-2043 

New  Orleana,  La. 

8211  Apricot  Street  New  Orleans 

UN  1-75S1  By  Appointment 

1 

CHARLES  I.  BLACK,  M.D. 

FREDERIC  W.  BREWER,  M.  D. 

DISEASES  OF  THE  SKIN 

PRACTICE  LIMITED  TO  PSYCHIATRY 

3369  Convention  Street  DIckena  3-2841 

1008  Maiaon  Blanche  Building 

Baton  Rouge,  Louiaiana 

JA  5-4047  By  Appointment 
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PROFESSIONAL  CARDS 


Courtesy 

Parking 

Adjacent 
to  Building 


BARRETT  KENNEDY,  M.  D. 

WM.  J.  PERRET,  M.  D. 
(Associate) 

DERMATOLOGY 

4522  MAGNOLIA  STREET 

V.  MEDD  HENINGTON,  M.  D. 
TWinbrook  1-4452—1-4453 

Green 

Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.  D. 

LaMoyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 

Internal  Medicine 

Carl  L.  Langford,  M.D. 

Henry  S.  Roane,  M.D. 

David  M.  Hall,  M.D. 

Robert  W.  Sharp,  M.D. 

Pediatrics 

Joe  L.  Smith,  Jr.,  M.D. 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Dentistry 

Eye,  Ear,  Nose  and  Throat 

L.  Felton  Green,  D.D.S. 

Harold  H.  Harms,  M.D. 

Benjamin  C.  Baugh,  D.D. 

The  Sellers  and  Sanders  Clinic 

OPPOSITE  SOUTHERN 

BAPTIST  HOSPITAL 

4414  Magnolia  St. 

New  Orleans  15,  La. 

Telephone  TW  5-6635 

Obstetrics  & Gynecology 

Ge7ieral  Surgery 

Thomas  B.  Sellers,  M.  D. 

John  T.  Sanders,  M.  D. 

Simon  V.  Ward,  M.  D. 

L.  Terrell  Tyler,  M.  D. 

Julius  T.  Davis,  Jr.,  M.  D. 

Internal  Medicine 

T.  K.  Dampeer,  Jr.,  M.  D. 

Daniel  W.  Hayes,  M.D. 

Lige  B.  Rushing,  Jr.,  M.D. 
Diagnostic  X-ray  and  Laboratory  Facilities 

PHILIP  RONALD  LORIA,  M.  D. 

DISEASES  OF  THE  SKIN 

Dermoplaning  Removal  of  Excessive  Hair 

1104  Maison  Blanche  Bldg.  New  Orleans  16,  La. 

By  Appointment  ...  -i  524-9621 
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JOHN  C.  HARDIN,  JR. 

D.D.S.,  M.D.,  F.A.C.S. 
Maxillo'Facial  & Oral  Surgery 
(Head  and  Neck  Surgery) 

121  Physicians  & 
Surgeons  Bldg.,  West 
Phone  3-6901  Shreveport,  Louisiana 


DR.  NATHAN  H.  POLMER 

Physical  Medicine Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  2-0171  Res.:  JA  2-3946 


JAMES  W.  BURKS,  JR.,  M.  D. 

DISEASES  OF  THE  SKIN 
SURGICAL  PLANING  FOR  COSMETIC  DEFECTS 
FACILITIES  FOR  REMOVAL  OF  SUPERFLUOUS  HAIR 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La.  529-3322 

DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg.  523-3216 


DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  JA  2-0202 


DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
TWinbroolc  5-4561 


UK.  EUGENE  L.  WENK 

GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 


LEWELL  C.  BUTLER,  JR.,  M.  D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Phone  3-9671 

211-213  Physicians  and  Surgeons  Building  West 
803  Jordan  Street  Shreveport,  Louisiana 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maieon  Blanche  Building 
JAckson  2-7697  By  Appointment 


THE  OWENS-MEADE  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  St.  New  Orleans  13,  La. 

Telephone:  JAckson  2-0106 
After  Hours  — Call  Doctors*  Exchange  WH  6-4141 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
JA.  5-0873  By  Appointment 


j.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-66B1 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

444  So.  Ryan  Street  Lake  Charles,  La. 

Phone  HE  3-6361 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

HEARING  AND  DEAFNESS 
DISEASES  AND  SURGERY  OF  THE  EAR 

1109  Pere  Marquette  Building 
JA.  5-2535  By  Appointment 
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The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 

THE  AMERICAN  CANCER  SOCIETY 


is  dedicated  to  saving  lives  from  cancer  and  spear- 
heads the  fight  against  cancer  quackery.  Its  Com- 
mittee on  New  or  Unproved  Methods  of  Treatment 
of  Cancer  has  a membership  of  physicians,  lawyers, 
educators,  and  public  relations  specialists.  This 
committee  has  been  a prime  mover  in  developing 
constructive  action 


I 


Inspired  by  model  legislation  formulated  by  this 
committee  with  the  active  cooperation  of  the  Cali- 
fornia Medical  Association,  California,  Kentucky 
and  Nevada  recently  passed  bills  providing  the  first 
effective  means  of  fighting  cancer  quackery  at  its 
base  of  operations— in  the  local  community. 

To  keep  both  the  public  and  the  medical  profession 
informed,  the  Society  has  established,  in  its  national 
office,  a central  repository  of  material  on  new  or 
unproved  methods  of  cancer  diagnosis,  treatment 
and  cure— a principal  source  of  such  information 
in  this  country. 


The  American  Cancer  Society,  in  this  as  in  all  its 
efforts,  serves  both  the  private  citizen  and  the  prac- 
ticing physician— and  is,  in  turn,  served  by  both. 


THE  AMERICAN  CANCER  SOCIETY 

Louisiana  Division,  Inc. 

822  Perdido  Street  New  Orleans  12,  La, 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.  D., 

President 
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after  5 years  of  research  and 
Al,000  'patient  days  of  clinical  testing 


a new  infant  formula 

nearly  identical  to  mother’s  milk^  in  nutritional  breadth  and  balance 

Enfamil 

Irifant  formula 

In  a well  controlled  institutional  study, ^ Enfamil  was  thoroughly  tested  in  conjunction  with 
three  widely  used  infant  formula  products.  These  investigators  reported  that  Enfamil  pro- 
duced • good  weight  gains  • soft  stool  consistency  • normal  stool  frequency 

nearly  identical  to  mother's  milk  . . . 

• in  caloric  distribution  of  protein,  fat  and  carbohydrate  • in  vitamin  pattern  (vitamin  D 
added  in  accordance  with  NRC  recommendations)  • in  osmolar  load  • in  ratio  of  unsaturated 
to  saturated  fatty  acids  • in  absence  of  measurable  curd  tension  . . . enhances  digestibility 

I.  Macy,  I.  G.;  Kelly.  H.  J.,  and  Sloan,  K.  K. ; with  the  CnnNuIlation  of  the  Committee  on  Maternal  and  Child  Feeding  of  the  Food  and 
Nutrition  Board.  National  Kcnearch  Council:  The  Composition  of  Milks,  Publication  254.  National  Academy  of  Sciences  and  National  Kcacarch 
Council,  Kevised  1953.  2.  Brown,  C.  W.;  TuhoUki,  J.  M.;  Sauer.  L.  W.:  Minsk,  L.  I).,  and  Koaenstern,  1.:  Evaluation  of  Prepared  Milks  in 
Infant  Nutrition ; Use  of  the  Latin  Square  Technique.  J.  Podiat.  56:391  (Mar.)  1960. 
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Symbol  of  service  in  medicine 
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now 

Piitvutes® 

Ilosonc! 


S' 


. . . in  a more  acid-stable  form  ...  for  greater  therapeutic  activity 

• more  antibiotic  available  for  absorption 

• new  prescribing  convenience 

• same  unsurpassed  safety 


Pulvules  • Suspension  • Drops 

llosone®  (propionyl  erythromycin  ester  lauryl  sulfate.  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


Second  Class  Mall  Privileges  Authorized  at  New  Orleans,  Louisiana 


POLIOMYELITIS  VACCINE  - SALK  OR  ORAL? 

The  Surgeon  General  of  the  United  States  has  released 
the  following  information : Paralytic  polio  in  the  United 
States  has  declined  from  6,289  cases  in  1959  to  2,265  cases 
in  1960.  In  1952,  over  21,000  paralytic  cases  were  reported. 
This  is  great  progress,  principally  due  to  the  Salk  vaccine, 
BUT  — 

38%  of  childi’en  5 years  of  age  and  under 
63%  of  men  aged  20  to  40 
48%  of  women  aged  20  to  40 

— ARE  NOT  FULLY  VACCINATED! 

A study  of  paralytic  polio  cases  in  1960  shows  that : 
(1)  Almost  half  were  babies  and  children  5 years  of  age 
and  under;  (2)  Young  adults  who  contracted  the  disease 
were  among  those  most  seriously  paralyzed. 

“Babies  and  Breadwinners”  are  those  most  seriously 
in  need  of  protection  against  polio. 

We  have  been  informed  that  the  new  oral  polio  vaccine 
will  not  be  available  for  general  use  before  1962  — so  we 
should  renew  our  efforts  to  protect  our  patients  (especially 
the  “babies  and  breadwinners”)  with  the  Salk  vaccine  be- 
fore the  advent  of  the  1961  polio  season. 

Your  local  parish  health  unit  will  furnish  you,  without 
charge,  Salk  polio  vaccine  for  use  of  those  patients  who  may 
not  be  able  to  afford  the  cost  of  the  vaccine.  Contact  your 
local  health  unit  or  write  directly  to  the  Louisiana  State 
Board  of  Health,  P.  0.  Box  630,  New  Orleans  7,  La. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D. 

President 


1)  K IN  K 


Every  Hottle  Sterilized 


Prescription  Headquarters  Since  1905 


OCHSNER  CLINIC 

MEDICAL  BOOKS 

New  Orleans 

Of  All  Publishers 

ANNOUNCES  THE  ASSOCIATION  OF 

Any  book  on  Medicine,  Surgery,  and 

JOHN  L.  OCHSNER,  M.  D. 

PEDIATRIC  AND  CARDIOVASCULAR  SURGERY 

Nursing 

J.  A.  MAJORS  COMPANY 

MAIN  BUILDING:  Prytania  & Aline  Sfs. 
BRENT  HOUSE  DIVISION:  1512  Jefferson  Hwy. 

147  South  Liberty  St. 
NEW  ORLEANS  12,  LA. 

TWinbrook  9-3471 

Catalogs  cheerfully  sent  upon  request 
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Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  efficacy  — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply:  /foufraac-N  — capsule-shaped  tablets  providing  60 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 60  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

Squibb  Standardized  Whole  Root  RauwolHa  Serpentina  (Raudixin) 
and  Bcndrunumuthiazide  (*Naturetin)  with  Potatmium  Chloride 


For  full  Iniormallop, 
your  Squibb 
Product  Reference 
or  Product  Brief, 


Squibb 

Squibb  Quality 
— the  Priceless  Ingredient 


'MAwOliiN-t,  *«<D  tOw>ee  (aACCMaeal. 


2 


The  Journal  of  the  I»uisiana  State  Medical  Society 


ainful  skeletal  musele  spasm 


ROBAXIN* 

INJECTABLE  AND  TABLETS  MelhonrbamolRol.ini  U.S.  Pn.  No.  27706W 


Relaxation  — ol)tained  nithin  minutes  with  Robaxin  Injectable. 

— maintained  icithout  drowsiness  with  Robaxin  Tablets. 

IN’ine  published  studies  show: 

Rencficial  results  in  90%  of  cases  of  skeletal  muscle  spasm  with  Robaxin. 
Clinical  responses  to  Robaxin  therapy,  as  reported  by  investigators: 

^'marked  " in  26  out  of  33  patients,  moderate  in  6 . . “pronounced”  in  37  out  of  58 
patients,  moderate  in  20...-  “good”  in  25  out  of  38  patients,  moderate  in  6...® 
“excellent”  in  14  out  of  17  patients,  moderate  in  2 . . “significant”  in  27  out  of  30 
patients  ..."  “gratifying”  in  55  out  of  60  patients  . . .‘*  “effective”  in  32  out  of  32 
patients  . . “marked”  in  27  out  of  46  patients,  moderate  in  6 . . .^  “good”  in  57  out 
of  60  patients,  moderate  in  3."’ 

Robaxin  exhibits  “great  freedom  from  undesired  side  reactions,”®  does  not  pro- 
duce “concomitant  euphoria  or  partial  anesthesia,”’®  and  permits  patients  to  retain 
concentration  and  awareness.® 

For  immediate  relaxation  of  acute  skeletal  muscle  spasm: 

T»  1 • (R)  T • . 1 1 —each  ampul  containing  1.0  Cm.  of  methocarbamol  in 

Kobaxin  Injectable  lo  cc.  of  sterile  solution. 

For  initiating  therapy  or  maintaining  relaxation  induced  by  Roba.xin  Injectable: 

Robaxin®  Tablets  — 0.5  Cm.  (white,  scored)  in  bottles  of  50  and  500. 

Also  available:  When  pain  and  spasm  require  concurrent  analgesic  and  relaxant  action: 
Robaxisal®  Tablets  — Robaxin  with  Aspirin 

—and  for  skeletal  muscle  relaxation  ivith  more  comprehensive  analgesia: 
Robaxisal®-  PH  —Robaxin  with  Phenaphen® 

Literature  available  to  physicians  on  request. 

REFERENCES:  1.  Carpenter,  E.  B.:  Southern  M.J.  51:627,  1958.  2.  Forsyth,  H.  F.,  J.A.M.A.  167:163,  1958.  3.  Hudgins, 
A.  P. : Clin.  Med.  6:2321,  1959.  4.  Grisolia,  A.,  and  Thomson,  J.  E.  M.:  Clin.  Orthopaedics  13:299,  1959.  5.  Lewis,  W.  B.: 
California  Med.  90:26,  1959.  6.  O’Doherly,  D.  S.,  and  Shields,  C.  D.:  J..\.M..A.  167:160,  1958.  7.  Park,  H.  W. : J.A.M.A. 
167:168,  1958.  8.  Plumb,  C.  S.:  Journal-Lancet  78:531,  1958.  9.  Poppen,  J.  L.,  and  Flanagan,  M.  E.:  J.A.M.A.  171:298, 
1959.  ZO.  Schaubel,  H.  J.:  Orthopedics  1:274,  1959. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today's  medicines  with  integrity . . . seeking  tomorrow’s  with  persistence 


April,  19G1— Vol.  113,  No.  4 


3 


because 
vitamin  deficiencies 
tend  to  be  multiple... 
give  your  postoperative 
patient  the  protection  of 

MYADE  C 

high-potency  vitamin  formula  with  minerals 


li  is  generally  agreed  that  alter  surgery,  or  at  other  times  of 
j)hysiologic  stress,  vitamin  reser\es  may  be  depleted,  mvadicc 
helps  to  eorret  t such  deficiencies.  Just  one  capsule  daily 
supplies  therapeutic  jx)tencies  of  9 \ itamins,  plus  \arious 
minerals  normally  found  in  body  tissues,  myadec  is  also  valuable 
for  the  prevention  of  vitamin  deficiencies  in  those  patients 
^vhose  customary  diets  are  lacking  in  important  food  factors. 
Eacli  sn  ADEC  capsule  contains: 

Vitamins:  \’itamin  lij.,  crystalline— 5 meg.:  \'itamin  B.,  (Ci) 
(ril)oflavin)— 10  mg.;  \'itaniin  li^  (pyridoxine  liydrocliloride)  — 

2 mg.;  \’itamin  lij  mononitrate— 10  mg.;  Nicotinamide 
(niacinamide)— too  mg.;  V'itamin  C (ascorbic  acid)— 150  mg.; 
\'itamin  A — (7.5  mg.)  25,000  units;  \htamin  1)  — (25  meg.) 

1,000  units;  \'itamin  E (r/-alpha-tocopficryl  acetate  concentrate) 

— 5 I. IE  Minerals  (as  inorganic  salts):  Iodine- 0.15  mg.; 
Manganese— 1 mg.;  C.obalt  — 0.1  mg.;  Potassium  — 5 mg.; 
Molybdenum- 0.2  mg.;  Iron— 15  mg.;  Copper— 1 mg.;  Zinc 

— 1.5  mg.;  Magnesium- 6 mg.;  Calcium— 105  mg.;  Phosphorus 

— 80  mg.  Bottles  of  30,  100,  and  250.  ssin 


PARKE-DAVIS 

PARKE.  DAVIS  A COMPANY.  DtUntl  37.  Michigan 


3 -way  support 
for  the 

aging  patient... 


ASSISTS  PROTEIN  UPTAKE 
IMPROVES  MENTAL  OUTLOOK 
AIDS  NUTRITIONAL  INTAKE 


NS  1 1 small  capsule  every  morning 


VRE3TIN 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  0 500  U.S.P.  Units  • 
Vitamin  6,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (Bj)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B.) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate 
25  mg.  • inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate 


50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 
(Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 
Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 
(as  Kl)  0.1  mg.  • Calcium  (as  CaHPOj)  35  mg.  • Phosphorus  (as 
CaHPOa)  27  mg.  • Fluorine  (as  CaFj)  0.1  mg.  • Copper  (as  CuO) 
1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese  (as  Mn02) 
1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 
(as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Browne-McHardy  Clinics 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
New  Orleans  15,  La. 
TWinbrook  9-2376 

INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  M.  D. 
John  T.  leckert,  M.  D. 

G.  Gordon  McHardy,  M.  D. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D. 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T.  Williams,  M.  D. 

DERMATOLOGY 

William  Burroughs,  M.  D. 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D. 


GRAVIER  ST.  DIVISION 
630  Gravier  St. 

New  Orleans  12,  La. 
524-1605 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 

GENERAL  SURGERY 

Claude  C.  Craighead,  M.  D. 
Raul  G.  Reyes,  M.  D. 

OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  Ayerst,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabezies,  M.  D, 

INDUSTRIAL  MEDICINE 
Ralph  J.  McDonough,  M.  D. 

INDUSTRIAL  SURGERY 
Irby  J.  Hurst,  M.  D. 


VETERANS  HIGHWAY  DIVISION 
8601  Veterans  Memorial  Hwy. 
Metairie,  La. 

VErnon  3-7341 


PEDIATRICS 

Robert  J.  Maraist,  M.  D. 

Bettina  C.  Hilman,  M.  D. 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 
Diabetics 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 
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Saunders 


Nagan- Medical  Almanac,  1961-62 


Hundreds  of  facts  and  figures  on  the  entire 
framework  and  operation  of  the  medical  world 

J ust  Ready ! Now  under  one  cover  you’ll  find  a tremendous 
range  of  up-to-date  data  never  before  gathered  into  a single 
source.  You  can  quickly  check  on  such  diverse  information  as: 
Nobel  prize  winners  in  medicine— frequency  rate  of  various 
injuries  in  industry —admission  requirements  of  medical 
schools— number  of  M.D.s  in  major  countries.  Hundreds  of 
lists,  charts,  graphs  and  directories  set  forth  information  in 
quickly  assimilable  form.  Where  recentness  of  data  is  vital, 
you'll  find  statistics  carried  right  up  to  I960.  Where  a long 
record  of  experience  is  valuable,  you'll  find  accurate  figures  in 
some  cases  going  back  to  the  late  Seventeen  Hundreds.  Forth- 
coming meetings,  tax  deadlines,  etc.  are  listed  into  the  future. 
Anyone  in  medicine  who  writes,  who  lectures,  who  must  doc- 
ument articles,  or  who  holds  some  organizational  duties  can 
use  this  almanac  daily. 

Compiled  by  Pftfr  S.  Nagan,  A.B.,  M.A.,  M.S.,  528  pages,  5V^”x734". 
Paper  Bound.  About  $5.50.  New  ^ Just  Reaayf 


Over  500  pages  of  exhaustive  facts 
and  figures  on  a myriad  of  topics: 

What  medical  records  to  keep  and  for 
how  long  — leading  medical  publications 
—summary  of  medical  systems  in  major 
countries  — average  prevalence  of  peptic 
ulcer  by  sex  and  age— 12  diagnoses  with 
highest  annual  rate  per  1000  patients  — 
prevalence  of  chronic  conditions  among 
persons  45  years  and  older  by  age,  sex 
— number  of  physicians  specializing  in 
industrial  medicine  — deaths  and  death 
rate  from  accidents  by  type  — birth  rate 
by  color  and  by  age  of  mother,  1800- 
1939. 

Advertising  medical  products  on  TV- 
great  epidemics  of  the  past  — leading  for- 
eign medical  journals- schedule  of  1961 
conventions  — officials  and  executive  staff 
of  the  AM  A — average  income  of  doctors 
in  U.S.— tuberculosis  and  death  rate- 
narcotics  regulations  — license  renewal  by 
State— federal  legislation  affecting  doctors. 


Pillsbury,  Shelley  & Kligman— 
Manual  of  Cutaneous  Medicine 

A New  Book! 

Just  Ready!  This  concise,  practical  manual 
contains  a wealth  of  immediately  applicable  in- 
formation on  managing  the  entire  range  of  cu- 
taneous disease.  It  clearly  illuminates  the  anat- 
omy, physiology,  pathology  and  pathophysiology 
of  the  skin.  You'll  find  diagnosis,  prevention  and 
treatment  of  those  skin  diseases  you  meet  most 
frequently  in  daily  practice— from  acne  to  tu- 
mors of  the  skin.  The  authors  emphasize  changes 
in  the  skin  which  may  be  representative  of 
systemic  disease.  They  assess  the  advantages  of 
various  treatment  methods,  and  clearly  point  out 
potential  hazards. 

By  Donald  M.  Pillsbury,  M.A.,  D.Sc.  (Hon.).  M.D., 
F.A.C.P.,  Professor  and  Director  of  Department  of  Dermatoi- 
ogy;  Walter  B.  Shelley,  M.D..  Ph.D.,  F.A.C.P.,  Professor 
of  Dermarology;  and  ALBERT  M.  KLIGMAN,  M.D.,  Ph.D., 
Professor  of  Dermatology.  All  of  the  University  of  Pennsylvania 
School  of  Medicine.  About  440  pages,  6"x914”.  with  254 
illustrations.  About  SI 0.00.  New  — Just  Ready! 


Rushmer— 

Cardiovascular  Dynamics 

New  2nd J Edition! 

This  valuable  book  provides  you  with  the  infor- 
mation you  need  to  make  keener  diagnoses  and 
evaluations  of  heart  disorders.  Dr.  Rushmer  pre- 
sents a clear  picture  of  the  structure,  function 
and  control  of  the  various  components  of  the 
cardiovascular  system  as  they  exist  under  normal 
conditions  — followed  by  the  changes  which  occur 
in  presence  of  disease.  You’ll  find  recent  advances, 
particularly  in  the  areas  of  instrumentation  and 
analysis  of  cardiac  dynamics,  clearly  shown. 
Among  the  topics  covered  are:  Cardiac  Output; 
Measurements  of  Pressure;  Cardiovascular 
Sounds;  Heart  Size  and  Configuration. 

By  Robert  F.  Rushmer,  M.D..  Professor  of  Physiology  and 
Biophysics,  University  of  Washington  Medical  School.  503 
pages,  6V^"xlO",  with  264  illustrations.  SI 2.50. 

Just  Published  — New  (2nd^  Edition! 
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Please  send  me  the  following  books  and  charge  my  account : 

□ Nagan’s  Medical  Almanac,  1961-62,  about  S5.50 

□ Pillsbury  et  al..  Manual  of  Cutaneous  Medicine,  about  $10.00 

□ Rushmer’s  Cardiovascular  Dynamics,  $12.50 
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Proven 

in  over  six  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 


Outstandingly  Safe 

- simple  dosage  schedule  produces  rapid,  dependable 
tranquilization  without  unpredictable  excitation 

Q no  cumulative  effects,  thus  no  need  for  difficult 
^ dosage  readjustments 

3 does  not  produce  ataxia,  change  in  appetite  or  libido 

, does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

^ does  not  impair  mental  efficiency  or  normal  behavior 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  in  bottles  of  50. 

Also  supplied  in  sustained-release  capsules.. 

Meprospaii*  |]| 

Available  as  Meprospan-400  (blue-topped  sustained- 
release  capsules  containing  400  mg.  meprobamate), 
and  Meprospan-200  (yellow-topped  sustained-release 
capsules  containing  200  mg.  meprobamate). 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


The  Journal  of  the  I/)U1siana  State  Medical  Society 


For  the  build-up  in  convalescence 


ANNOUNCIMG 


Therapeutic  dosage  of  B-Complex 
plus  500  mg.  of  Vitamin  C 


l nsurpassed  stability.  As  coatings  are  applied 
without  water,  deterioration  due  to  moisture  is 
virtually  eliminated.  Stability  is  enhanced:  po- 
teney  is  protected.  Easier,  more  pleasant  to 
take.  Surbex-T  tablets  are  up  to  30%  smaller; 
have  a pleasant  taste;  and  are  non-ealoric.  Vita- 
min odor  and  aftertaste  are  eliminated. 


Each  Filmtab  Surbex-T  represents: 


Thiamine  Mononitrate  (Bi) 15  mg. 

Riboflavin  (Bz)  10  mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  Biz) 4 meg. 

Calcium  Pantothenate 20  mg. 

(as  calcium  pantothenate  racemic) 

Ascorbic  Acid  (as  sodium  ascorbate) 500  mg. 

Desiccated  Liver,  N.  F 75  mg. 

Liver  Fraction  2,  N.  F 75  mg. 


Supplied  in  bottles  of  100  and  1000 


VITAMINS  BY  S 


Filmtab  coatings  protect 
this  full  range  of  Abbott 
nutritional  supplements: 


SUR-BEX*WITH  C.  Smaller 
dosages  of  the  essential  B- 
Complex  and  C.  Table  bottles 
of  60.  Also  in  bottles  of  100, 
500  and  1000. 

DAYTEENS™  To  help  insure 
optimal  nutrition  in  growing 
teenagers.  Table  bottles  of 
100,  bottles  of  250,  1000. 

Potent  maintenance  formulas 
—ideal  for  those  who  are  “nu- 
tritionally run-down” 

DAYALETS*  Table  bottles  of 
100.  Bottles  of  50,  250,  1000. 

DAYALETS-M'  Apothecary  bot- 
tles of  100  an/d  250.  Also  in  bot- 
tles of  1000. 

Therapeutic  formulas  for  more 
severe  deficiencies— illness, 
infection,  etc. 

OPTILETS'  & OPTILETS-M* 

Table  bottles  of  30  and  100. 
Bottles  of  1000. 


®FILMTA0  — FILM-SEALED  TASLETS.  ASeOTT. 
TM  — TRADEMARK 

1961,  A8BOTT  LABORATORIES  103029A 


Filmtab®  Coating  Advantages 


in  a Nntshell 


Tablets  are 
easier  to  swallow, 
up  to  30% 
smaller. 


Vitamin 
after-taste  and 
odor 

are  eliminated. 


Tablets  are  pleasant 
tasting,  non-caloric, 
come  in  a rainbow  of 
cheerful  colors. 


Breakage  and  cracking 
are  less  likely.  (Sugar 
coatings  are  crystalline, 
and  more  brittle.) 


In  contrast  with 
sugar  coalings, 
no  water  is  used 
in  manufacture. 


This  eliminates  the  need 
of  protective  subseals,  and 
chances  of  moisture  seepage 
through  imperfections. 


Absorption  is  speeded 
as  sugar’s  bulk 
and  subseals 
are  eliminated. 


Vitamins  are 
readily  available  at 
proximal 
receptor  sites. 


NET  RESULT:  Poten  cy  is  assured  for  a longer  time. 
The  patient  gets  what  he  pays  for — and  what  you  preserihe. 


[ — tV  > 


FILMTAO~riLM-SCALCO  TABLCT$,  ABBOTT 


Ol0O>.  ABBOTT  LABOBATOBICS 


101020  B 


Prescribe  one  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  3 times  daily, 
before  each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  dis- 
orders. Side  effects  are  short-lived,  usually  only  harmless  flushing  and  tingling 
associated  w/ith  vasodilation,  antivert  is  contraindicated  in  severe  hypotension 
and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.)  in  bottles  of  100.  Syrup  in  pint  bottles.  Prescription  only. 
Bibliography  available  on  request. 

And  for  your  aging  patients — 

NEOBON*  Capsules:  five-factor  geriatric  supplement. 


Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


A 

now  available:  ^ 

M/verf  syrup 

Each  teaspoonful  (5  cc.)  contains  6.25  mg. 
meclizine  HCI  and  25  mg.  nicotinic  acid. 
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in  peritonitis 


Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 
in  this  as  in  a wide  variety 
of  bacterial  diseases. 


Supplied;  Capsules,  each  containing 
Panmycin*  Phosphate  (tetracycline 
phosphate  complex),  equivalent  to 
250  mg.  tetracycline  hydrochloride,  and 
125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  buttles  of  16  and  100. 

Adult  dosage:  2 capsules  four  times  a day. 

Side  effects:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable 
to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to 
therapeutic  use  in  patients  are 
infrequent  and  consist  principally  of 
mild  nausea  and  abdominal  cramps. 
Albamycin  also  has  a relatively  low 
order  of  toxicity.  In  a certain  few 
patients,  a yellow  pigment  has  been 
found  in  the  plasma.  This  pigment, 
apparently  a metabolic  by-product  of 
the  drug,  is  not  necessarily  associated 
with  abnormal  liver  function  tests. 
Urticaria  and  maculopapular  dermatitis, 
a few  cases  of  leukopenia,  and 
agranulocytosis  have  been  reported  in 
patients  treated  with  Albamycin.  All 
of  these  side  effects  rapidly  disappeared 
upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of 
nonsusceptible  organisms,  constant 
observation  of  the  patient  is  essential. 

If  new  infections  appear  during  therapy, 
appropriate  measures  should  be  taken. 
As  with  any  serious  infection,  therapy 
of  peritonitis  with  Panalba  or  other 
antibacterial  agents  is  adjunctive 
to  surgical  procedures  and  supportive 
therapy. 


Inflammatory 

process 
of  the 
peritoneum 

'Trademark,  Reg.  U.  S.  Pat.  Off. 


The  Uplohn  Company 
Kalamazoo,  Michigan 


Upjohn 


Panalba 


* 


your  broad -specmim 
antibiotic  of  first  resort 
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YOUR  CHOICE  OF  FIVE  TOPICAL  FORMS 


Jil  ' A r 1 s t o d e r m 

Neomycin- 

L/dlll  Triamcinolons  Acetonide 


Aristoderni 

Foam  0.1%  1;:,:;::'“ 


Aristocort 

Cr6am  0.1%  Acetonide 


7.5  cc.  and  15  cc. 
push-button  dispensers 
Neat,  not  messy  or  sticky — <1 

spreads  readily  without 
irritation  or  burning — for 
oozing,  crusted,  severely 
inflamed  and  injured  skin 
or  mucous  membranes. 

Each  cc.  contains: 

Aristocort  Triamcinolone  Acetonide.  1 mg.  . . . 0.1% 
Neomycin  Sulfate.  6 mg 0.5% 


Precautions:  Contraindicated  in  herpes 
simplex.  Sensitivity  reactions  to 
neomycin  occasionally  occur. 


7.5  cc.  and  15  cc. 

push-button 

dispensers 


Precautions: 
Contraindicated 
in  herpes  simplex 


Tubes  of  5 and  15  Gm. 

m. 
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M 

i 
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Ill  «■ 
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Precautions: 
Contraindicated 
in  herpes  simplex. 


fi 


I and  allergic  skin  conditions . . . 
simple,  sparing  application  - prompt,  symptomatic  relief - 


HIGHLY  ACTIVE  WHEN  DIRECTLY  APPLIED  TO  SKIN  LESIONS 


A recent  study  has  demonstrated  the 
efficacy  of  triamcinolone  acetonide  0.1  per 
cent  in  222  patients  with  a variety  of 
allergic  and  inflammatory  dermatoses. 
The  conditions  included  in  the  study  were 
contact  dermatitis,  seborrheic  dermatitis, 
neurodermatitis,  atopic  dermatitis,  and 
pruritus  vulvae. 


The  anti-inflammatory  and  antipruritic 
efficacy  of  triamcinolone  acetonide  was 
shown  by  the  prompt  control  of  itching 
and  resolution  of  affected  areas.  Cahn, 
M.  M.,  and  Levy,  E.  J.:  A Comparison  of 
Topical  Cortico-steroids : Triamcinolone 
Acetonide,  Prednisolone,  Fluorometho- 
lone,  and  Hydrocorti.sone. 

Antibiotic  Med.  & Clin.  Ther.  6:734  [Dec.]  1959. 


Aristocort 

Ointment  0.1% 


Meo-Aristocorf 

Eye-Ear  Ointment  0.1%  Triamcinolone  Acetonide 


Tubes  of  5 and  15  Gm. 


Precautions; 
Contraindicated 
in  herpes  simplex 


PI 


I « 


1^. 

tuiiinii* 


Tubes  of  oz. 

For  inflammatory, 
allergic,  infective  eye 
and  ear  conditions 


Each  gram  contains: 

Aristocort  Triamcinolone  Acetonide  ...  1 mg. 
Neomycin  Sulfate  6 mg. 

Precautions:  Contraindicated  in  herpes 
simplex.  Sensitivity  reactions 
to  neomycin  occasionally  occur. 


LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


How  to  help  your  patient  stick  to  a 
"regularity”  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

Bulky  foods,  essential  to  a "regularity"  diet,  will  have 
more  appeal  if  they  are  attractively  prepared.  Variety 
helps  a patient  follow  a diet  enthusiastically,  too.  Chilled 
orange  and  apple  compote  is  inviting,  rich  in  cellulose 
and  pectin  which  absorbs  fluid  to  form  smooth  bulk.  Beets 
and  carrots  are  also  good  pectin  sources.  Cranberries  in 
oatmeal  muffins  offer  cellulose  plus  Vitamin  B complex. 

And  liquids  are  vital,  of  course  — 8 to  10  glasses  a day. 


A g/ass  of  beer  can  add 
zest  to  a patient  's  diet. 

8*02.  glass  supplies  about  M immiBuffl 
Niacin  requirements  and  smaller  amounts 
of  other  B Complei  Vitamins. 
(Average  of  American  Beers) 


Diet  patients  find  an  incentive  in  appetizing  "bulk"  foods  like  these. 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  anti  II  other  diet  menus,  write  us  at  536  Fifth  Avenue,  N.Y.  17,  N.V. 
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without  steroids 
this  artliritic  miner 
miglit  still  be  spoon-fed 

On  MeticORTEN,  he  has  worked  steadily 
for  six  years  with  no  serious  side  effects 


J.  G.’s  rheumatoid  arthritis  started  in  1949  with 
severe  and  unremitting  pain  in  his  shoulders. 
Later,  his  wrists,  elbows,  feet  and  hands  became 
involved  with  swelling  and  loss  of  function.  By 
1951,  when  he  was  45,  the  patient  was  helpless 
and  had  to  be  fed  and  dressed  by  his  wife.  He 
was  frequently  hospitalized  during  the  next  three 
years.  Hydrocortisone  failed  to  make  any  change 
in  his  condition. 


On  April  2,  1955,  the 
patient  was  placed  on 
Meticorten  and  im- 
proved promptly.  Two 
weeks  later  he  stated,  “I 
feel  very  well  now.”  He 
was  able  to  go  back  to 
work  as  a mine  electri- 
cian that  year  and  had  no  difficulty  driving  a car. 


For  the  past  six  years,  he 
has  been  maintained  on 
Meticorten  5 mg.  two 
or  three  times  a day. 
There  have  been  no  side 
effects.  The  patient  has 
not  lost  any  work  time, 
nor  has  he  had  to  limit 
his  activities  in  any  way. 


Case  history  courtesy  of  Joel  Goldman,  M.D.,  Johnstown,  Pa. 
These  photographs  of  Dr.  Goldman’s  patient  were  taken  on 
November  10,  1960. 

Meticorten,®  brand  of  prednisone. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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■ See 

both  blood  picture 

and  patient  respond  to 

TRINSICON® 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable  of 
producing  in  ten  days  an  Hb  and  RBC  re- 
sponse comparable  to  that  obtained  after  a 
transfusion  of  one  pint  of  whole  blood.  For 
potent,  complete  anemia  therapy,  prescribe 
Trinsicon  . . .just  2 a day  for  all  treatable  anemias. 

Two  Pulvules  Trinsicon  (daily  dose)  provide: 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor)  ....  300  mg. 

Vitamin  Bn  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral) 

Colralamin  Concentrate,  N.F.,  equivalent 

to  Cobalamin 15  meg. 

( The  above  tlircc  ingredients  arc  clinically  eciuiva- 
Icnt  to  1 14  N.F.  units  of  AFA  potency.) 

Ferrous  Sulfate,  .Anhydrous 600  mg. 

(Rqual  to  over  1 Gin.  Ferrous  Sulfate,  U.S.P.) 

A.scorhic  Acid  (X'itamin  C) 150  mg. 

Folic  ;\cid 2 mg. 
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Roeiitijeii  Diagnosis  of 
Abdominal  Masses  in  Children 

• Although  it  is  not  always  possible  to  make  an  exact  diagnosis,  if 
one  is  alert  for  positive  findings  it  will  be  found  that  quite  often  the 
mass  may  be  rather  accurately  localized,  and  in  many  cases  a rather 
exact  diagnosis  may  be  obtained. 


CONSIDERABLE  information  may  be 
obtained  concerning  abdominal  tumors 
with  ordinary  roentgen  methods  common- 
ly used  in  hospitals  and  private  offices. 
These  studies  include  plain  films  of  the 
abdomen  in  AP  and  lateral  views,  intra- 
venous urography  (occasionally  retro- 
grade), and  barium  studies  of  the  upper 
and  lower  gastrointestinal  tract.  At  times 
specialized  procedures  such  as  retroperi- 
toneal gas  injection  or  aortography  may 
be  of  further  assistance. 

The  general  approach  is  first  topo- 
graphic, with  further  analysis  to  see  if 
any  specific  sort  of  changes  might  be 
present  which  would  allow  a relatively 
specific  diagnosis.  Thus,  we  should  first 
localize  the  tumor  in  the  general  region 
of  the  abdomen,  then  determine  whether 
it  is  intraperitoneal  or  extraperitoneal, 
and  finally  attempt  to  find  more  specific 
diagnostic  findings  in  the  local  mass. 


From  the  Department  of  Radiology,  Tulane 
University  and  the  Department  of  Diagnostic 
Radiology,  Charity  Hospital,  New  Orleans,  Lou- 
isiana. 


CHARLES  M.  NICE,  JR.,  M.  D.,  Ph.D. 

New  Orleans 

A few  anatomic  details  are  worth  re- 
viewing first.  The  liver,  gall  bladder,  first 
portion  of  the  common  duct,  spleen,  stom- 
ach, jejunum,  and  ilium,  and  the  trans- 
verse sigmoid  portions  of  the  colon  are 
considered  intraperitoneal  structures.  The 
second  and  third  portions  of  the  duode- 
num, the  distal  portion  of  the  common 
duct,  the  posterior  wall  of  the  ascending 
and  descending  portions  of  the  colon,  kid- 
neys, ureters,  and  most  of  the  uterus  and 
bladder  are  essentially  extraperitoneal  in 
location.  The  duodenojejunal  juncture 
(ligament  of  Treitz)  may  be  displaced  me- 
dially, laterally,  upward,  or  downward  by 
an  intraperitoneal  mass  but  if  it  is  dis- 
placed anteriorly  it  usually  indicates  that 
the  mass  is  retroperitoneal  (Figures  1,  2). 
Similarly  if  the  ascending  or  descendin.g 
portions  of  the  colon  are  displaced  an- 
teriorly this  usually  means  that  the  mass 
is  retroperitoneal.  (Figures  3,  4).  An  in- 
traperitoneal mass  may  cause  partial  ob- 
struction of  a ureter  but  complete  suppres- 
sion of  excretion  on  the  intravenous  uro- 
gram usually  indicates  that  there  is  retro- 
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Figure  1.  (A)  Widening  of  the  duodenal  loop  by  a mass  located  in  the  head  of  the  pancreas.  The 
impression  of  the  mass  on  the  duoddhtim  ahd  antrum  of  the  stomach  is  clearly  seen.  (B)  Anterior  dis- 
placement of  the  second  portion  of  thd  duodenum  is  demonstrated  (arrows).  The  mass  was  a leiomyo- 
sarcoma of  the  pancreas.  (Courtesy  of  Charles  C Thomas,  Publisher) 


Figure  2.  (A)  Downward  displacement  only,  of  the  duodenojejunal  juncture  (arrow)  by  a large 
mass  within  the  left  lobe  of  the  liver.  The  mass  was  a primary  hepatoma  of  the  left  lobe  of  the  liver. 
In  lateral  view,  in  the  same  case,  the  duodenojejunal  flexure  was  not  displaced  anteriorly.  (B)  An- 
terior displacement  of  the  duodenojejunal  flexure  (arrow)  by  a retroperitoneal  mass.  The  tumor  was 
a neuroblastoma  arising  from  extra-adrenal  chromaffin  tissue.  (Courtesy  of  Charles  C Thomas,  Pub- 
lisher) 


peritoneal  tumor,  either  primary  or  by 
secondary  extension  to  the  retroperitoneal 
tissues. 

Intraperiloneal  Tumors 

The  intra peritoneal  tumors  may  be  di- 


vided into  masses  in  the  reifion  of  the 
liver  and  spleen  and  other  intraperitoneal 
masses.  Enlarirement  of  the  spleen  occurs 
in  many  diseases,  usually  beinjr  a medical 
problem.  If  there  is  a localized  mass,. 
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Fipure  3.  (A)  The  transverse  colon  is  wrapped  around  a mass  (a  primary  hepatoma  of  the  liver) 
lying  within  the  peritoneal  cavity.  The  ascending  and  descending  colon  are  not  displaced  anteriorly. 
(B)  Anterior  displacement  of  the  ascending  colon  by  a retroperitoneal  cavernous  hemangioma.  (Cour- 
tesy of  Charles  C Thomas,  Publisher) 


Figure  4.  (A)  Anterior  displacement  of  the  rectosigmoid  by  a retropei’itoneal  fibrosarcoma.  (B)  Pos- 
terior displacement  of  the  rectosigmoid  by  a mesenteric  cyst.  This  type  of  displacement  indicates  that 
the  mass  is  suspended  within  the  peritoneal  cavity.  (Courtesy  of  Charles  C Thomas,  Publisher) 
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which  causes  a local  indentation  into  the 
stomach  or  which  displaces  the  kidney  in 
an  unusual  manner,  this  may  be  a cyst  or 
tumor  of  the  spleen.  Usually  when  the 
spleen  enlarges  it  will  slide  down  over 
the  anterior  surface  of  the  kidney  so  that 
the  outline  of  the  kidney  is  seen  through 
the  mass  of  the  enlarged  spleen. 

In  a similar  manner  the  liver  usually 
enlarges  anteriorly  to  the  right  kidney 
but  occasionally  may  depress  it  downward 
slightly.  The  liver  may  be  enlarged  in 
many  systemic  diseases.  Specific  tumors 
may  cause  enlargement  of  the  right  or  left 
lobe  of  the  liver  or  both  lobes  which  would 
then  simulate  a general  hepatic  enlarge- 
ment. 

Hepatomas  and  hemangiomas  may  oc- 
cur in  the  liver  in  childhood  and  both  of 
these  tumors  may  show  calcification.  Sim- 
ilar tumors  occur  in  adults.  Multiple  cysts 
of  the  liver  usually  simulate  general  hepat- 
ic enlargement.  Large  solitary  cysts  may 
present  with  a very  sharply  demarcated 
border  and  may  often  be  suspected  on 
routine  radiologic  examinations  described 
above.  Occasionally  a sarcoma  of  the  liver 
is  seen  which  usually  causes  a massive  en- 
largement with  considerable  upward  dis- 
placement of  the  diaphragm  and  with  con- 
siderable displacement  of  the  abdominal 
structures. 

Choledochal  cysts  represent  cystic  dila- 
tation of  the  common  bile  duct  and  are 
most  commonly  found  in  children.  The 
cyst  may  occur  rather  high  in  the  com- 
mon duct  and  cause  an  impression  on  the 
lateral  and  posterior  margin  of  the  duo- 
denal loop.  Other  cysts  occur  in  the  distal 
portion  medial  to  the  duodenal  loop  and 
cause’enlargement  similar  to  a mass  in  the 
head  of  the  pancreas. 

Other  intraperitoneal  masses  that  might 
be  encountered  include  messenteric  and 
omental  cysts,  alimentary  duplication 
cysts,  ovarian  tumors,  lymphangioma  of 
the  mesentery,  meconium  ileus  cysts,  and 
masses  which  have  to  be  differentiated 
from  tumors,  including  intussusception, 
appendiceal  abscess,  and  subphrenic  ab- 
scess. Omental  cysts  may  be  recognized 
because  of  the  anterior  location  in  the 


abdomen.  A mesenteric  cyst  may  be  iden- 
tified as  intraperitoneal  masses  with  rath- 
er sharply  demarcated  borders  but  other- 
wise no  specific  findings.  Occasionally 
some  calcification  may  be  shown.  A me- 
senteric cyst  may  arise  in  the  anomalous 
mesocolon  of  the  ascending  colon  and 
thereby  displace  the  ascending  colon  an- 
teriorly. A cyst  in  the  middle  portion  of 
the  omphalomesenteric  or  vitelline  duct 
results  in  a formation  of  a subumbilical 
cystic  mass. 

Alimentary  duplication  cysts  share  one 
wall  with  segment  of  the  alimentary  tract 
and  therefore  may  easily  cause  partial  in- 
testinal obstruction,  the  cyst  itself  show- 
ing a sharply  outlined  wall.  Lymphangio- 
ma of  the  mesentery  may  show  extensive 
infiltration  between  the  bowel  loops  with 
no  unusual  distention  of  loops  and  may 
be  accompanied  by  peripheral  lymphangio- 
mas. 

The  terminal  distended  loop  of  a bowel 
obstruction  in  meconium  ileus  may  assume 
a cystic  appearance  and  in  some  cases  may 
show  calcification  in  the  wall.  Ovarian 
tumors  in  children  and  adults  show  an 
intraperitoneal  mass  on  one  side  of  the 
pelvis,  with  a calcification,  fat,  or  both  as 
additional  features. 

Intussusception  usually  shows  evidence 
of  a soft  tissue  mass  and  partial  obstruc- 
tion. Contrast  enema  shows  the  “coiled 
spring”  effect  in  many  cases.  An  abscess 
in  the  abdomen  shows  evidence  of  a mass 
with  gas  bubbles  or  air  fluid  levels.  Par- 
tial obstruction  may  occur. 

Extraperitoneal  Masses 

A division  is  made  between  masses  oc- 
curring in  the  renal  and  adrenal  region 
and  other  extraperitoneal  masses.  Usually 
the  former  are  quite  readily  recognized. 
Renal  enlargements  include  hydronephro- 
sis, Wilms’s  tumor  in  children,  carcinoma 
in  adults,  renal  cysts,  bilateral  polycystic 
disease,  unilateral  multicystic  kidney, 
anomalies  of  renal  fusion,  large  solitary 
renal  cysts,  and  renal  abscess.  The  plain 
films  and  urographic  studies  will  usually 
determine  whether  the  mass  is  due  to  a 
disease  process  intrinsic  to  the  kidney. 
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Masses  in  the  adrenal  usually  displace  the 
kidney  downward  and  cause  some  angula- 
tion at  the  ureteral  pelvic  juncture.  Adre- 
nal tumors  include  neuroblastoma,  adrenal 
cortical  tumors  (adenoma  and  carcinoma), 
pheochromocytoma  and  ganglioneuroma. 

Other  extraperitoneal  tumors  fall  large- 
ly into  three  groups:  those  arising  in 

other  organs  usually  in  the  extraperitoneal 
space  (pancreas,  uterus,  prostate),  pri- 
mary unattached  tumors,  and  primary  or 
metastatic  tumors  involving  the  retroperi- 
toneal lymph  nodes. 

Primary  unattached  tumors  include  ret- 
roperitoneal teratoma  which  often  shows 
some  calcification  and  usually  may  dem- 
onstrate bones  that  appear  almost  like  a 
fetus  (fetus  in  fetu),  ectopic  neuroblasto- 
ma and  ganglioneuroma  may  appear  in 
the  parts  of  the  chromaffin  system  out- 
side the  adrenals  throughout  most  of  the 
centi'al  abdomen  and  even  in  the  medias- 
tinum. Retroperitoneal  hemangioma  and 
lymphangioma  also  appear  in  this  group. 

Cysts,  pseudocysts,  carcinoma,  and  the 
rai'e  cystadenocarcinoma  of  the  pancreas 
may  enlarge  the  duodenal  loop,  appear  be- 
tween the  stomach  and  transverse  colon 
or  may  even  appear  as  a mass  pressing 
against  the  lesser  curvature  of  the  stom- 
ach. Hydrometrocolpos  in  infant  females 
and  hematometrocolpos  in  young  girls  at 
the  menarche  show  enlargement  of  the 
uterus  with  upward  displacement  of  the 
intraperitoneal  structures.  Occasionally  a 
prostatic  sarcoma  may  cause  a character- 
istic elevation  of  the  bladder  in  a cysto- 
gram. 

Enlargement  of  the  retroperitoneal 


lymph  nodes  occurs  in  lymphoma  or  may 
be  due  to  metastases  from  primary  tumors 
in  the  testis,  ovary,  or  other  intraperito- 
neal organs.  Extraperitoneal  abscesses 
may  occur  in  the  retroperitoneal  space  in 
the  abdomen  or  pelvis  or  may  appear  as 
infected  urachal  cysts  in  the  anterior  ab- 
domen or  immediately  below  the  umbili- 
cus. Abscesses  or  hematomas  may  cause 
enlargement  of  the  psoas  muscle.  Menin- 
goceles may  protrude  internally  into  the 
abdomen  or  pelvis,  as  well  as  into  the 
thorax.  A retroperitoneal  mass  associated 
with  the  defect  of  the  lumbar  or  sacral 
portion  of  the  spine  is  characteristic. 

It  is  not  to  be  maintained  that  all  ab- 
dominal masses  may  be  separated  and 
classified  in  the  above  categories  and  that 
an  exact  diagnosis  may  be  made  in  all 
cases  with  simple  roentgenographic  stud- 
ies. However,  if  one  is  alert  for  positive 
findings  it  will  be  found  that  quite  often 
the  mass  may  be  rather  accurately  local- 
ized and  in  many  cases  a rather  exact 
diagnosis  may  be  obtained. 
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Aclrenocortoids  in  the  Treatment  of 
Pulmonary  Tiihercnlosis^ 


• The  author  discusses  the  effect  of  the  administration  of  adrenocor- 
toids  in  conjunction  with  antituberculosis  drugs  in  the  treatment  of  31 
patients. 


qOME  ten  years  ago  there  was  a great 
growth  of  interest  in  the  action  of  the 
aclrenocortoids  and  the  adrenocorticotro- 
phic  hormones.  Many  spectacular  results 
have  been  obtained  in  a large  number  of 
diseases  following  the  administration  of 
these  hormones.  However,  it  was  found 
that  these  hormones  had  little  or  no  effect 
on  some  diseases  or  that  the  initial  im- 
provement was  so  transitory  that  the 
course  of  the  illness  was  not  greatly  af- 
fected. Furthermore,  it  was  noted  that 
ACTH  or  the  adrenocortoids  have  a pro- 
found detrimental  effect  on  many  dis- 
eases 1 including  tuberculosis,  active  or 
apparently  inactive.  All  of  us  have  seen 
the  reactivation  of  unrecognized  or  ap- 
parently inactive  tuberculosis  while  the 
patient  was  treated  for  another  disease 
such  as  rheumatoid  arthritis,  lupus  erythe- 
matosus or  bronchial  asthma  with  ACTH 
or  one  of  the  adrenocortoids.-  Experi- 
ments showed  that  cortisone  and  ACTH 
have  a deleterious  effect  on  animals  in- 
fected by  Mycobacterium  tuberculosis:'^-'’ 
The.se  unpleasant  results  gave  rise  to 
a .series  of  studies  which  prompted  the 
American  Trudeau  Society,  in  1952,  to 
warn  against  the  use  of  these  hormones 
in  or  for  the  treatment  of  tuberculosis.® 
It  should  be  noted  that  the.se  subjects 
were  not  properly,  and  in  most  cases,  not 
at  all  covered  by  antituberculous  therapy. 
Five  years  later  the  same  Society  advised 
that  “There  is  no  rule  which  can  be  sub- 
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stituted  for  informed  clinical  judgment 
and  the  careful  assessment  of  the  possible 
benefits  against  the  possible  complica- 
tions of  the  therapy  in  each  specific  clini- 
cal situation.”  ' A recent  textbook  states 
that  “These  hormones  (ACTH  and  corti- 
costeroids) should  not  be  used  in  the  pres- 
ence of  active  or  inactive  tuberculosis,  re- 
cent or  chronic  gastrointestinal  ulcers,  ac- 
tive syphilis,  renal  insufficiency,  or,  per- 
haps, severe  congestive  failure  if  the  fail- 
ure is  not  the  result  of  pulmonary  dis- 
ease.” (Italics  mine) 

Because  there  are  many  diseases,  some 
of  them  fatal,  that  can  be  alleviated  by 
the  administration  of  the  adrenocortoids, 
studies  were  undertaken  to  determine  if 
ACTH  or  cortisone  could  be  given  under 
the  protection  of  antituberculous  drugs. 
These  studies  demonstrated  that  the  harm- 
ful effects  of  these  hormones  in  tubercu- 
lous animals,  including  man,  can  be  pre- 
vented by  the  simultaneous  administra- 
tion of  anti-microbial  drugs  in  proper 
doses  and  combinations  if  the  bacilli  are 
.sensitive  to  these  drugs.'-*-  *'*  Of  course,  if 
the  bacteria  are  already  resistant  to  the 
antituberculous  drugs  in  question,  there 
is  no  protection. 

Glucocortoids  have,  in  addition  to  their 
other  properties,  an  anti-inflammatory 
and  anti-allergic  effect  and  deposition  of 
fibrous  tissue  is  impeded.  Because  tuber- 
culosis involves  these  reactions  it  would 
seem  that  the  course  of  the  disea.se  could 
be  altered  by  the  administration  of  ACTH 
or  one  of  the  glucocortoids. 

Many  studies  on  this  problem  have  been 
published  from  the  United  States  and 
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foreign  countries  with  various  degrees  of 
enthusiasm. 

Treatment 

To  clarify  the  indications  for  treatment 
with  corticosteroids,  in  addition  specific 
anti-tuberculosis  drugs,  thirty-one  pa- 
tients were  studied.  All  were  given  com- 
binations of  two  or  three  of  the  follow- 
ing drugs  if  the  bacteria  in  que.stion  were 
sensitive  to  these  antibacterial  agents; 
isoniazid,  300-400  mg.  daily,  sodium  or 
potassium  para  aminosalicylate,  15  gm. 
daily,  streptomycin,  one  gram  daily  or 
three  times  a week.  In  the  presence  of 
bacterial  resistance  as  manifested  by  lab- 
oratory findings,  failure  to  improve  on 
treatment  or  deterioration  in  the  cour.se 
of  the  disease,  pyrazinamide,  cycloserine, 
terramycin,  kanamycin  or  viomycin  were 
substituted  or  added  to  the  basic  regime 
above  with  due  regard  to  the  possible 
toxic  effects.  Surgical  procedures  wei'c 
employed  as  indicated.  Concomitant  dis- 
eases were  treated  by  the  usual  methods. 

Complications 

In  no  case  was  the  tuberculosis  made 
worse  by  adrenocortoid  administration 
either  in  the  course  of  the  steroid  treat- 
ment or  after  its  discontinuance.  No  un- 
recognized disease  was  aggi'avated  nor 
was  any  latent  disease  activated. 

Administration  of  hydrocortisone  to  a 
52  year  old  white  male  who  had  active 
pulmonary  tuberculosis,  active  laryngeal 
histoplasmosis,  dry  gangrene  of  his  right 
toe,  an  old  myocardial  infarct  and  dia- 
betes mellitus  caused  his  insulin  require- 
ment to  be  slightly  elevated.  On  admis- 
sion an  x-ray  of  his  chest  revealed  a 3 
cm.  cavity  in  the  right  upper  lobe  with 
pericavitary  exudative  disease.  (Fig.  la) 
His  diabetes  was  controlled  by  increasing 
his  insulin  dosage  to  55  u.  NPH  and  10  u. 
regular  insulin.  The  gangrene  was  treat- 
ed satisfactorily  by  conservative  methods. 
Antituberculous  therapy  resulted  in  the 
disappearance  of  Mycobacteria  tuberculo- 
sis from  his  sputa  after  five  and  a half 
months.  The  reaction  around  the  cavity 
was  less  and  though  the  cavity  was  still 


present  at  that  date,  it  was  smaller.  (Fig. 
lb) 

At  the  beginning  of  his  fifth  month  of 
hospitalization  a lesion  of  the  right  vocal 
cord  was  found,  which  proved,  by  exami- 
nation of  the  biopsy  specimen,  to  be  caused 
by  infection  by  Histoplasma  capsulatum. 

Amphotericin  B,  5 mg.,  intravenously, 
was  started  in  1000  cc.  of  5%  dextrose 
with  25  mg.  of  diphenhydramine  hydro- 
chloride (Benadryl®).  The  reaction  of 
chills  and  fever  was  so  .severe  that  the 
patient  refused  further  similar  treatment. 
Twenty-five  mg.  of  hydrocorti.sone  was 
added  to  the  daily  infusion  which  dimin- 
ished the  side  effects  enough  to  make  the 
patient  continue  treatment.  The  dosage 
of  Amphotericin  B was  increased  .so  that 
the  daily  do.se  reached  45  mg.  in  ten  days. 
This  medication  was  continued  for  fifty- 
four  days.  After  the  fifth  day  of  Ampho- 
tericin B treatment  no  fever  was  ob.served 
but  slight  chills  were  occasionally  .seen 
while  the  infusion  was  being  given. 

The  laryngeal  lesion  reverted  to  a nor- 
mal appearance  and  the  cavity  di.sap- 
peared,  being  represented  by  a linear  scar 
on  the  x-ray.  (Fig.  Ic) 

His  insulin  requirement  rose  gradually 
to  75  units  (50  u.  NPH  and  25  u.  regular) 
during  these  fifty-four  days. 

The  patient  was  dismissed  after  nine 
months  of  hospitalization. 

Response  to  Treatment 

This  group  of  patients  was  divided  into 
two  categories,  namely,  acute  and  chronic. 
In  the  acute  cases  the  onset  was  noted 
later  than  four  months  before  admission 
and  was  characterized  by  “flu-like”  syn- 
drome, pneumonia,  or  a severe  cold  which 
did  not  respond  to  ordinary  measures. 
They  were  apparently  in  good  health  be- 
fore the  onset  of  the  present  illness. 

Acute 

Oral  prednisone  was  used  in  every  case 
with  the  exception  of  one  case  who  was 
given  prednisolone.  The  dosage  varied 
from  60  mg.  daily,  reduced  to  10  mg.  over 
a period  of  fifteen  days,  to  15  mg.  daily, 
reduced  to  5 mg.  over  a period  of  three 
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days,  from  patient  to  patient  and  it  was 
continued  from  three  to  six  weeks.  The 
size  of  the  dose  within  these  limits  made 
no  appreciable  difference. 

Clinical  Course 

In  every  case  when  the  prednisone  was 
started  the  patient  noted  a prompt  marked 
feeling  of  well-being  and  the  anorexia  was 
replaced  by  a normal  appetite  in  one  or 
two  days.  This  gain  in  appetite  resulted 
in  a gain  of  two  to  ten  pounds  in  the  first 
month  which  was  retained  or  continued 
more  slowly  after  the  discontinuance  of 
the  steroid  treatment. 

The  temperature,  which  reached  104° 
to  105°  in  several  cases,  dropped  to  normal 
range  in  less  than  two  weeks.  Shortness 
of  breath,  when  it  was  present,  was  re- 
lieved greatly.  The  patient’s  clinical  ap- 
pearance improved  profoundly. 

The  cough  and  expectoration  dimin- 
ished so  that  the  patient  did  not  complain 
of  this  symptom  after  the  second  week 
and  in  most  cases  in  two  months  the 
morning  sputum  was  the  only  specimen 
available  for  examination,  but  on  the  aver- 
age the  conversion  of  the  sputum  from 
positive  for  Mycobacteria  tuberculosis  to 
negative  under  this  treatment  was  less 
rapid  than  under  antimicrobial  treatment 
alone. 

An  illustrative  case  is  presented. 

Case  Histories 

A nineteen-year-oI(i  colored  girl  was  in  good 
health  fixe  weeks  prior  to  admission  to  the  hospi- 
tal. At  that  time  she  developed  a cough  produc- 


tive of  yellow  sputum.  Because  her  symptoms 
became  worse  including  loss  of  weight,  malaise, 
night  sweats  and  fever,  under  medical  care,  she 
entered  this  hospital. 

The  admission  examination  revealed  an  acutely 
ill,  weak,  hoarse,  thin  93  lb.  colored  female  whose 
temperature  was  105  °F.  She  coughed  frequently, 
raising  yellow  sputum.  She  complained  of  slight 
dyspnea. 

A roentgenogram  revealed  far  advanced  bi- 
lateral pulmonary  tuberculosis.  (Fig.  2a)  Isonia- 
zid  and  sodium  para  aminosalicylate  were  ad- 
ministered daily,  with  the  addition  of  penicillin. 
On  the  second  day  streptomycin  was  added.  Little 
effect  was  seen.  On  the  third  day  prednisone 
was  started,  5 mg.  three  times  a day,  which  was 
reduced  to  5 mg.  twice  daily  after  five  days.  Her 
toxic  symptoms  disappeared,  her  appetite  re- 
turned, her  cough  diminished  and  her  temperature 
dropped  so  that  it  was  98.6°  F after  one  week  of 
steroid  treatment  and  remained  within  normal 
limits.  Mycobacteria  tuberculosis  were  not  found 
in  the  sputum  after  the  twenty-sixth  day  of  hos- 
pitalization. 

An  x-ray  revealed  that  the  exudative  compon- 
ents of  the  disease  were  greatly  improved  after 
thirty  days  of  treatment,  but  the  cavernous  and 
fibrous  elements  remained.  (Fig.  2b)  Prednisone 
was  discontinued  and  the  patient  continued  to 
improve  radiographically  but  the  cavernous  lesion 
(Fig.  2c)  remained  after  seven  months  of  hospi- 
talization. She  has  so  far  refused  surgery. 

In  another  acute  case  (Fig.  4a)  a white  male, 
twenty  years  of  age  was  treated  with  isoniazid, 
streptomycin  and  sodium  para  aminosalicylate 
for  six  weeks  which  resulted  in  diminution  of  the 
cough,  a gain  of  eight  pounds,  and  partial  x-ray 
clearing  of  the  exudative  component  of  the  dis- 
ease. However  the  sputum  remained  positive  for 
Mycobacteria  tuberculosis  and  the  cavity  was  still 
present.  (Fig.  4b)  Prednisolone  was  administered 
in  a dosage  of  15  mg.  each  six  hours  for  three 
days,  10  mg.  each  si.x  hours  for  three  days,  5 mg. 
each  six  hours  for  three  days,  and  finally  5 mg. 
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Figures  2a,  2b,  2c 


twice  a day  for  twelve  days,  a total  of  twenty- 
one  days.  On  the  last  two  days  ACTH  was  given 
10  units  twice  a day  which  was  reduced  to  5 units 
daily  for  five  days.  The  cavity  closed  (Fig.  4c) 
and  the  sputum  converted  on  the  ninetieth  day  of 


hospitalization.  He  was  dismissed  as  active  im- 
proved on  chemotherapy  (INH  & PAS)  and  his 
disease  is  inactive  at  the  present. 

The  total  series  of  acute  cases  is  sum- 
marized in  Table  1. 


TABLE  1 

ACUTE  WITH  ADRENOCORTOIDS 


Case 

Stage  of  Disease 

Temp.  F.  on 
Admission 

Duration  of  Fever 
after  Steroid  Rx 
was  begun  (Days) 

Gain  of  Weight 
(Lbs.)  in  1 Mo. 

Duration  (Days) 
of  Positive  Sputum' 

Anti-Tuberculous 
' Drugs 

Hospital  Days 

Duration  of  Steroid 
Treatment  (Days) 

Results 

1 WF 

MA 

100 

4 

2 

48 

INH,  PAS 
SM 

150 

28 

Good 

2 CM 

FA 

101.2 

4 

2 

90 

INH,  PAS 
SM 

400-(- 

15 

Fair 

3 CF 

FA 

105 

8 

3 

28 

INH,  PAS 
SM 

309 

30 

Fair 

4 CF 

FA 

102 

2 

1 

25 

INH,  PAS 
SM 

240 

28 

Fairi 

5 CF 

FA 

103 

9 

2 

80 

INH,  PAS 
SM 

270-1- 

115 

Fair 

6 CF 

FA 

104 

14 

2 

93 

INH,  PAS 
SM,  PZA 

300-1- 

12 

Fair 

7 CM 

MA 

98.6 

0 

4 

1002 

INH,  PAS 

585 

28 

Good 

8 WM 

FA 

102 

1 

5 

120 

INH,  PAS 

210-1- 

33 

Fair 

9 CF 

FA 

101 

3 

1 

100 

INH,  PAS 
SM 

425 

21 

Fair 

10  CF 

FA 

102.8 

6 

6 

48 

INH,  PAS 

133-f 

48 

Fair 

11  CM 

FA 

101 

4 

15 

19 

INH,  PAS 

166-f 

62 

Good 

12  CM 

FA 

101 

3 

23 

125-b 

INH,  PAS 
SM 

125 -f 

35 

Fair 

13  CF 

FA 

105 

21 

5% 

42 

INH,  PAS 
SM 

166-1- 

39 

Fair 

Sickle  cell 
anemia) 

* Right  upper  & middle  lobectomy. 

® X-ray  did  not  improve  and  sputum  was  still  positive  so  prednisone  was  started  on  the  76th  day. 

INH — Isoniazid 

PAS — Para-aminosalicylic  acid  (Sodium  or  potassium  salt) 

SM — Streptomycin 
VM — Viomycin 
PZA. — Pyrazinamide 
CS — Cycloserine 
K — Kanamycin 

Fair — resolution  of  the  exudative  compound  of  the  lesion  on  x-ray,  with  or  without  partial  replacement  by  fibrous 
tissue  and  contraction  of  productive  disease.  Symptoms  improved  or  absent.  Residual  cavities  present. 

Good — as  above,  but  cavities  closed. 
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Figures  4a,  4b,  4c 


The  patients  with  acute  disease  certain- 
ly looked  better  and  felt  better  under  the 
influence  of  the  adrenocortoids,  and  the 
exudative  component  of  the  disease  by  x- 
ray  diminished  fairly  rapidly.  These  re- 
sults warranted  a comparison  with  simi- 
lar patients  who  did  not  receive  adreno- 
corticoids  but  whose  treatment  was  other- 
wise the  same.  They  looked  sick  and  felt 
sick  longer  than  the  patients  who  were 


given  adrenocortoids  and  the  duration  of 
the  fever  was  much  longer  (see  Table  2). 
However,  the  fever  did  not  make  the  pa- 
tient uncomfortable  after  the  first  week, 
rarely  exceeding  100°F.  The  appetite 
gradually  improved  so  that  after  one 
month  their  average  gain  of  weight  was 
not  dissimilar  to  the  prednisone-treated 
patients. 

The  x-ray  appearance  improved,  but 


TABLE  2 

ACUTE  WITHOUT  ADRENOCORTOIDS 


Case 

Stage  of  Disease 

Temp.  F.  on  Start 
of  Anti-TB  Treatment 

Duration  of  Fever 
after  Treatment 
was  begun 

Gain  of  Weight 
(lbs.)  in  1 AAo. 

Duration  (in  Days) 
of  Positive  Sputum 

Anti-Tuberculous 

Drugs 

Hospital  Days 

Results 

1 WF 

MA 

100 

2 

1 

9 

INK,  PAS 
SM 

150 

Good 

2 CF 

FA 

101.8 

27 

31/2 

90 

INK,  PAS 

912-f 

Fair  1 

3 CF 

FA 

101 

19 

5 

57 

INH,  PAS 

365-t- 

Fair 

4 CF 

FA 

104 

27 

3 

20 

INK,  PAS 

120  + 

Fair 

6 WM 

FA 

98 

0 

9 

60 

INH,  PAS 

230 

Good 

6 CF 

FA 

102 

35 

0 

42 

INH,  PAS 
SM 

730 

Fair  2 

7 CF 

FA 

99.4 

28 

3 

11 

INH,  SM 

220 

Good 

8 WM 

FA 

102 

15 

2 

43 

INH,  PAS 

348 

Good 

9 CF 

FA 

103 

28 

3 

103 

INH,  PAS 
SM 

438 

Fair 

10  CM 

FA 

100 

60 

8 

18 

INH,  PAS 

425  + 

Fair 

11  WM 

MA 

99.4 

4 

9 

47 

INH,  PAS 

280 

Good 

12  WM 

MA 

99.0 

1 

4 

9 

INH,  PAS 

240 

Good 

13  CF 

FA 

101.4 

17 

5 

67 

INH,  PAS 
SM 

445 

Good 

14  WM 

MA 

102 

20 

18 

41 

INH,  PAS 
SM 

348 

Good 

* Kliflit  upper  lohcrtoiny 

* Ulght  upper  lobeelomy 
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slightly  slower  in  the  first  month  than 
the  patients  who  were  given  corticoster- 
oids, but  after  a few  months  the  x-rays 
of  the  untreated  (by  prednisone)  patients 
could  not  be  distinguished  from  the  treat- 
ed patients.  (Fig.  3a,  b,  c;  Fig.  5a,  b,  c; 
Fig.  6a,  b,  c;  Fig.  7a,  b,  c) 


Chronic 

This  group  of  patients  had  a diagnosis 
of  pulmonary  tuberculosis  in  excess  of 
four  months  prior  to  steroid  treatment  or 
had  a history  compatible  with  pulmonary 
tuberculosis  longer  than  four  months  prior 
to  admission  to  this  hospital.  Studies  of 


Figures  3a,  3b,  8c 


Figures  5a,  5b,  5c 


Figures  6a,  6b,  6c 


April,  1961— Vol.  113,  No.  4 


139 


ADRENOCORTOIDS— COULTER 


Figures  7a,  7b,  7c 


the  sensitivity  of  the  causative  organism 
to  streptomycin,  isoniazid,  and  PAS  were 
done,  and  no  patient  was  given  adreno- 
cortoids  without  the  protection  of  two  or 
more  effective  bacteriostatic  drugs  except 
in  the  case  of  one  patient  who  was  mori- 
bund at  admission  and  died  on  the  fifth 
day. 

In  the  majority  of  cases  the  adminis- 
tration of  adrenocortoids  caused  a feeling 
of  well-being  and  a gain  of  appetite.  In 
addition,  apparently  there  was  a marked 
gain  of  strength.  In  the  patient’s  words 
they  “felt  great”.  However,  this  apparent 
improvement  was  not  reflected  in  the  ra- 
diograms, sputum  conversion,  or  the  even- 
tual outcome.  There  was  no  visible  dimin- 
ution of  the  previously  laid  down  fibrous 
tissue.  On  the  other  hand,  no  evidence  of 
any  harmful  effect  was  seen  ascribable 
to  the  administration  of  these  drugs. 

In  the  case  who  was  moribund  (see 
above)  steroid  treatment  caused  a spec- 
tacular improvement  in  his  symptoms. 
This  patient  was  treated  in  another  hos- 
pital with  cortoids,  INH,  and  PAS  with 
frequent  desertions  and  re-admissions  for 
about  a year.  He  was  admitted  to  this 
hospital  semi-stuporous,  with  fine  and 
coarse  tremors.  His  temperature  was 
101. 5°F.  He  had  a productive  cough  and 
he  appeared  cachectic  and  acutely  ill.  His 
liver  was  enlarged  7 cms.  below  the  cos- 
tal border,  but  it  was  not  tender  or  hard. 
An  x-ray  revealed  far  advanced  pulmo- 
nary tuberculosis  with  tuberculous  pneu- 


monia. Isoniazid,  streptomycin,  and  PAS 
were  started,  but  his  fever  rose  to  103°F 
the  next  morning,  and  he  was  delirious. 
Cycloserine,  250  mg.,  twice  a day  and 
prednisone  15  gm.,  four  times  a day  were 
started.  The  next  day  he  was  rational, 
his  temperature  was  98 °F,  no  tremors 
were  seen,  and  his  appetite  was  normal. 
This  pleasing  course  continued  to  the  fifth 
day  when  his'L temperature  dropped  to 
95.4 °F  shortly  after  midnight,  rose  to 
101. 2°F  at  noon  and  dropped  to  97.6°F 
in  the  evening  when  he  died. 

The  total  series  of  chronic  cases  is  sum- 
marized in  Table  3. 

One  white  female  was  treated  for  endo- 
bronchial tuberculosis  with  streptomycin, 
isoniazid  and  PAS  which  converted  her 
sputum  in  twenty  days.  Her  wheezing, 
which  was  present  since  admission,  con- 
tinued, so  that  prednisolone  15  mg.,  each 
six  hours  for  four  days  was  added  to  her 
regime.  On  the  thirty-sixth  day  this  dos- 
age was  decreased  to  10  mg.,  each  six 
hours  for  three  days,  and  further  de- 
creased to  5 mg.,  each  six  hours  for  six 
weeks.  Her  wheezing  stopped  pex’manent- 
ly  on  the  eleventh  day  of  adrenocortoid 
ti*eatment.  She  was  discharged  after  nine- 
ty-eight days  of  treatment  on  isoniazid 
and  PAS. 

One  case  was  given  adrenocorticotropin 
in  the  course  of  the  treatment  of  myelo- 
genous leukemia.  Her  tuberculous  lesions 
were  regressing  on  antimicrobial  treat- 
ment at  the  time  of  her  death. 
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TABLE  3 
CHRONIC 


Case 

Stage  of  Disease 

Temp.  F.  on  Start 
of  Steroid  Rx 

Duration  of  Fever 
after  Steroid  Rx 
was  begun 

Gain  of  Weight  in 
1 Mo.  after  Steroid 
Rx  was  begun 

Duration  (in  Days) 
of  Positive  Sputum 
after  Steroid  Rx 
was  begun 

Anti-Tuberculous 

Drugs 

Hospital  Days 

Duration  of  Steroid 
Rx  (Days) 

lA 

“S 

l/i 

01 

QC 

1 WF 

FA 

99 

0 

3 

No  conv. 

INH,  PAS 

1850 

59 

No  change 

SM,  VM 

in  course 

PZA 

of  illness 

2 WM 

FA 

98.6 

0 

0 

685 

INH,  PAS 

1495 

50 

No  change 

SM,  VM 

3 CM 

FA 

98.4 

0 

1 

234 

INH,  PAS 

579 

130 

No  change 

SM,  CS 

PZA 

4 WF 

Min. 

98.6 

0 

2 

* 

INH,  PAS 

138 

130 

No  change 

5 WM 

FA 

98.6 

0 

—1 

21 

INH,  SM 

127 

80 

Fair 

(died)  t 

6 WM 

FA 

98.6 

0 

0 

t 

INH,  PAS 

556 

155 

No  change 

SM 

7 WM 

FA 

99.4 

4 

2 

44 

INH,  PAS 

473 

28 

Fair 

SM 

8 CF 

FA 

98.6 

0 

0 

419 

INH,  PAS 

1472 

24 

No  change 

SM,  PZA 

9 CM 

FA 

98.6 

0 

0 

No  conv. 

INH,  PAS 

352 

99 

No  change 

SM 

(died)t 

10  CM 

FA 

98.6 

0 

2 

No  conv. 

INH,  PAS 

1212 

103 

Fair 

SM,  CS,  K 

(deserted) 

11  CM 

FA 

98.4 

0 

0 

240 

INH,  PAS 

944 

16 

No  change 

SM 

12  CF 

FA 

101 

2 

0 

No  conv. 

SM,  PAS 

39 

5 

No  change 

(died) 

(died) 

13  WM 

FA 

98.4 

0 

0 

t 

INH,  PAS 

1470 

17 

No  change 

SM 

14  WM 

FA 

98.6 

0 

9 

No  conv. 

INH,  PAS 

865 

362 

No  change 

SM,  VM 

(died) 

Terramycin 

• One  positive  culture  before  admission 

t His  pulmonary  disease  was  improving  when  he  died  from  portal  cirrhosis 
i Conversion  of  sputum  before  steroid  Rx 
{ Died  from  pulmonary  emphysema 


Another  patient  who  had  Addison’s  dis- 
ease was  maintained  on  cortisone  and 
desoxycorticosterone  for  thirteen  months. 
The  fibrocavitary  pulmonary  disease  did 
not  improve  and  he  died.  However,  the 
signs  and  symptoms  of  Addison’s  disease 
were  remarkably  diminished  by  steroid 
treatment  and  there  was  no  evident  change 
in  the  course  of  the  gradual  deterioration 
of  his  pulmonary  status. 

Discussion 

There  was  no  change  in  the  course  of 
the  disease  which  could  be  reasonably  as- 
cribed to  the  administration  of  cortico- 


steroids except  a transitory  euphoria  when 
the  adrenocortoids  were  added  to  the 
treatment  of  the  chronic  cases  in  this 
series. 

Corticosteroids  were  not  given  in  the 
presence  of  a new  extension  or  spread  of 
old  disease.  Many  of  these  spreads  are 
based  on  physical  or  mechanical  factors 
which  would  not  be  changed  by  drug  treat- 
ment. More  to  the  point,  some  of  these 
regressions  are  caused  by  changes  of  sen- 
sitivity of  the  bacteria  to  the  antimocro- 
bial  agents  in  use.  In  such  a case  corti- 
costeroid treatment  would  be  contraindi- 
cated, until  the  bacteria  are  proven  to  be 
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sensitive  to  the  agents  in  use  or  contem- 
plated. 

The  prompt  striking  symptomatic  im- 
provement in  the  acute  cases  warrants 
more  attention.  In  this  series,  the  acute 
patients  who  received  prednisone  in  addi- 
tion to  antituberculous  drugs  did  less  well 
bacteriologically,  on  the  average,  than 
those  who  were  given  antituberculous 
drugs  alone.  It  is  obvious  that  a physician 
should  relieve  all  symptoms  of  any  dis- 
ease if  he  can,  and  if  the  treatment  is 
not  unduly  hazardous.  However,  there  are 
real  dangers  inherent  in  the  administra- 
tion of  corticosteroids  to  a patient  whose 
disease  is  acute.  In  the  first  place,  there 
is  no  guarantee  that  the  infecting  bacilli 
are  not  already  resistant  to  one  or  more 
of  the  antituberculous  drugs  which  we  are 
using  to  treat  a specific  case,  or  even  that 
the  bacteria  are  Mycobacteria  tuberculo- 
sis. As  you  all  know,  it  takes  time  to  cul- 
ture and  identify  Mycobacteria,  and  addi- 
tional time  to  do  sensitivity  studies.  If  the 
tubercle  bacilli  are  sensitive  to  the  anti- 
tuberculous drugs  there  is  further  danger 
in  that  corticosteroids  predispose  to  fun- 
gous infections  which  could  be  fatal  in  a 
debilitated  patient.-^-^^ 

Also,  if  there  is  superimposed  unrecog- 
nized nontuberculous  bacterial  infection 
present  while  the  natural  tissue  reaction 
to  infection  is  suppressed  by  a cortico- 
steroid, the  stage  is  set  for  a fulminating 
infection.  Prophylactic  broad-spectrum 
antibiotic  coverage  in  corticosteroid  treat- 
ment will  increase  the  risk,  not  lessen  it, 
in  both  cases. Furthermore,  the  adreno- 
corticoids  will  diminish  the  symptoms  of 
many  diseases  in  addition  to  their  effect 
on  the  symptoms  of  acute  pulmonary  tu- 
berculosis, and  for  that  reason  early  rec- 
ognition of  complicating  diseases  can  be 
impeded.  Of  course,  the  well-known  side 
effects  of  all  corticosteroids  including  neg- 
ative nitrogen  balance,  osteoporosis,  and 
the  activation  of  peptic  ulcer  should  be 
considered.  These  potentially  serious  or 
even  fatal  complications  far  overshadow 
the  temporary  symptomatic  improvement. 

On  the  other  hand  there  is  some  evi- 
dence that  the  mortality  in  apparently 


moribund  patients  is  diminished  by  the 
administration  of  glucocortoids  especially 
if  dyspnea  or  cyanosis  is  a prominent 
sj'mptom.i^'  This  was  not  apparent 
in  this  series,  but  a possibly  life-saving 
measure  such  as  the  administration  of 
corticosteroids  should  not  be  neglected  for 
fear  of  any  future  side  effects,  but  the 
course  of  the  steroid  treatment  should  be 
as  short  as  possible.  A live  patient  with 
iatrogenic  complications  is  much  better 
off  than  a dead  one. 

Other  diseases  can  be  safely  treated  by 
the  corticosteroids  in  patients  with  active 
or  inactive  tuberculosis  under  the  protec- 
tion of  antimicrobial  drugs  with  the  above 
mentioned  precautions  relative  to  bacteri- 
al resistance. 

In  persons  who  have  a disease  which 
should  be  treated  by  a glucocortoid,  and 
who  are  not  evidently  tuberculous,  every 
reasonable  diagnostic  measure  should  be 
employed,  including  chest  x-rays  and  tu- 
berculin skin  tests,  to  be  certain  that  a 
latent  infection  is  not  present.  The  skin 
tests  should  be  done  before  the  start  of 
the  corticosteroid  treatment,  not  as  an 
afterthought,  because  these  steroids  abol- 
ish or  materially  reduce  the  reaction  to 
the  tuberculin  test  in  some  cases.-'”-'  If 
there  is  evidence  of  latent  tuberculous  in- 
fection simultaneous  prophylactic  antitu- 
berculous medication  should  be  added  to 
the  steroid  regime. 

If  sarcoidosis  is  to  be  treated  by  cortico- 
steroids, prophylactic  isoniazid  should  be 
given  even  if  the  tuberculin  test  is  nega- 
tive and  the  diagnosis  of  sarcoidosis  is 
not  in  doubt.  A negative  tuberculin  test 
in  a patient  who  has  sarcoidosis  does  not 
rule  out  an  inapparent  tuberculous  infec- 
tion because  a deficit  in  the  immunologic 
processes  of  patients  with  sarcoidosis  is 
frequently  encountered. 

Summary 

A series  of  31  patients  was  treated  by 
daily  administration  of  corticosteroids 
combined  with  effective  antituberculous 
drugs.  In  no  case  was  the  tuberculosis 
made  worse  by  adrenocortoid  administra- 
tion either  in  the  course  of  the  steroid 
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treatment  or  after  its  discontinuance.  No 
unrecognized  disease  was  aggravated  nor 
was  any  latent  disease  activated.  In  the 
chronic  cases  there  was  no  change  in  the 
course  of  the  disease  which  could  be  rea- 
sonably ascribed  to  the  administration  of 
corticosteroids  except  a transitory  eupho- 
ria. In  the  acute  cases  there  was  a 
prompt,  striking  diminution  of  symptoms. 
The  improvement  in  the  serial  x-rays  was 
slightly  better  than  in  similar  patients 
who  were  not  given  predni.sone,  but  the 
duration  of  the  disease  was  not  appai’ently 
shortened.  On  the  average,  the  patients 
who  did  not  receive  adrenocortoids  con- 
verted their  sputum  faster  than  tho.se  who 
were  given  adrenocortoids.  It  should  be 
noted  that  all  patients  comprising  the 
acute  series  were  given  a combination  of 
antituberculous  drugs  which  included  iso- 
niazid. 

The  patients  who  were  treated  by  ACTII 
or  corticosteroids  for  a concomitant  dis- 
ease under  the  protection  of  antitubercu- 
lous drugs  were  not  harmed  by  the  ad- 
ministration of  these  hormones. 

The  possible  dangers,  complications, 
and  side  effects  of  corticosteroids  and  the 
advisability  of  adding  these  drugs  to  the 
routine  treatment  of  active  tuberculosis 
are  discussed. 
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Clinical  Significance  of  Salicylates 
In  Massive  Upper  Gastrointestinal  Bleeding 

• The  authors  state  the  equation:  Stress  plus  salicylates  equals  capil- 
lary engorgement  plus  increased  capillary  fragility  equals  hemorrhage. 


A PROFOUND  statement  was  made  by 
Snapper,  an  internist  of  wide  experi- 
ence, in  commenting  on  a paper  entitled, 
“Clinical  Aspects  of  Erosive  Gastritis,”  in 
which  he  said:  “One  hears  too  much 

about  hemorrhage  after  excessive  use  of 
salicylic  acid.  The  popular  story  is  that 
sodium  salicylate  causes  the  prothrombin 
to  disappear  and  the  prothrombin  time  to 
increase.  Just  like  Dr.  Jankelson,  I have 
never  seen  a gastric  hemorrhage  due  to 
salicylate  medication,  nor  did  I ever  see 
other  manifestations  of  hemorrhagic  ten- 
dency due  to  salicylates.”  ^ 

Opinions  in  Literature 

Snapper’s  opinion  is  in  agreement  with 
Cushny  ^ who  stated  that  aspirin  (acetyl- 
salicylic  acid)  passes  through  the  stomach 
unchanged  and  is  free  from  the  gastric 
effect  of  salicylic  acid.  However,  the  ex- 
periences of  others  leaves  an  entirely  dif- 
ferent impression. 

Sollman  ^ wrote  that  in  fact  it  (aspirin) 
produces  gastric  irritation.  Winkelstein  ‘ 
was  more  emphatic  with  the  statement 
that  this  drug  may  inflame  the  stomach. 
Sajous  and  Hundley,®  in  commenting  on 
their  observations  of  salicylate  adminis- 
tration during  the  flu  epidemic  of  1918-19, 
were  most  impressed  by  the  number  suf- 
fering with  gastric  disturbances  and  the 
frequency  of  gastrointestinal  hemorrhage. 

This  controversy  is  obviously  not  new, 
nor  is  it  settled.  It  was  Douthwaite,®  in 
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1938,  and  Hurst,'  in  1939,  who  first  fo- 
cussed attention  on  the  general  subject  of 
salicylates  and  their  relationship  to  gas- 
trointestinal hemorrhage.  However,  it  did 
not  become  a major  source  of  interest  un- 
til 1955,  when  Muir  and  Cossar  ® reported 
one  third  of  166  patients  studied  had 
taken  salicylates  within  six  hours  of  bleed- 
ing. Brown  and  Mitchell  ® in  1956,  found 
19  of  46  patients,  or  41  per  cent,  had  taken 
salicylates  within  twenty-four  hours  of 
the  massive  hemorrhage.  Lange’s  study 
in  Norway,  left  little  doubt  of  this  causal 
relationship,  and  Alvarez  and  Summer- 
skill  “ had  reason  to  believe  that  salicyl- 
ates could  be  incriminated  in  the  patho- 
genesis of  massive  G.  I.  bleeding  in  over 
40  per  cent  of  the  102  cases  studied. 

F.  Avery  Jones, probably  the  best 
known  of  the  British  gastroenterologists, 
concluded  that  salicylates  play  a signifi- 
cant part  in  precipitating  gastroduodenal 
bleeding  and  may  account  for  40  per  cent 
of  the  x-ray  negative  admissions  for  he- 
matemesis  or  melena. 

Standing  alone,  for  the  moment,  is  the 
report  of  Waterson’s  investigation,*®  in 
1955,  which  failed  to  indict  aspirin  in 
more  than  3 of  170  cases  of  major  gas- 
trointestinal hemorrhage. 

Study  at  Touro  Infirmary 
This  unsettled  issue  motivated  a study 
at  Touro  Infirmary.  This  survey  was  un- 
dertaken with  the  full  knowledge  that 
salicylates  are  probably  the  most  widely 
used  therapeutic  agents.  It  is  said  that 
4000  million  salicylate  tablets  are  con- 
sumed annually  in  Great  Britain  ; the  num- 
ber in  the  United  States  must  be  astro- 
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nomical.  Their  accessibility  without  a pre- 
scription (over  the  counter)  as  well  as 
their  incorporation  in  many  compounds 
increases  the  difficulty  of  an  accurate  sur- 
vey. 

However,  each  patient  admitted  to  Touro 
Infirmary  from  July  1,  1959,  to  January 
1,  1960,  with  grross  hemorrhage,  either 
hematemesis  or  melena,  was  thoroughly 
questioned  as  to  his  intake  of  aspirin,  buf- 
ferin,  anacin,  APC,  empirin,  empirin  com- 
pound, alka  seltzer,  as  well  as  other  types 
of  medication  which  might  contain  sali- 
cylates. 

From  Table  1 it  can  be  observed  that 


TABLE  1 

GASTROINTESTINAL  HEMORRHAGE 


July  L 1959 

Jan. 

1,  1960 

45  Cases 

With  Salicylates 

26 

58% 

Without  Salicylates 

19 

42% 

of  the  45  patients  studied,  twenty-six,  or 
58  per  cent,  gave  a positive  history  of 
salicylate  ingestion.  Of  the  26  cases, 
twenty-one,  or  46  per  cent  of  the  total, 
had  taken  salicylates  within  twenty-four 
hours  of  the  onset  of  the  gastrointestinal 
hemorrhage.  This  figure  correlates  close- 
ly wnth  that  reported  by  other  investiga- 
tors. 

The  reasons  for  taking  the  salicylate 
medication  are  shown  in  Table  2. 

In  regard  to  sex  differential,  (Table  3), 


TABLE  2 

SYMPTOM  FOR  WHICH  SALICYLATES  WERE  TAKEN 


Headaches 

13 

41% 

Abdominal  Pain 

« , 6 

19% 

Arthritis 

5 

16% 

Nervousness 

3 

9% 

Bursitis 

2 

6% 

Weakness 

1 

3% 

Sleep 

1 

3% 

Flu 

1 

3% 

TABLE  3 

SEX 

Total 

Salicylates 

No  Salicylates 

Male  27 

17  63% 

10  37% 

Female  18 

9 50% 

9 50% 

there  were  27  males  and  18  females.  The 
salicylate  group  included  63  per  cent  of 
the  males  and  50  per  cent  of  the  females. 
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The  ages  ranged  from  27  to  88  years  with 
a mean  of  54.5  years.  (Table  4).  In  the 


TABLE  4 
AGE 


Total 

Salicylates 

No  Salicylates 

Range 

27-88 

31  to  78 

27  to  88 

years 

years 

years 

Mean 

54.5 

years 

55  years 

54  years 

salicylate  group,  age  ranged  from  31  to 
78  years  with  a mean  of  55  years.  Thus, 
age  interestingly  revealed  no  clue. 

The  x-ray  findings,  either  during  or  aft- 
er the  hemorrhage,  are  shown  in  Table  5. 

TABLE  5 

GASTROINTESTINAL  HEMORRHAGE  WITH  SALICYLATES 


X-ray  Findings 


Active  Peptic  Ulcer 

10 

37% 

Hypertrophic  Gastritis 

2 

8% 

Deformed  Duodenal  Bulb 

4 

16% 

Hiatal  Hernia 

1 

4% 

Normal  G.  I.  Series 

5 

19% 

No  X-rays  Taken 

4 

16% 

Of  these  possible  etiologic  factors,  active 
peptic  ulcer  was  present  in  37  per  cent  of 
the  cases ; normal  G.  I.  series  were  re- 
corded in  19  per  cent  of  the  cases. 

The  final  diagnoses  entertained  clinic- 
ally (Table  6)  included  peptic  ulcer,  hem- 


TABLE  6 


GASTROINTESTINAL  HEMORRHAGE 

WITH 

SALICYLATES 

Final  Diagnosis 

Peptic  Ulcer 

18 

69% 

Hemorrhagic  Gastritis,  C.  U. 

2 

8% 

Hemorrhage  Secondary  to 

Aspirin 

2 

8% 

Cause  Undetermined 

4 

15% 

orrhagic  gastritis,  hemorrhage  secondary 
to  aspirin  in  2 of  the  cases,  and  hemor- 
rhage of  undetermined  cause  in  4 of  the 
cases. 

From  this  data  no  definite  conclusions 
could  be  drawn  without  a more  thorough 
study  of  the  etiological  factors  of  gastro- 
duodenal hemorrhage  independent  of-sal-> 
icylates. 

Selye  demonstrated  experimentally 
that  capillary  engorgement  with  minute 
hemorrhages  would  occur  in  the  stomach 
of  rats  when  exposed  to  any  type  of  stress. 
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Emotional  Stress 

Wolf  and  Wolff,  in  194'3,'-'^  were  the  first 
to  report  their  observations  of  emotional 
stress  with  ulcer  and  hemorrhage  in  the 
stomach  of  humans. 

Breckenridge  and  his  co-workers  re- 
cently reported  the  development  of  acute 
gastric  erosion  in  6 previously  eupeptic 
patients  exposed  to  stress  of  different 
types,  including  trauma,  infection,  cere- 
bral hemorrhage  or  operation.  Every  case 
was  fatal,  five  dying  from  hemorrhage. 
This  finding  is  consistent  with  other  re- 
ports of  hemorrhage  following  stress.^'’' 

The  mechanism  of  stress  upon  ulcera- 
tion is  still  not  clear.  The  nonspecific  ef- 
fects of  stress  produced  through  the  hor- 
monal mechanism  of  the  hypothalamic- 
pituitary-adrenal  gastric  axis  has  been 
suggested  by  Selye  and  popularized  by 
Gray  and  his  co-workers. The  hemor- 
rhagic aspects  may  be  considered  a part 
of  this  hormonal  action  and  yet  may  well 
be  independent  of  it.  Thus,  it  is  apparent 
and  an  accepted  fact  that  the  bleeding 
from  the  G.  I.  tract  can  emanate  from 
the  stress  factors  alone. 

Are  Salicylates  a Contributing  Factor? 

Why  should  salicylates  be  considered  as  a 
contributing  factor  to  massive  gastroin- 
testinal hemorrhage?  The  answer  lies  in 
the  fact  that  in  addition  to  previously 
mentioned  studies,  many  other  investi- 
gators have  reported  blood  loss  from  G.  I. 
tract  following  salicylate  therapy. 

Lange  revealed  that  chronic  adminis- 
tration of  salicylates  regardless  of  solu- 
bility or  formula  was  an  important  cause 
of  occult  bleeding.  Stubbe’s  clinical  stud- 
ies of  rheumatoid  arthritics  and  controls 
on  salicylate  therapy  reported  70  per  cent 
positive  stools  for  occult  blood  in  both. 
Matsumoto  and  Grossman,-"  with  the  use 
of  radioactive  CR  51,  revealed  that  blood 
loss  in  the  feces  after  aspirin  rose  in 
every  subject,  the  usual  ranging  from  0.2 
to  13.5  ml.  per  day. 

What  is  the  story  of  salicylates  with 
reference  to  the  gastrointestinal  tract? 
Douthwaite  and  Lintott first  described 
gastroscopic  findings  in  16  patients  swal- 


lowing aspirin,  reporting  varying  degrees 
of  hyperemia,  vascular  engorgement,  and 
submucosal  hemorrhages.  However,  Paul 
contradicted  these  findings  after  gastro- 
scoping  1000  patients.  Wolf  and  Wolff 
were  unable  to  produce  any  change  on  the 
mucous  membrane  of  the  gastrostomy 
after  dusting  aspirin  on  it.  The  counter 
argument  soon  arose  that  dust  did  not 
have  the  same  irritating  effects  as  larger 
particles,  presumably  those  which  one 
might  anticipate  on  swallowing  the  pill. 
Forssell  --  described  the  particles  as  be- 
ing gripped  by  the  muscularis  mucosa,  ap- 
parently leaving  cavities.  However,  Paul’s 
thorough  observations  implied  that  these 
were  illusions,  not  really  cavities,  but 
shadows  cast  by  the  particles  on  the  mu- 
cous membrane. 

Muir  and  Cossar  ® after  looking  at  gas- 
trectomy specimens  from  patients  given 
insoluble  aspirin  preoperatively,  concluded 
that  salicylates  produced  an  erosive  gas- 
tritis. However,  the  routine  gastrectomy 
specimens  after  administration  of  aspirin 
by  Alvarez  and  Summerskill  were  less 
conclusive,  owing  to  frequent  presence  of 
hemorrhage  and  acute  erosions  in  control 
specimens.  Our  own  observations,  though 
few,  would  tend  to  agree  with  the  latter. 

The  theory  of  allergy  has  been  postu- 
lated. We  are  aware  of  the  hypersensi- 
tivity to  aspirin,  manifest  usually  by  urti- 
caria and  angioneurotic  edema.  This  could 
account  for  an  occasional  massive  G.  I. 
bleeder  but  is  the  exception.-"* 

The  demonstration  of  increased  gastric 
acidity  by  aspirin  could  explain  activation 
of  chronic  ulcers  but  could  not  account  for 
the  occult  blood  in  one  case  of  pernicious 
anemia  described  by  Alvarez  and  Summer- 
skill.** 

It  is  generally  accepted  that  adrenal 
corticosteroids  may  produce  peptic  ulcera- 
tion. The  stimulation  of  the  adrenal  cor- 
tex to  increase  corticosteroid  activity  by 
salicylates  has  been  demonstrated  and 
could  contribute  to  the  hemorrhagic  ten- 
dency in  known  peptic  ulcers.-* 

Shapiro  suggested  that  hypoprothrom- 
binemia  follows  large  doses  of  salicylates 
in  man,  and  this  was  evidently  responsible 
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for  the  bleeding  in  certain  cases.-'*  How- 
ever, other  observers  failed  to  confirm 
either  prolonged  prothrombin  time  or  al- 
teration in  bleeding  or  clotting  time.  Like- 
wise, in  our  small  series,  all  prothrombin 
determinations  that  were  performed  were 
reported  within  the  normal  range. 

h’'rick  -■  suggested  that  salicylates  in- 
creased capillary  fragility  and  permea- 
bility. In  his  cases  he  was  able  to  dem- 
onstrate this  by  positive  Rumple-Leedes 
tests  in  his  patients  on  salicylates,  the 
test  returning  to  normal  when  the  drug 
was  withdrawn.  This  theory  appeals  to 
us  as  a likely  answer  and  bears  further 
intensive  investigation. 

The  clinical  observation  of  epistaxis 
and  vaginal  bleeding  after  salicylates 
would  infer  a systemic  effect  on  blood  co- 
agulation. Quick,-*’  whose  name  is  synono- 
mous  with  factors  of  hemostasis,  stated 
speculatively  that  first  in  importance  is 
the  integrity  of  the  vessel  wall.  Even  in 
hyperheparinemia,  hemostasis  is  remark- 
ably effective  and  breaks  down  only  when 
the  injury  to  the  capillaries  is  severe. 

Salicylate  intake  is  highest  in  emotion- 
ally and  physically  taxed  individuals.  In 
our  series,  headache,  pain,  nervousness, 
etc.  contributed  to  91  per  cent  of  the 
reasons  for  taking  salicylates. 

The  equation  can  now  be  simplified  to: 

Stress  plus  salicylates  equals  capillary 
engorgement  plus  increased  capillary  fra- 
gility equals  hemorrhage. 

Conclusions 

The  purpose  of  this  survey  was  to  fa- 
miliarize us  with  a causal  relationship  of 
salicylates  and  G.  I.  hemorrhage.  Although 
the  mechanisms  are  not  definitely  known, 
it  is  our  impression  that  salicylate  admin- 
istration does  influence  hemorrhage  in 
terms  of  increased  capillary  fragility. 
Therefore,  we  feel  that  salicylate  analge- 
sics should  not  be  used  in  the  presence  of 
ulcers,  active  or  inactive.  Furthermore, 
the  surgeon  should  be  ever  mindful  of 
the  possibility  that  salicylates  could  be 
responsible  for  massive  upper  G.  I.  hemor- 
rhage. The  failure  to  find  a definite  bleed- 
ing site  should  reinforce  the  probability  in 


those  chronic  aspirin  users.  And,  follow- 
ing a subtotal  gastrectomy  in  these  cases, 
care  should  be  taken  to  withhold  further 
salicylates  postoperatively. 

Summary 

1.  Stress  of  different  types  including 
l)hysical  and  emotional  trauma  and  infec- 
tion is  the  primary  cause  for  gastric  ero- 
sions and  may  be  the  sole  cause  for  the 
incidence  of  hemorrhage  in  upper  G.  I. 
bleeding. 

2.  It  has  been  suggested  that  salicy- 
lates have  an  effect  on  increasing  capil- 
lary fragility.  In  the  presence  of  stress, 
.salicylates  may  be  responsible  for  a rea- 
sonable percentage  of  G.  I.  hemorrhage, 
cause  undetermined,  as  well  as  hemor- 
rhage from  activation  of  known  gastro- 
intestinal pathology. 

3.  A six  month  review  at  Touro  Infir- 
mary revealed  58  per  cent  of  the  cases  of 
massive  G.  I.  bleeders  had  taken  salicy- 
lates prior  to  admission  to  the  hospital. 

4.  Continuing  laboratory  investigations 
are  in  progress  to  study  the  relationship 
between  salicylates  and  capillary  permea- 
bility. 
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The  Mosquito  Hypothetically  Considered  as  an  Agent  in  the 
Transmission  of  Yellow  Fever  Poison 

By  Dr.  Charles  Finlay 
Translated  by  Dr.  Rudolph  Matas 

* * * In  order  to  meet  the  exigencies  of  this  question  it  was  found  necessary  to 
ascend  as  high  up  in  the  animal  scale  as  the  insect  class,  and  keeping  in  mind,  at  the 
same  time,  that  yellow  fever  is  characterized  clinically,  and  according  to  most  recent 
labors,  histologically,  by  vascular  lesions  and  physico-chemical  alterations  of  the 
blood,  it  seems  natural  that  this  agent  could  be  found  in  that  class  of  insects  which, 
by  penetrating  into  the  interior  of  the  blood  vessels  could  suck  up  the  blood  together 
with  any  infecting  particles  contained  therein,  and  carry  the  same  from  the  diseased 
to  the  healthy.  Finally,  on  account  of  various  reasons  which  it  would  be  idle  to 
relate,  I asked  myself  if  it  was  not  the  mosquito  that  transmitted  the  yellow  fever 
poison. 

Let  us  begin  by  recalling  in  a few  words  the  geographical  distribution  of  the 
mosquito.  In  a general  way,  it  may  be  stated  that  the  mosquito  is  found  everywhere, 
excepting  in  elevated  localities.  In  fact,  the  dipterous  insect  which  now  occupies  us, 
the  genus  culex,  which  many  believe  the  special  plague  of  tropical  regions,  exists,  on 
the  contrary,  in  all  latitudes. 
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• The  value  of  sulfa  and  antibiotics  in  otitis  media  is  not  to  be  de- 
nied, but  this  still  remains  a condition  that  frequently  colls  for  myrin- 
gotomy. 

IRVING  M.  RLATT,  M.  D. 

New  Orleans 


T N this  era  when  the  chemotherapeutic 
and  antibiotic  agents  have  so  greatly 
reduced  the  morbidity  of  acute  otitis 
media,  and  have  practically  eliminated 
surgical  procedures  for  acute  suppurative 
processes  in  the  temporal  bone,  one  might 
question  the  necessity  for  further  discus- 
sion on  this  subject. 

Although  there  is  some  truth  in  the 
statement  that  the  otologist’s  practice  has 
become  to  some  degree  more  medical  than 
surgical,  otology  is  still  a surgical  special- 
ty and  those  who  practice  it,  whether 
pediatricians  or  generalists,  must  be  sur- 
gically minded  and  prepared  to  make  a sur- 
gical diagnosis  in  this  field.  The  trained 
otologist,  with  his  extensive  experience  in 
temporal  bone  infections,  regards  with 
considerable  apprehension  the  frequent 
purely  medical  treatment  of  otitis  media. 
It  has  been  noted  that  an  attitude  still 
exists  that  all  cases  of  acute  otitis  media, 
and  one  might  say,  all  cases  of  earache, 
should  be  treated  with  antibiotics,  anti- 
histimines,  and  nasal  decongestants;  that 
the  tympanic  membrane  should  be  al- 
lowed to  rupture  spontaneously  if  it  will, 
and  infrequently  be  incised.  As  a result 
of  such  treatment,  recurrent  attacks  of 
otitis  media  are  more  frequent  today  than 
when  they  were  in  the  days  when  this 
disease  was  managed  by  incision  and 
drainage  alone;  and  by  repetition  of  this 
antibiotic  therapy  timidly  and  interrupt- 
edly with  each  acute  exacerbation,  the 
pathologic  middle  ear  lesion  is  gradually 
converted  into  a chronic  situation  with 
impairment  of  hearing  as  well.^  Func- 
tional testing  of  hearing  in  such  cases 


* From  the  Department  of  Otorhinolaryn- 
gology, Louisiana  State  University  School  of 
Medicine,  New  Orleans,  Louisiana. 


has  led  many  otologists  to  believe  that  if 
normal  hearing  is  to  be  conserved  in  such 
ears,  the  patient  would  be  best  served 
if,  in  addition  to  the  use  of  antibiotics, 
early  drainage  of  the  middle  ear  infection 
through  a carefully  placed  and  performed 
incision  of  the  tympanic  membrane  were 
also  instituted. 

With  a view’  to  re-emphasizing  the  basic 
concepts  in  the  management  of  otitis  me- 
dia, it  is  therefore  believed  appropriate 
to  discuss  this  problem  in  1961. 

Acute  Suppurative  Otitis  Media 

The  diagnosis  of  acute  suppurative  oti- 
tis media  presupposes  the  presence  of  pus 
in  the  middle  ear.  The  classical  symptoms 
and  signs,  including  earache,  fever,  leuco- 
cytosis,  impaired  hearing,  and  a red  bulg- 
ing tympanic  membrane  need  not  be  dis- 
cussed in  detail  for  they  are  well  known. 
Known  also  is  the  fact  that  there  is  con- 
siderable variation  from  this  classical  pic- 
ture in  many  instances,  depending  upon 
the  rapidity  of  development  of  the  abscess, 
the  bacteriology  of  the  infection,  and  the 
alteration  of  virulence  of  the  infecting  or- 
ganisms produced  by  inadequate  antibi- 
otic or  chemotherapy  in  the  early  stages 
of  inflammatory  changes  in  the  tympanic 
mucosa.  Such  variations  may  be  evidenced 
by  lack  of  fever  and  pain.  The  drum  mem- 
brane may  be  yellow  and  bulging  to  vari- 
ous degrees.  In  some  instances,  particu- 
larly pneumococcal  infections,  local  sug- 
gestive symptoms  may  remain  minimal  up 
to  the  time  of  extension  of  the  process 
into  the  cranial  cavity  to  produce  sinus 
thrombosis,  meningitis  or  brain  abscess. 
It  should  be  repeated  for  emphasis  that 
the  diagnosis  of  acute  suppurative  otitis 
media  presupposes  the  presence  of  pus  in 
the  middle  ear.  To  arrive  at  such  a diag- 
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nosis  demands  careful  examination  of  the 
ears,  nose  and  throat.  The  external  canal 
must  be  free  from  all  foreign  material 
to  allow  for  inspection  of  the  entire  tym- 
panic membrane.  After  such  inspection, 
intelligent  evaluation  of  abnormal  find- 
ings must  be  made.  Having  arrived  at  a 
diagnosis  of  acute  suppurative  otitis  me- 
dia by  deciding  from  clinical  examination 
that  there  is  pus  in  the  middle  ear,  the 
treatment  required  is  obvious.  Myringot- 
omy is  demanded!  A surgical  diagnosis 
has  been  made  and  there  is  an  uncom- 
promising demand  for  surgical  treatment 
— now — not  tomorrow,  or  next  week  and 
not  after  a trial  of  antibiotics.  Since 
there  is  no  necessity  to  discuss  all  phases 
of  this  subject,  the  author  would  like  to 
answer  questions  that  have  been  asked 
on  frequent  occasions  by  pediatricians,  in- 
ternists, and  generalists. 

Should  Early  Myringotomy  be  Done  in 
Every  Case  of  Otitis  Media? 

The  answer  is  obviously  no.  Nonsup- 
purative acute  otitis  media  should  be 
treated  medically.  A child  complaining  of 
earache  and  demonstrating  a bright  red, 
perhaps  retracted,  drum  membrane  which 
may  be  the  site  of  a small  bleb  does  not 
need  myringotomy.  Nor  does  he  need 
necessarily  sulfa,  penicillin  or  one  of  the 
mycins.  In  the  absence  of  severe  infec- 
tion of  the  upper  air  passages,  the  otitis 
media  may  subside  spontaneously  without 
suppuration.  If  there  is  present  also  an 
acute  follicular  tonsillitis,  an  acute  exu- 
dative nasopharyngitis,  or  an  acute  sup- 
purative sinusitis,  the  sulfonamides,  pen- 
icillin or  broad  spectrum  antibiotics  are 
indicated  and  may  serve  to  abort  the 
otitis  media.  Such  a patient  should  be 
kept  under  observation,  however,  and  my- 
ringotomy accomplished  as  soon  as  there 
is  evidence  of  pus  in  the  middle  ear  which 
may  be  only  a matter  of  hours. 

Why  Not  Let  the  Tympanic  Membrane 

Rupture  by  Itself  Instead  of  Incising  it? 

A statistical  study  made  by  Maxwell 
and  Brownell  in  1940,^  and  essentially  at 
the  threshold  of  the  antibiotic  era,  of 


over  1,500  cases  of  acute  suppurative  oti- 
tis media,  demonstrated  conclusively  the 
following  facts; 

1.  In  the  majority  of  instances  (60  per 
cent)  spontaneous  pei’foration  occurred 
after  three  days  of  symptoms.  Thus,  in 
building  up  pressure  in  the  middle  ear  for 
more  than  three  days,  the  increased  op- 
portunity for  spread  of  infection  to  the 
mastoid  is  obvious.  It  was  shown  further 
that  there  is  no  tendency  for  a child’s 
drum  membrane  to  rupture  earlier  than 
an  adult’s. 

2.  When  spontaneous  perforation  of 
the  tympanic  membrane  does  occur,  the 
drainage  is  frequently  inadequate.  Fur- 
thermore, the  later  the  spontaneous  per- 
foration, the  less  adequate  the  drainage 
as  demonstrated  by  the  observation  that 
in  those  patients  experiencing  spontane- 
ous perforation  after  three  days  of  symp- 
toms, secondary  myringotomy  was  de- 
manded in  nearly  twice  as  many  instances 
as  in  the  group  whose  tympanic  mem- 
branes ruptured  before  three  days  of 
symptoms. 

3.  Mastoiditis  is  less  likely  to  develop 
in  individuals  who  have  the  benefit  of  a 
myringotomy  early  in  the  course  of  an 
acute  suppurative  otitis  media.  In  a group 
of  558  cases  of  acute  suppurative  otitis 
media  preceding  to  spontaneous  recovery, 
55  per  cent  had  an  early  myringotomy.  In 
727  patients  with  surgical  mastoiditis, 
only  22  per  cent  had  the  benefit  of  early 
myringotomy.  Nearly  half  of  the  latter 
group  had  been  permitted  to  proceed  to 
spontaneous  perforation  of  the  tympanic 
membrane. 

Dangers  of  Myringotomy 

Are  there  not  some  dangers  associated 
with  myringotomy  due  to  the  likelihood 
of  introducing  infection  into  the  middle 
ear,  and  of  injuring  the  contents  of  the 
middle  ear? 

There  are  theoretical  dangers  in  this 
procedure  but  they  are  greatly  outweighed 
by  the  dangers  of  leaving  pus  under  pres- 
sure in  the  middle  ear  cavity. 

First,  in  the  absence  of  an  external 
otitis  there  is  little  if  any  danger  of  intro- 
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ducinji:  infection  into  the  middle  ear  if  a 
sterile  myringotomy  knife  is  used.  The 
tympanic  membrane  does  not  need  to  be 
prepared  by  using  a bactericidal  solution. 

Second,  with  reasonable  care  and  gentle- 
ness there  is  practically  no  danger  of  dam- 
aging the  middle  ear  contents  by  myrin- 
gotomy. Individuals  retain  normal  hear- 
ing after  repeated  score  and  two  score 
myringotomies  providing  that  a necrotiz- 
ing infection  does  not  destroy  portions  of 
the  drum  membrane  or  the  tympanic  mu- 
cosa. 

Use  of  Sulfa  and  Antibiotics 

Why  not  use  sulfa  or  an  antibiotic  rou- 
tinely in  all  cases  of  acute  otitis  media, 
suppurative  and  nonsuppurative,  since  ex- 
perience has  shown  that  most  of  them  will 
resolve  without  drainage  under  this  form 
of  treatment? 

There  are  several  aspects  to  this  ques- 
tion which  should  be  considered  individu- 
ally. 

In  the  first  place,  it  is  generally  con- 
ceded that  such  medical  therapy  is  never 
a substitute  for  an  indicated  surgical  op- 
eration. It  has  been  said  that  nature  may 
be  a good  doctor,  but  she  is  a very  poor 
surgeon!  Many  infections  in  the  body  can 
be  aborted  by  properly  chosen  chemical 
and  biological  preparations  and  thus  cured 
before  the  indications  for  surgical  drain- 
age develop.  After  surgical  drainage,  such 
medical  therapy  may  be  most  valuable  in 
decreasing  the  morbidity  and  in  prevent- 
ing complications  which  might  prove  fatal. 

In  the  second  place,  not  all  cases  of 
acute  otitis  media  need  such  medical  ther- 
apy. Sulfa  and  the  antibiotics  are  not  in- 
nocuous substances,  it  is  known.  The  un- 
desirable side  effects  and  the  deleterious 
toxic  and  allergic  manifestations  are  well 
known.  Furthermore,  it  is  also  recognized 
that  these  agents  are  far  too  valuable  to 
waste  by  indiscriminate  use  and  thus 
chance  a sensitization  reaction  which  may 
preclude  the  possibility  of  using  the  drug 
during  some  future  illness  when  it  is  ur- 
gently needed.  Experience  in  the  preanti- 
biotic days  demonstrated  that  95  to  97 
per  cent  of  cases  of  acute  suppurative  oti- 


tis media  resolved  spontaneously  without 
mastoid  surgery.  Certainly  less  than  half 
of  these  cases  had  a stormy  or  septic 
course  in  recovery.  Thus  it  may  be  esti- 
mated that  there  is  a large  group  of  even 
the  suppurative  cases  that  does  not  need 
antibiotic  therapy. 

Finally,  conceding  that  even  in  the  in- 
stances when  pus  is  present  in  the  middle 
ear,  the  infection  may  subside  and  the 
pus  be  absorbed,  there  are  two  very  real 
dangers  in  depending  on  antibiotics  and 
the  antihistamines  to  accomplish  a cure 
unaided  by  surgical  drainage.  The  first 
of  these  is  the  danger  of  producing  a 
greatly  attenuated  smoldering  infection 
which  will  eventuate  in  the  insidious  de- 
velopment of  mastoiditis  with  complica- 
tions. This  is  not  a theoretical  possibility 
but  a reality  encountered  by  otologists 
today  with  sufficient  frequency  to  cause 
them  real  concern.  The  second  danger  is 
that  of  permanently  impaired  hearing  pro- 
duced by  muco.sal  thickening  and  even 
scar  tissue  after  the  absorption  of  pus. 
An  undrained  abscess  in  any  body  cavity 
will  produce  such  sequelae.  In  nonsuppu- 
rative cases  of  otitis  media  aborted  by 
medical  therapy,  a serous  infusion  into 
the  middle  ear  may  occur  and  produce 
hearing  impairment  which  may  go  unno- 
ticed for  long  periods  in  children  not  sub- 
jected to  careful  follow-up  examinations. 

Otitis  Media  with  Effusion 

A second  but  closely  allied  condition 
mentioned  above,  is  otitis  media  with  ef- 
fusion— known  also  as  secretory  otitis, 
catarrhal  otitis,  glue  ears,  etc.  It  is  often 
neglected  because  of  faulty  diagnosis  and 
is  commonly  mistreated.  It  is  a frequent 
cause  of  hearing  impairment  in  children, 
and  one  which  lends  itself  to  remedial 
therapy.  It  may  be  the  result  of  baro- 
trauma, infection,  allergy  or  possibly  vaso- 
spasm. There  is  overwhelming  evidence 
that  an  early  suppurative  otitis  media 
aborted  by  antibiotic  therapy  may  result 
in  an  effusion  of  clear  amber  serum  into 
the  middle  ear.  Without  earache,  fever, 
or  general  reactive  symptoms,  the  child  is 
seemingly  cured  of  his  infection.  The 
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adult  will  complain  of  a feeling  of  stuffi- 
ness in  the  ear  and  hearing  impairment, 
but  the  young  child  is  not  likely  to  com- 
plain of  these  symptoms.  If  one  ear  is 
involved,  the  parents  may  not  notice  the 
impaired  hearing,  but  it  is  likely  that 
there  will  be  some  decline  in  the  quality 
of  the  child’s  school  work  or  marked 
change  in  television  listening  habits. 

Examination  will  give  evidence  of  a con- 
ductive type  of  hearing  loss.  The  mem- 
brana  tympani  may  appear  to  be  normal 
on  casual  inspection;  but  on  more  careful 
study  it  will  be  seen  to  have  an  amber 
color  due  to  the  serum  behind  it.  Bubbles 
or  a meniscus  of  fluid  may  be  visible.  If 
the  fluid  has  been  present  for  sometime, 
the  drum  may  be  thickened,  retracted  and 
grayish-blue. 

If  the  process  is  new  and  acute  it  should 
be  given  an  opportunity  to  subside  spon- 
taneously. In  children  who  have  the  con- 
dition in  the  subacute  stage,  that  is  clear 
fluid  that  remains  in  the  middle  ear  for 
two  or  three  weeks  after  causative  upper 
respiratory  infection  has  subsided ; allergy 
and/or  hypertrophic  adenoid  tissue  in  the 
nasopharynx  should  be  suspected  and  re- 
moved. Adenoidectomy  and  myringotomy 
should  be  done — well  done — with  particu- 
lar effort  to  remove  lymphoid  tissue  from 
the  fossae  of  Rosenmuller.  This  invari- 
ably effects  a cure. 

Finally  it  should  be  stated  that  when 
antibiotics  are  used  in  otitis  media,  the 
dosage  should  be  adequate ; the  drugs  con- 


tinued until  the  infection  has  subsided 
completely,  and  the  patient  kept  under  ob- 
servation. A child  is  much  safer  to  be  de- 
prived of  these  drugs  than  he  is  to  have 
one  or  two  shots  of  penicillin  or  a few 
teaspoons  of  a mycin  and  instructed  to  be 
brought  back  if  he  is  still  in  trouble.  It 
is  particularly  dangerous  to  use  such  ther- 
apy timidly  and  interruptedly.  Repeated 
infections  demanding  reinstatement  of 
medical  regimen  mean  a continuous  focus 
of  infection  either  in  the  nasopharynx  or 
in  the  mastoid. 

In  conclusion,  it  should  be  reiterated 
that  the  antibiotics  have  been  of  tremen- 
dous value  in  decreasing  the  morbidity  of 
acute  suppurations  in  the  middle  ear  and 
nearly  eliminating  complications  due  to 
extension  of  infection  beyond  the  boun- 
daries of  the  middle  ear  cavity.  Their 
place  in  the  physician’s  armamentarium  is 
definite  and  their  value  when  properly 
used  has  been  proven. 

They  are  not  substitutes  for  an  indi- 
cated surgical  operation  nor  are  they  sub- 
stitutes for  painstaking  clinical  examina- 
tion. They  should  be  selected  with  care, 
administered  judiciously  and  treated  with 
respect  accorded  narcotics  and  potential 
poisons. 
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Clinical  Experience  With  Kanwolfia-Flninelhiazicle 
(llanlrax®)  in  the  Trealinenl  of  Arterial  Hypertension 


• The  benefits  of  the  drug  ore  enumerated  together  with  the  results 
in  twenty-two  patients  with  arterial  hypertension. 


tT  has  been  estimated  that  95  per  cent 
•*  of  all  patients  with  elevated  blood  pres- 
sure seen  in  general  practice  suffer  from 
essential  hypertension.  Of  these,  it  is  fur- 
ther estimated  that  more  than  80  per 
cent  are  over  40  years  of  age.* 

Because  it  affects  such  a sizable  pro- 
portion of  our  middle-aged  population,  the 
treatment  of  hypertension  presents  a con- 
tinual challenge  to  the  practitioner.  Suc- 
cessful treatment  of  hypertension  remains 
difficult  in  spite  of  the  wide  variety  of 
therapeutic  agents  available,  so  that  in 
many  patients  the  disease  progresses  un- 
favorably for  extended  periods  of  time. 

With  recent  observations  that  diuretic 
agents  (such  as  chlorothiazide)  not  only 
themselves  possess  antihypertensive  prop- 
erties, but  further,  that  they  exert  a dis- 
tinct potentiating  effect  on  other  hypoten- 
sive drugs,-  a promising  new  avenue  of 
treatment  was  opened  for  the  patient  suf- 
fering from  arterial  hypertension.  Origi- 
nal investigations  along  these  lines  were 
made  by  Hollander  and  Wilkins  ^ and 
were  concerned  chiefly  with  chlorothia- 
zide. However,  other  chemically  related 
agents  w'ere  also  studied  in  an  effort  to 
find  a more  potent  but  less  toxic  com- 
pound which  would  achieve  the  same  ther- 
apeutic end.  This  was  realized  in  flume- 
thiazide,  a compound  similar  in  structure 
to  chlorothiazide,  but  in  which  the  chlorine 
atom  is  replaced  by  a trifluoromethyl 
group.  Cohen  ^ has  noted  an  absence  of 
gouty  episodes  and  skin  reactions  common 
to  chlorothiazide  in  patients  treated  with 
flumethiazide.  He  remarks,  “Introduc- 
tion of  the  trifluoromethyl  group  into  the 
chlorothiazide  molecule  may,  therefore,  be 
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responsible  for  decreased  toxicity  without 
loss  of  potency  Another  virtue  of 

flumethiazide  is  that  it  has  less  effect  on 
potassium  excretion  than  chlorothiazide,® 
thus  sparing  the  patient  from  electrolyte 
balance  disturbances. 

In  Rautrax,  a recently  introduced  oral 
hypotensive-saluretic  preparation,  flume- 
thiazide has  been  combined  with  whole 
root  Rauw'olfia  serpentina,  an  established 
hypotensive  agent.®  " Rautrax  also  con- 
tains potassium  chloride  as  an  added  pre- 
caution to  offset  potassium  depletion  and 
electrolyte  imbalance.  Numerous  satisfac- 
tory reports  concerning  this  combination 
drug  have  already  appeared  in  the  litera- 
ture.*'* The  purpose  of  this  study  was  to 
see  w'hether  these  findings  could  be  du- 
plicated on  an  unselected  series  of  typical 
office  patients  with  essential  and  malig- 
nant hypertension  of  varied  duration. 

Methods 

The  Patients. — Twenty-two  unselected 
patients,  typical  of  those  seen  in  private 
practice,  comprise  this  study,  all  of  whom 
required  treatment  for  arterial  hyperten- 
sion. Ten  patients  were  males,  12  were  fe- 
males. Six  were  negroes.  With  the  excep- 
tion of  one  individual  25  years  old,  all  pa- 
tients were  between  53  and  78  years  of 
age. 

At  the  outset,  each  patient  received  a 
complete  physical  examination,  which  in- 
cluded urinalysis  and  blood  pressure  deter- 
mination. Immediately  prior  to  the  begin- 
ning of  therapy,  blood  pressure  was  rede- 
termined to  establish  control  values.  Two 
patients  in  this  study  were  diagnosed  as 
“malignant  hypertension”.  All  others  were 
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diagnosed  as  “essential  hypertension”. 
The  pretreatment  duration  of  illness  of 
these  patients  ranged  from  several  weeks 
to  ten  years.  Unfortunately,  it  could  not 
be  determined  for  every  individual.  In 
addition,  one  patient  (No.  15)  also  suf- 
fered from  diabetes  mellitus  and  was  on 
concomitant  insulin  therapy  throughout 
this  study. 

Prior  to  therapy  with  Rautrax,  16  pa- 
tients had  been  receiving  treatment  with 
other  hypotensive  medication,  principally 
Nitranitol®  with  or  without  phenobarbi- 
tol,  Serpasil®  and  Unitensin®.  Control  val- 
ues for  blood  pressure  were  established  in 
each  patient  immediately  previous  to  be- 
ginning of  therapy.  Within  the  group, 
these  values  ranged  from  160  to  230  mm.. 
Hg.  systolic  and  90  to  110  mm.  Hg.  dia- 
stolic. The  minimal  and  maximal  mean 
pressures 

(systolic  pressure  + diastolic  pressure) 

2 

of  the  group 

before  treatment  were  125  and  170  mm. 
Hg.  respectively.  The  average  mean  blood 
pressure  of  the  group  was  145  mm.  Hg. 

The  Medication. — Rautrax  is  a combina- 
tion of  hypotensive  and  diuretic  agents, 
administered  orally.  Rautrax  contains 
three  components;  (1)  Rauwolfia  serpen- 
tina whole  root,  a highly  effective  and 
well  established  medication;  (2)  flumethi- 
azide,  a nonmercurial  diuretic  agent  de- 
rived from  chlorothiazide  with  similar  di- 
uretic and  natriuretic  activity  but  with 
lessened  kaliuretic  activity ; and  (3)  po- 
tassium chloride,  to  minimize  electrolyte 
imbalance  due  to  potassium  loss  following 
sustained  diuresis. 

Each  tablet  of  Rautrax  contains  50  mg. 
Rauwolfia  serpentina  whole  root,  400  mg. 
flumethiazide  and  400  mg.  potassium 
chloride. 

Treatment. — All  patients  began  treat- 
ment with  Rautrax  on  a dosage  schedule 
varying  from  1 to  4 tablets  daily,  depend- 
ing on  individual  requirements.  The  aver- 
age dose  was  three  tablets  daily.  The 
course  of  treatment  varied  in  length  from 
three  to  fifty-four  weeks,  depending  on 
response  and  toleration  of  the  medication. 


In  addition  to  the  above  regimen,  patients 
were  placed  on  a specific  low-sodium  diet. 

Results 

The  results  of  treatment  in  this  series 
of  22  hypertensive  patients  with  Rautrax 
are  summarized  in  Tables  1 and  2. 

Blood  pressure  was  lowered  in  every 
patient  as  a result  of  therapy  with  Rau- 
trax. With  the  exception  of  one  patient 
(No.  1),  the  mean  blood  pressure  of  each 
patient  was  reduced  at  least  10  mm.  Hg. 
from  initial  control  values.  A drop  in  pres- 
sure termed  “significant”  (mean  blood 
pressure  drop  of  at  least  20  mm.  Hg.)  was 
evident  in  12  patients  or  55  per  cent  of 
cases.  The  majority  of  patients  were 
found  to  return  to  relatively  normotensive 
values  in  relation  to  their  age  group  as 
a result  of  treatment  with  Rautrax. 

Toxic  effects  were  seen  in  only  two  pa- 
tients. One  patient  (No.  5)  complained 
of  nausea  and  nervousness,  necessitating 
discontinuance  of  therapy.  A second  pa- 
tient (No.  21)  demonstrated  allergic  man- 
ifestations which  included  rash  accom- 
panied by  swelling  of  the  hands  and  feet. 
Upon  withdrawal  of  the  drug,  these  symp- 
toms promptly  abated.  After  one  week, 
the  patient  was  put  back  on  Rautrax  with 
no  subsequent  side  effects.  In  3 patients 
(Nos.  6,  12,  14),  response  to  Rautrax  was 
considered  inadequate  or  unsatisfactory 
and  therapy  was  terminated. 

The  average  mean  blood  pressure  of  the 
group  after  therapy  with  Rautrax  was  125 
mm.  Hg.  This  is  a significant  reduction 
from  the  control  value  of  145  mm.  Hg.  be- 
fore therapy. 

Discussion 

Based  on  improvement  in  blood  pressure 
and  therapeutic  response  to  the  drug,  the 
results  achieved  with  Rautrax  in  this 
series  of  patients  may  be  evaluated  as  in 
Table  3. 

From  the  above  results,  it  is  evident 
that  Rautrax  has  a very  definite  regula- 
tory effect  on  the  elevated  blood  pressure 
of  hypertensive  patients.  It  is  gratifying 
to  note  that  every  patient  participating  in 
this  study  achieved  a depression  in  his 
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TABLE  1 

BLOOD  PRESSURES  OF  22  HYPERTENSIVE  PATIENTS  BEFORE  AND  AFTER  THERAPY 

WITH  RAUTRAX 


Case 

Patient 
Age  of 

Sex 

Control  BP 

Mean  BP* 

BP  after  Rautrax 

Mean  BP* 

Change  in 
Mean  Pressure 

1 

74 

F 

160/90 

125 

150/80 

117 

8 

2 

64 

F 

200/106 

153 

170/90 

130 

23 

3 

70 

M 

176/100 

138 

160/96 

128 

10 

4 

68 

F 

170/100 

135 

160/90 

125 

10 

5 

78 

M 

200/100 

150 

170/100 

135 

15 

6 

68 

M 

170/90 

130 

136/80 

108 

22 

7 

77 

F 

190/100 

145 

150/86 

118 

27 

8 

78 

F 

190/100 

145 

160/96 

128 

17 

9 

59 

F 

196/100 

148 

170/ 100 

135 

13 

10 

74 

M 

200/110 

155 

170/100 

135 

20 

11 

59 

F 

190/106 

148 

150/90 

120 

28 

12 

25 

M 

170/100 

135 

160/90 

125 

10 

13 

G8 

F 

230/110 

170 

150/90 

120 

50 

14 

60 

M 

202/100 

151 

180/100 

140 

11 

15 

64 

F 

200/110 

155 

160/90 

125 

30 

16 

78 

M 

200/100 

150 

170/90 

130 

20 

17 

70 

F 

200/100 

150 

146/90 

118 

32 

18 

78 

F 

200/100 

150 

170/100 

135 

15 

19 

58 

M 

170/90 

130 

148/90 

119 

11 

20 

55 

M 

180/110 

145 

160/90 

125 

20 

21 

53 

F 

176/110 

143 

134/90 

112 

31 

22 

53 

M 

170/100 

135 

140/90 

115 

20 

• Mean 

l>rt»ssiiro  = 

(systolic  piessiire 

in  mill.  Il(f  -f 

iliastulic  iircssiire 

in  mill.  IIk) 

o 


SUMMARY  OF 

TABLE  2 

BLOOD  PRESSURE  RESPONSE  IN  22  HYPERTENSIVE 
TREATED  WITH  RAUTRAX 

PATIENTS 

Average  Mean  Blood  Pressure 

• 

Significant 
Improvement 
No.  of  Cases 

Patients 

No.  of  Cases 

Before  Rautrax 

After  Rautrax 

Change  mm.  Hg 

Male 

10 

142 

126 

16 

5 

Female 

12 

147 

124 

23 

7 

Totals  for  group 

22 

145 

125 

20 

12 

TABLE  3 


Response 

No.  of  Cases 

Per  Cent 

Excellent 

1 

5 

Good 

15 

68 

Fair 

2 

9 

Inadequate 

4 

18 

Total 

22 

100 

blood  pressure,  and  that  the  great  majori- 
ty of  these  patients  tolerated  Rautrax 
well,  remaining  free  from  toxic  effects. 
Those  sensitivity  reactions  that  were  seen 
were  limited  to  2 patients.  Rautrax  was 
discontinued  in  both  instances,  but  one  of 
these  patients  was  able  to  resume  therapy 
after  a brief  interruption  without  further 
reactions. 

No  electrolyte  imbalance  was  noted  in 


any  patient;  even  the  diabetic  patient  (No. 
15)  responded  well  to  Rautrax  and  dem- 
onstrated no  unfavorable  effects. 

Two  patients  with  “malignant  hyperten- 
sion” (Nos.  1 and  5)  responded  less  satis- 
factorily than  other  patients  in  the  group. 
Most  of  the  patients  with  essential  hyper- 
tension responded  beautifully  to  the  drug, 
the  average  mean  change  in  pressure  for 
the  entire  group  being  20  mm.  Hg.  It 
would  therefore  seem  that  Rautrax  should 
be  earnestly  considered  when  effective 
and  well-tolerated  therapy  is  required  for 
the  ambulatory  patient  with  essential  hy- 
pertension. 

Summary 

Twenty-two  unselected  patients  with  ar- 
terial hypertension  of  various  lengths’ 
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duration  were  treated  with  Rautrax,  an 
antihypertensive-saluretic  preparation.  On 
a dosage  program  of  1 to  3 tablets  daily, 
every  patient  demonstrated  a reduction  in 
blood  pressure.  Average  mean  blood  pres- 
sure for  the  group  fell  from  145  to  125 
as  a result  of  treatment  with  Rautrax. 
Two  cases  of  side  effects  were  observed, 
one  of  nausea,  a second  of  rash  accom- 
panied by  swelling  of  the  extremities. 
Therapy  was  discontinued  in  both  cases, 
but  the  second  patient  resumed  treatment 
after  a week’s  interruption  with  no  fur- 
ther unpleasant  effects.  No  other  toxic 
effects  or  instances  of  electrolyte  imbal- 
ance were  noted.  Rautrax  provided  effec- 


tive, well-tolerated  antihypertensive  ther- 
apy for  the  great  majority  of  patients  par- 
ticipating in  this  study. 
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1881 

According  to  Mother  Shipton,  at  some  unstated  period  during  the  newly  bom 
year,  all  earthly  objects,  pursuits,  hopes,  and  projects,  are  to  be  placarded  with  the 
startling  word  “Finis,” — an  inscription  pleasant  to  very  few  except  the  book  maker 
and  play  writer.  Even  some  of  our  contemporaries  have  become  possessed  of  the 
mantle  and  spirit  of  prophecy,  and  tell  us  of  the  baleful  influences  which  unusual 
planetary  conjunctions  are  on  the  point  of  exercising  over  the  unfortunate  little 
sphere  where  our  lots  have  been  cast.  Other  seers  who  seek  to  forecast  the  future 
more  accurately  by  predicating  its  disclosures  upon  alleged  actual'  occurrences  tell 
us  of  those  huge  melanotic  blotches  on  the  sun’s  disk,  which  are  soon  to  coalesce 
and  shut  out  forever  the  entire  face  of  the  god  of  day.  In  spite  of  all  these  woeful 
presages,  we  venture  to  offer  our  readers  the  usual  compliments  of  the  season,  and 
wish  for  each  and  every  one,  a happy,  happy  and  prosperous  New  Year.  No  doubt, 
1881  will  afford  the  same  checkered  history  of  all  its  predecessors:  weal  to  many; 
woe  to  others.  In  the  main,  we  trust  our  own  profession  will  be  found  on  the  sunny- 
side  of  the  grand  posting  of  accounts  at  the  end  of  the  year,  and  then  be  able  to 
repeat  once  more  the  memorable  expression  of  Portal:  “The  medical  profession  is 
as  one  man  living  always  and  always  learning.” 

New  Orleans  M.  & S.  J.,  8:669,  (January)  1881. 
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principal  diseases  affecting  the 
teeth  are  caries  and  periodontoclasia 
(“periodontal  disease”).  It  is  estimated 
that  less  than  25  per  cent  of  the  loss  of 
teeth  in  this  country  results  from  caries; 
more  than  75  per  cent  from  periodonto- 
clasia. 

Caries 

The  average  10  year  old  child  has  be- 
tween 2 and  3 decayed,  missing  or  filled 
(DMF)  teeth.  By  14  or  15  he  has  several 
more  and  by  adult  age  still  more.  Almost 
every  adult  has  already  sustained  more 
or  less  caries  damage. 

People  in  the  more  favorable  and  more 
fortunate  circumstances  receive  dentist’s 
diagnosis  and  treatment  of  their  cavities. 
Many  fillings  sooner  or  later  break  down 
from  time  to  time  and  have  to  be  replaced 
with  more  extensive  and  more  complicated 
restorations.  At  any  time  infection  may 
reach  the  pulp  and  the  tooth  may  be  fi- 
nally lost. 

Treatment  of  caries — filling  and  repeat- 
edly filling  cavities  and  other  restorations 
— composes  a large  part  of  dental  practice 
at  the  present  time.  This  is  the  dental 
service  people  w'ant  and  are  willing  to 
pay  for,  and  is  what  the  dentist  is  trained 
best  to  do.  It  tends  to  retard  the  destruc- 
tive disease  process  and  to  prevent  or  to 
postpone  infection  of  the  pulp  and  final 
loss  of  the  tooth.  Therefore,  dental  health 
service  for  this  purpose,  if  for  no  other, 
is  of  great  importance  for  human  welfare. 

Periodontoclasia 

Periodontoclasia  is  a universal  ^ disease 
of  man,  originating  (as  gingivitis)  in 
childhood  and  continuously  progressing 

* Deail  ■ Emeritus  and  Professor  of  Experi- 
mental Medicine  Emeritus,  Tulane  University 
School  of  Medicine,  New  Orleans,  Louisiana. 


CHARLES  C.  BASS,  M.  D.* 
New  Orleans 

until  all  the  teeth  are  lost,  if  the  person 
lives  long  enough.  There  is  great  varia- 
tion in  the  rate  of  advancement  of  the  dis- 
ease about  different  teeth  in  the  same 
mouth  and  in  different  individuals.  This 
is  influenced  largely  by  the  oral  hygiene 
habits  and  methods  of  the  individual. 

Although  some  teeth  are  actually  lost 
from  this  disease  before  the  age  of  35  or 
40,  total  loss  usually  occurs  during  the 
age  period  of  40  to  60,  in  people  who  make 
inadequate,  inappropriate  or  no  oral  hy- 
giene effort.  Under  more  favorable  cir- 
cumstances some  of  the  teeth  (rarely  all 
of  them)  may  be  retained  into  the  70’s  or 
80’s  or  beyond. 

If  we  take  70  years  as  a convenient 
figure  for  life  expectancy  at  the  present 
time  it  is  apparent  that  the  average  per- 
son will  spend  his  last  ten  to  twenty  years 
almost  or  entirely  edentulous.  Usually 
long  before  the  last  few  teeth  are  lost 
others  have  already  been  lost  from  time 
to  time.  This  means  progressively  in- 
creasing handicap,  disadvantage  and  im- 
pairment of  function  and  the  consequences 
thereof,  over  a considerable  period  of 
years. 

Periodontoclasia  is  treated,  all  too  often 
by  radical  procedures  and  with  limited  suc- 
cess, mostly  by  a relatively  small  number 
of  specialists  in  the  field.  Their  attention 
and  interest  are  directed  chiefly  to  the  ad- 
vanced stages  of  the  disease.  Under  exist- 
ing circumstances  only  a small  fraction  of 
the  total  population  with  the  disease  now 
receive  the  services  that  are  absolutely 
necessary  to  prevent  and  control  it. 

Relation  of  Some  Systemic  Diseases  to 
Periodontoclasia 

It  is  well  known  that  blood  cultures 
taken  soon  after  operative  procedures  on 
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the  teeth,  such  as  extractions  and  perio- 
dontal treatment,  show  bacteremia  in  a 
large  per  cent  of  instances.-'^  Recently, 
use  of  improved  technics  has  yielded  ^ 
positive  cultures  after  82  per  cent  of  ex- 
tractions and  after  88  per  cent  of  other 
periodontal  operative  procedures.  Further 
refinement  of  blood  culture  technics  can 
be  expected  to  yield  a still  higher  propor- 
tion of  positives. 

Heavy  force  applied  to  the  teeth  during 
mastication  of  food,  or  otherwise,  especi- 
ally to  teeth  involved  in  the  advanced 
stages  of  periodontoclasia,  can  be  expected 
to  drive  bacteria  into  the  blood  stream 
in  the  same  way  as  operative  procedures 
do,  but,  of  course,  to  a lesser  extent. 
Therefore,  bacteremia  can  be  expected  to 
occur  frequently,  almost  daily,  during 
many  years  of  uncontrolled  advancing 
periodontoclasia. 

Many  of  the  micro-organisms  found 
present  in  the  lesions  of  advanced  dental 
disease — both  caries  and  periodontoclasia 
— and  those  found  in  blood  cultures  follow- 
ing dental  operations  are  similar  to  those 
found  in  diseases  in  other  parts  of  the 
body,  such  as  endocarditis,  myocarditis, 
pericarditis,  pneumonia,  osteomyelitis,  etc. 
In  most  of  these  the  infection  can  reach 
the  location  only  through  the  blood  stream. 
A considerable  proportion  of  cases  of  bac- 
terial endocarditis  are  traceable  directly 
to  recent  previous  dental  operations.®-® 

Orthodontic  Needs 

There  are  abnormalities  or  deformities 
in  the  dentitions  of  more  than  25  per  cent 
of  adults,  which  could  have  been  corrected 
or  greatly  improved  by  orthodontic  treat- 
ment. In  fact,  many  of  them  can  still  be 
greatly  improved  if  the  required  services 
and  skills  were  available.  The  unfortunate 
victim  of  such  deformities  is  at  a disad- 
vantage, at  many  places  in  life,  as  com- 
pared with  others  with  the  valuable  asset 
of  normal  good  looking  teeth  and  mouths. 

Because  of  the  small  number  of  special- 
ists in  this  field,  and  circumstances  which 
tend  to  limit  the  availability  of  their  serv- 
ices, only  a small  fraction  of  those  who 
need  help  receive  it.  The  rest  go  through 


life  thus  handicapped;  their  opportunities 
and  their  attainments,  in  some  respects  at 
least,  thus  impaired. 

Prevention 

Both  caries  and  periodontoclasia  are 
caused  by  microscopic  organisms.  The  le- 
sions at  first  are  microscopic  in  extent, 
they  advance  microscopically,  the  tissues 
involved  are  composed  of  microscopic  ele- 
ments and  the  destructive  processes  are 
microchemical.  Therefore,  the  etiological 
and  pathological  conditions  at  the  loca- 
tions where  the  lesions  originate  and  ad- 
vance can  be  known  only  through  micro- 
scopic research  and  study.  Effective  pre- 
vention must  be  based  upon  the  facts,  not 
just  opinions,  as  to  these  conditions.  Erro- 
neous opinions  obscure  but  they  do  not 
change  scientific  facts. 

Based  upon  accurate  information  as 
to  the  essential  local  etiology,  secured 
through  adequate  microscopic  research,  a 
method  of  personal  oi'al  hygiene  has  been 
designed  ' ® by  which,  for  all  practical  pur- 
poses, both  caries  and  periodontoclasia 
can  be  entirely  prevented.  Not  only  are 
new  lesions  of  these  diseases  prevented 
but  further  advancement  of  existing  dis- 
ease is  greatly  retarded — sometimes  en- 
tirely prevented  — by  this  same  means. 
Briefly  it  consists  of  a method  of  effec- 
tive cleaning  of  the  teeth  at  the  locations 
where  the  lesions  originate  and  advance, 
every  night  before  retiring.  This  means 
the  occlusal  pit  and  fissure  areas  and  the 
approximal  surfaces  around  the  contact 
points,  for  caries;  the  entrance  to,  and 
within,  the  gingival  crevices,  for  periodon- 
toclasia. 

A considerable  number  of  dentists  of 
the  highest  standing  in  their  respective 
communities,  some  located  in  more  than 
half  of  the  states  in  the  United  States, 
have  been  taught,  more  or  less  adequately, 
this  method  of  personal  oral  hygiene  and 
are  teaching  it  to  their  suitable  patients. 
There  are  now  literally  many  thousands  of 
people  following  the  method,  some  for  sev- 
eral years,  and  enjoying  far  superior  re- 
sults over  anything  that  could  occur  with- 
out it.  1 
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This  method  of  personal  oral  hygiene 
and  the  basis  for  it  will  have  to  be  taught 
in  all  the  dental  schools  in  this  country. 
At  present,  the  method  is  taught  in  only 
two  of  the  47  schools.  This  means  that 
most  dentists  graduating  now  do  not  know 
that  the  principal  diseases  of  the  teeth 
are  entirely  preventable  or  how  to  main- 
tain the  highest  degree  of  oral  cleanliness 
and  dental  health  in  their  own  mouths. 

Closing  Statements 

Countless  millions  of  American  people, 
in  all  walks  of  life,  urgently  need  dental 
health  service  upon  which  some  part  of 
their  potential  health,  happiness,  welfare 
and  longevity  depends.  This  service  must 
include  instruction  and  guidance  for  an 
effective  method  (there  is  only  one)  of 
personal  oral  hygiene.  This  is  absolutely 
necessary  for  prevention  and  control  of 
the  principal  diseases  of  the  teeth.  At  the 
present  time,  less  than  one-third  of  one 
per  cent  of  the  dentists  in  this  country 
have  learned  and  are  prepared  to  teach 
this  method  to  their  patients. 

It  is  a challenge  to  dental  education  to 
include  effective  personal  oral  hygiene  in 
the  undergraduate  curriculum  and  to  pro- 
vide the  necessary  refresher  courses  for 
graduates  who  have  not  learned  it  pre- 
viously. 

It  is  a challenge  to  conscientious  prac- 
ticing dentists  to  be  prepared  to  include 
in  their  services  accurate  and  correct  in- 
struction as  to  the  exact  method  of  per- 


sonal oral  hygiene  which  is  necessary  for 
prevention  of  further  damage  from  dental 
disease. 

It  is  a challenge  to  individuals,  agencies, 
institutions  and  organizations  concerned 
with  promotion  of  dental  health-welfare, 
to  get  the  facts  as  to  prevention  of  dental 
disease  for  guidance  in  their  activities. 

The  diseases  of  the  teeth  constitute  hu- 
manity’s most  prevalent  health  problem — 
the  most  prevalent  cause  of  long  continued 
crippling,  disfigurement  and  impairment 
of  function  to  which  man  is  subject. 

Good  dental  health  service  constitutes 
one  of  the  most  important  health  needs  of 
man. 
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House  Of  Delegates  Action  On  The  Vendor  Payment 
Plan  And  On  The  Kerr-Mills  Bill 


The  House  of  Delegates  of  the  Louisiana 
State  Medical  Society,  in  one  of  its  rare 
special  sessions,  took  action  on  March  5, 
1961,  in  regard  to  the  Vendor  Payment 
Plan  and  the  Kerr-Mills  Bill,  and  approved 
both.  This  is  a matter  of  considerable  im- 
portance to  the  membership  as  it  has  a 
direct  bearing  on  the  continuing  fight 
against  state  medicine  and  the  efforts  of 
the  present  administration  in  Washington 
to  put  into  law  the  compulsory  social  se- 
curity type  of  provision  for  the  aged.  This 
would  in  effect  be  an  additional  increment 
of  socialized  medicine,  and  would  provide 
a channel  for  successive  changes  which 
would  enact  the  whole  socialist  program. 

The  present  situation  and  the  events 
leading  up  to  it  may  be  profitably  re- 
viewed here.  In  recent  years,  increased 
benefits  for  those  on  the  welfare  rolls 
were  provided  by  Congress.  Among  these 
benefits  were  specifications  for  medical 
care  of  the  aged  and  those  on  general  as- 
sistance. Provisions  for  the  payment  of 


this  medical  care  were  written  into  the 
law  and  the  sections  covering  the  payment 
to  physicians  stated  that  under  certain 
circumstances  the  payment  must  be  made 
direct  to  the  physician  as  the  vendor  of 
medical  service.  This  became  known  as 
the  Vendor  Payment  Plan  and  put  the 
State  as  a third  party  in  the  patient- 
physician  relationship.  The  matter  of  the 
third  party  in  the  patient-physician  rela- 
tionship has  been  discussed  generally  by 
the  profession  for  two  generations.  The 
ethics  of  this  arrangement  has  been  the 
subject  of  intensive  debate.  In  general,  it 
might  be  said  that  decision  as  to  whether 
a given  system  of  third  party  payment  was 
ethical  dependent  upon  whether  or  not  it 
permitted  good  medicine  to  be  practiced 
rather  than  the  channels  through  which 
payment  was  made. 

Three  years  ago,  the  House  of  Delegates 
of  the  Louisiana  State  Medical  Society 
voted  to  cooperate  with  the  Department  of 
Welfare,  State  of  Louisiana,  in  discussing 
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its  then  growing  medical  care  program. 
Two  years  ago,  and  again  one  year  ago, 
the  House  of  Delegates  rejected  the  Ven- 
dor Payment  Plan  as  a part  of  that  pro- 
gram, but  directed  that  the  Society  should 
continue  to  cooperate  with  the  Depart- 
ment of  Welfare  in  discussions.  A deci- 
sion was  made  to  accept  payment  from 
the  Department  for  doctors  serving  on 
eligibility  boards  in  the  several  parishes 
and  those  seeing  patients  in  consultation 
for  the  Welfare  Department.  I'nder  these 
restrictions,  concerning  the  Vendor  Pay- 
ment Plan,  the  Department  of  Welfare  did 
not  wish  to  advance  its  program  further 
than  the  necessities  of  the  situation  dic- 
tated. These  necessities  pertained  to  the 
payment  for  the  care  of  patients  in  nurs- 
ing homes. 

This  was  the  status  quo  when  last  sum- 
mer the  A.  M.  A.  endorsed  and  actively 
supported  what  is  now  the  Kerr-Mills  Bill, 
eventually  passed  into  law’,  in  September 
1960.  This  action  of  Congress,  while  pass- 
ing a bill  considered  by  the  profession  to 
be  both  desirable  and  effective,  defeated 
the  objectionable  Forand  type  of  legisla- 
tion with  its  compulsory  social  security 
medical  care  plan  for  the  aged. 

The  Department  of  Welfare  of  the  State 
of  Louisiana  felt  constrained  not  to  ask 
for  State  legislative  action  implementing 
the  Kerr-Mills  Bill  and  its  Vendor  Pay- 
ment Plan  required  in  the  operation  of  the 
provisions  of  the  bill.  In  the  face  of  rejec- 
tion of  the  Vendor  Payment  Plan  by  the 
State  Society,  the  Executive  Committee  of 
the  State  Society  took  cognizance  of  the 
situation.  It  noted  that  the  operation  of 
the  law’  supported  by  the  A.M.A.  w’as 
being  retarded  by  previous  action  of  the 


State  Society.  On  February  25,  1961,  the 
Executive  Committee  of  the  State  Society 
passed  a motion  approving  the  Vendor 
Payment  Plan,  and  made  a recommenda- 
tion to  the  House  of  Delegates  that  the 
previous  action  by  the  House  be  reversed. 
The  Committee  also  passed  a resolution 
calling  a Special  Session  of  the  House  of 
Delegates  to  discuss  the  recommendation 
of  the  Committee.  The  House  of  Dele- 
gates, on  March  5,  approved  the  action  of 
the  Executive  Committee  and  went  on  rec- 
ord as  recommending  to  the  Governor  and 
the  Legislature  that  a plan  for  implemen- 
tation of  the  Kerr-Mills  Bill  be  drawn  up 
for  consideration  at  its  fiscal  session  this 
current  year.  This  action  cleared  the  w’ay 
for  the  State  Department  of  Welfare.  It 
facilitated  official  and  legislative  action 
on  the  part  of  the  State  to  implement  the 
bill  providing  medical  assistance  for  the 
aged. 

The  provisions  of  this  law,  in  its  desira- 
ble features,  in  contrast  to  the  Forand 
type  of  legislation,  w’ere  discussed  in  these 
columns  in  a recent  issue  (January  1961). 
In  brief,  it  is  a substantially  significant 
piece  of  legislation  designed  to  provide 
proper  and  complete  care  to  those  who 
really  need  help.  It  is  worthy  of  the  sup- 
port of  our  physicians,  and  if  properly 
implemented,  while  receiving  the  coopera- 
tion of  the  medical  profession,  it  will  be 
an  effective  argument  against  dangerous 
and  socialistic  legislation  of  the  Forand 
type  advocated  by  the  present  national 
administration. 

The  House  of  Delegates  is  to  be  con- 
gratulated upon  its  courageous  and  far 
seeing  action. 
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The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana  State 
Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contribute  to  the 
understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


0.  B.  OWENS,  M.  D. 
President 
1960-1961 


Dr.  0.  B.  Owens,  our  President  for  the 
past  year,  has  handled  the  affairs  of  the 
Society  in  a most  efficient  and  capable 
manner.  He  has,  at  all  times,  had  the  wel- 
fare of  the  Society  uppermost  and  has 
conducted  himself  and  the  office  with  the 
hope  that  his  actions  would  meet  with  the 
approval  of  its  members  and  would  create 
good  public  relations  throughout  the  field 
of  Medicine. 

Dr.  Olive  Boyd  Owens,  was  born  on  Sep- 
tember 29,  1901,  in  Vernon  Parish,  Louisi- 
ana, and  was  graduated  from  Hornbeck 
High  School  in  1917.  His  special  interests 
during  those  days  included  music  and  pho- 
tography. He  spent  much  of  his  out-of- 
class time  as  a driver  for  the  local  physi- 


cian making  home  calls  for  many  miles 
around  the  town.  At  that  time  he  recog- 
nized a dual  ambition,  to  become  a Doctor 
of  Medicine,  and  or  a college  professor. 

Dr.  Owens  attended  Louisiana  College 
in  Pineville  for  the  next  four  years  and 
was  graduated  with  a Bachelor  of  Arts 
degree  in  1921,  majoring  in  the  sciences. 
While  working  his  way  through  college,  he 
did  practically  every  type  of  work  on  the 
campus,  yet  found  time  to  play  the  Alto 
horn  and  later,  the  trumpet  in  the  college 
band.  His  further  work  in  photography 
was  reasonably  remunerative. 

Upon  graduation,  Dr.  Owens  was  ap- 
pointed an  Instructor  in  Biology  at  the 
college,  spent  his  next  summer  in  Peabody 
College  for  Teachers,  and  in  succeeding 
summers  attended  the  University  of  Chi- 
cago, where  he  earned  the  Master  of  Sci- 
ence degree  in  1927.  By  that  time  he  had 
been  promoted  to  Professor  of  Biology  and 
Director  of  pre-medical  training  at  Louisi- 
ana College.  He  continued  in  that  capacity 
until  1943  and  finds  some  of  his  greatest 
satisfaction  in  the  success  of  his  former 
students. 

Dr.  Owens  entered  the  University  of 
Tennessee  College  of  Medicine  at  Memphis 
in  1930  and  was  graduated  a Doctor  of 
Medicine  in  1933  with  an  earned  Certifi- 
cate of  Merit  for  his  scholarship.  While 
at  the  university  he  became  a Phi  Chi, 
and  upon  his  graduation  was  made  an 
A 0 A.  He  served  a rotating  internship  in 
the  Memphis  General  Hospital  during 
1933  and  1934.  He  then  returned  to  his 
teaching  at  Louisiana  College  and  con- 
ducted a part  time  practice  until  1943.  He 
has  been  in  full  time  practice  since  then. 

Following  his  admission  to  the  Rapides 
Parish  Medical  Society  he  became  a mem- 
ber of  the  Louisiana  State  Medical  Society, 
the  Southern  Medical  As.sociation  and  the 
American  Medical  Association.  He  is  a 
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F'ellovv  of  the  International  College  of  Sur- 
geons and  a member  of  the  American  So- 
ciety of  Abdominal  Surgeons. 

His  interests  outside  the  practice  of 
Medicine  in  Alexandria  are  reflected  in 
his  service  on  the  Board  of  Trustees  of 
Louisiana  College,  the  Board  of  Institu- 
tions of  Louisiana  for  four  years,  and  as 
a member  of  the  Louisiana  State  Board  of 
Health  for  the  past  several  years. 

As  early  as  1944,  Dr.  Owens  recognized 
the  oncoming  changing  social  order  and 
prepared  resolutions  for  the  House  of 
Delegates,  which  led  to  the  organization 
of  Louisiana  Physicians  Service  as  the 
Blue  Shield  Prepayment  Plan.  He  served 
as  President  of  that  organization  during 
the  seven  years  of  its  operation.  He  also 
served,  much  of  that  time,  as  District 
Commissioner  of  the  National  Blue  Shield 
Commission,  and  was  its  Secretary  during 
some  of  these  years.  Since  then,  for  sev- 
eral years  he  served  as  a member  of  the 
Committee  on  Prepayment  Insurance  of 
the  American  Medical  Association.  He  is 
presently  a member  of  the  Committee  on 
Aging  of  the  A.M.A.  He  has  attended  the 
meetings  of  the  American  Medical  Asso- 
ciation quite  regularly  for  many  years. 

The  medical  society  offices  and  commit- 
tee memberships  held  by  Dr.  Owens  in- 
clude practically  all  those  of  the  Rapides 
Parish  Society,  including  the  President, 
and  many  different  committees  of  the 
State  Society,  Councilor  for  the  8th  Dis- 
trict, Vice-Speaker  of  the  House  of  Dele- 
gates, Vice  President,  and  now  the  office 
of  President. 

Dr.  Owens  is  married  to  the  former  Miss 
Thelma  Magee  of  Franklinton,  Louisiana. 
They  have  one  son.  Bill,  presently  a stu- 
dent at  L.S.U.  He  has  been  a member  of 
the  Kiwanis  Club,  both  in  Alexandria  and 
in  Pineville,  and  has  been  for  the  past  few 
years  a member  of  the  Rotary  Club  of 
Alexandria.  He  has  served  on  the  Zoning 
Commission  of  the  City  of  Pineville  since 
its  establishment. 

Dr.  Owens  has  served  in  practically  all 
the  stations  of  all  the  York  Rite  Masonic 
bodies,  is  also  a member  of  all  the  Scottish 
Rite  bodies,  and  the  Shrine.  He  was  re- 


cently honored  with  membership  in  the 
Red  Cross  of  Constantine. 

The  hobbies  and  avocation  interests  that 
engage  this  versatile  and  energetic  doctor 
still  include  photography,  “do  it  yourself” 
projects  about  his  home,  hunting  and  fish- 
ing, music,  ball  room  dancing,  plant  graft- 
ing and  raising  Camellias,  Azaleas  and 
Dogwoods.  His  lovely  home  and  garden 
in  Pineville  attest  to  the  fact  that  he  has 
never  lacked  appreciation  of  earth’s  beau- 
ties, or  but  seldom  failed  to  express  it. 
His  favorite  expression  is  frequently 
heard  at  the  psychological  moment  — “I 
feel  a verse  coming  on.” 

Surely,  when  he  has  met  the  toast  of 
the  Gay  Philosopher  — “May  you  Live  all 
the  days  of  your  Life”,  his  passing  will  be 
attributable  in  part  to  a “soft  heart  for 
his  fellowman.” 

We  congratulate  Dr.  Owens  and  thank 
him  most  sincerely  for  serving  as  our 
President  for  the  past  year. 

o 

HOUSE  OF  DELEGATES  HOLDS  SPECIAL 
SESSION 

The  House  of  Delegates  of  the  Louisiana  State 
Medical  Society  held  a special  meeting  in  Baton 
Rouge,  March  5,  to  help  pave  the  way  for  the 
speedy  implementation  of  the  Kerr-Mills  Law  in 
Louisiana.  The  House  of  Delegates  voted  to 
approve  vendor  payment  so  provisions  of  the 
Kerr-Mills  Law  calling  for  this  method  of  pay- 
ment could  be  met.  As  a result  of  this  action, 
the  Society  now  approves  the  system  whereby 
physicians  bill  the  State  Welfare  Department  for 
services  rendered  to  those  eligible  under  the 
Welfare  Department  and  the  Kerr-Mills  law 
when  implemented  and,  in  turn,  receive  direct 
payment  from  the  State  agency  implementing 
this  program. 

The  House  of  Delegates  also  directed  the 
Committee  on  Public  Policy  and  Legislation  to 
work  with  the  State  Hospital  Board  and  the 
Louisiana  Hospital  Association  to  secure  legis- 
lation to  set  standards  for  all  private  hospitals 
in  the  State  and  to  determine  their  eligibility  to 
participate  in  the  Kerr-Mills  Law. 

At  present,  the  Committee  on  Public  Poli- 
cy and  Legislation  and  a special  advisory  com- 
mittee are  working  with  State  lawmakers  on 
drafting  the  necessary  legislation  to  implement 
the  Kerr-Mills  Law  and  set  hospital  standards  for 
the  program.  It  is  hoped  that  the  enabling  legis- 
lation will  be  passed  at  the  fiscal  session  of  the 
Legislature  which  convenes  in  May. 
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PRESS  AWARD  NOMINATIONS  DUE 

If  your  hometown  newspaper  has  published 
stories,  features  or  editorials  on  health  or  medi- 
cal subjects  which  you  feel  merit  consideration 
for  the  Society’s  annual  press  award,  please  send 
clippings  of  these  entries  at  once  to  the  Secre- 
tary-Treasurer. The  awards  will  be  made  in 
conjunction  with  the  Annual  Meeting.  Both 
daily  and  weekly  newspapers  are  eligible. 


SPECIAL  AMA  MEETING  ON  HEALTH  CARE 

State  medical  society  representatives  from  all 
parts  of  the  U.  S.  met  in  Chicago  March  18-19 
to  discuss  the  Anderson-King  Bill  (HR  4222) 
which  would  include  health  care  of  the  aged  in 
the  Social  Security  system.  The  Anderson-King 
Bill  is  merely  the  Forand  Bill  under  another 
name.  At  the  AMA  meeting,  plans  were  also 
discussed  for  speeding  implementation  of  the 
Kerr-Mills  Law  which  would  care  for  medical 
needs  of  the  aged  at  the  state  level.  The  con- 
ference also  outlined  plans  for  organizing  oppo- 
sition to  the  Anderson-King  Bill.  Representing 
the  Louisiana  State  Medical  Society  attending 
the  meeting  were  Dr.  C.  J.  Brown,  President- 
elect and  Chairman  of  the  Congressional  Com- 
mittee; Dr.  Maurice  E.  St.  Martin,  Chairman  of 
the  Committee  on  Geriatrics;  Dr.  Benjamin  0. 
Morrison,  and  Dr.  C.  Grenes  Cole,  Secretary- 
Treasurer. 


AMA  ANNUAL  MEETING  NEW  YORK 
JUNE  25-30 

The  noth  Annual  Meeting  of  the  American 
Medical  Association  will  be  held  at  the  Statler- 
Hilton  Hotel  in  New  York  June  25-30.  It  is 
anticipated  that  the  meeting  will  be  one  of  the 
largest  and  most  important  in  the  history  of  the 
Association.  Plan  now  to  attend  this  meeting. 


ANNUAL  MEETING — ROOSEVELT  HOTEL 
NEW  ORLEANS — MAY  8-10 
Opening  Session 

The  opening  session  of  the  Louisiana  State 
Medical  Society’s  81st  Annual  Meeting  will  be 
held  in  the  University  Room  of  the  Roosevelt 
Hotel  on  Monday,  May  8,  at  8 p.m.  At  the 
opening  meeting,  to  which  the  public  is  invited, 
14  members  will  be  honored  with  50-year  pins. 

House  of  Delegates 

The  House  of  Delegates  will  hold  its  first 
session  on  Monday,  May  8 at  9 a.m.  in  the  Gold 
Room,  followed  by  luncheon  in  the  Blue  Room. 
The  House  will  meet  again  on  Monday  at  2 p.m. 
The  final  session  of  the  House  of  Delegates  will 
be  held  Wednesday,  May  10  at  9:30  a.m.  in  the 
International  Room.  Registration  of  Delegates 
will  begin  at  8 a.m.  on  May  8. 

Out-of-State  Speakers 

Among  the  out-of-state  speakers  scheduled 
to  address  the  scientific  sessions  are  Dr.  Francis 


L.  Land,  Fort  Wayne,  Indiana;  Dr.  James  May, 
Dallas,  Texas;  Dr.  Herbert  M.  Stauffer,  Phila- 
delphia, Pa.;  Dr.  James  Sherwood  Taylor,  Little 
Rock,  Ark.,  and  Dr.  Frederick  Zuspan,  Augusta, 
Ga.  Scientific  sessions  will  be  held  all  day  Tues- 
day, May  9,  and  Wednesday,  May  10,  in  the  Uni- 
versity and  Gold  Rooms. 

Exhibits 

Scientific  and  technical  exhibits  will  be  in  the 
Grand  Ball  Room.  Members  are  urged  to  visit 
the  exhibits  and  register  with  the  technical  ex- 
hibitors. You  not  only  show  your  appreciation 
for  the  contribution  these  companies  make  to  the 
meeting  but  can  quickly  and  conveniently  see 
their  latest  offerings. 

Dinner  Dance 

The  annual  dinner  dance  will  be  held  in  the 
International  Room  beginning  at  8 p.m.  Wednes- 
day, May  10.  Reservations  for  the  dinner  dance 
should  be  made  when  registering.  Each  member 
of  the  Society  is  entitled  to  two  tickets  but  addi- 
tional tickets  may  be  purchased  at  the  registra- 
tion desk. 

Golf  Tournament 

The  golf  tournament  will  be  held  at  the  New 
Orleans  Country  Club  Tuesday,  May  9.  Those 
desiring  to  play  their  official  round  the  week- 
end prior  to  the  meeting  may  do  so  as  a guest 
of  any  member  of  the  New  Orleans  Country 
Club. 

Hotel  Reservations 

Members  desiring  assistance  with  hotel  resei- 
vations  should  contact  the  Secretary-Treasurer’s 
office  without  delay.  Reservations  will  be  pro- 
cessed on  a first  come,  first  served  basis. 


SPECIAL  A.M.A.  HEALTH  CARE  SESSION 

Approximately  five  hundred  physicians  from 
all  fifty  states  attended  a special  meeting  spon- 
sored by  the  American  Medical  Association  at 
the  Pick  Congress  Hotel  in  Chicago  on  March 
18-19,  1961.  Representing  Louisiana  from  the 
Louisiana  State  Medical  Society  were:  Dr.  C. 
Grenes  Cole,  Secretary-Treasurer;  Dr.  C.  J. 
Brown,  President  elect,  and  Dr.  Maurice  E.  St. 
Martin,  Chairman  of  Committee  on  Geriatrics; 
and  from  the  Orleans  Parish  Medical  Society, 
Dr.  Benjamin  0.  Morrison,  Chairman  of  the 
Orleans  Parish  Committee  on  Geriatrics. 

The  primary  purpose  of  the  meeting  was  to 
strongly  emphasize  the  need  for  arousing  physi- 
cian interest  and  understanding  of  the  various 
health  care  plans  for  the  aged — specifically,  the 
Kerr-Mills  Bill  which  the  A.M.A.  is  solidly  sup- 
porting, and  the  Anderson-King  Bill  introduced 
recently  by  the  proponents  of  compulsory  health 
legislation  (H.  R.  4222 — another  type  of  For- 
and bill).  The  latter  bill  is  at  present  in  the 
House  Ways  and  Means  Committee  and  could 
come  before  Congress  at  any  time.  The  immi- 
nence of  Socialized  Medicine  under  this  Kennedy 
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s\(lniinistration  plan  was  made  quite  clear  by 
the  A.M.A.  officials. 

They  also  pointed  out  that  implementation  of 
the  Kerr-Mills  Hill  by  the  separate  states  is 
piojjressinK  at  a satisfactory  pace  considering 
the  fact  that  it  has  only  been  a law  approxi- 
mately six  months  (September  1960),  and  many 
of  the  state  legislatures  have  not  convened  since 
that  time.  It  is  also  unanimously  felt  that  this 
is  a good  and  satisfactory  solution  of  aged  health 
care  and  should  he  given  an  adequate  trial. 

One  of  the  most  distressing  points  brought  out 
at  the  meeting  was  the  fact  that  so  many  physi- 
cians are  not  familiar  with  the  Kerr-Mills  Bill, 
This  likewise  indicates  that  this  large  group  of 
physicians  are  therefore  not  familiar  with  the 
position  of  the  A.M.A.  in  this  all-important  fight 
to  save  American  Medicine  from  becoming  social- 
ized. This  lethargy  and  complacency  of  the  doc- 
tors themselves  was  one  of  the  major  problems 
pointed  up  at  the  meeting,  and  ways  and  means 
to  overcome  this  were  discussed. 

To  this  end  it  was  strongly  urged  that  a 
speakers  bureau  be  formed  in  the  various  local 
societies  throughout  the  country — specifically  to 
provide  speakers  who  would  be  well  informed 
and  capable  of  putting  the  subject  of  health  care 
for  the  aged  across  in  concise  and  succinct  fash- 
ion— and  that  such  speakers  would  go  before  the 
local  doctors  in  each  state,  not  only  to  better 
inform  them  of  the  situation,  but  also  to  enlist 
their  interest  in  it. 

By  getting  as  many  of  the  physicians  as  pos- 
sible alerted  and  cooperative,  then  other  steps, 
with  their  help,  could  be  taken  — notably: 
1.)  Each  physician  should  write  to  his  local  Con- 
gressman and  Senator  and  also  get  his  friends 


and  patients  to  write  on  our  behalf;  2.)  Place 
pamphlets  on  the  subject,  which  are  available 
free  through  the  A.M.A.,  in  his  waiting  room  and 
also  send  them  out  with  his  medical  bills; 
3.)  Discuss  with  and  enlist  the  aid  of  his  local 
newspaper  editors,  radio  and  television  report- 
ers; 4.)  Encourage  speeches  before  civic  groups; 
5.)  Ask  the  various  Women’s  Auxiliaries  to  take 
an  active  part  in  disseminating  an  honest  under- 
standing of  the  issues  involved,  etc.  If  these 
and  other  similar  steps  were  taken  much  could 
be  accomplished. 

It  was  also  pointed  out  that  the  official  news 
organ  of  the  A.M.A.— THE  A.M.A.  NEWS— 
published  every  two  weeks — gives  all  of  the  in- 
formation that  any  well-informed  physician  ac- 
tually needs — if  he  would  only  read  and  thor- 
oughly digest  the  contents  and  go  one  step  fur- 
ther— discuss  it  frequently  with  his  colleagues, 
friends  and  patients. 

The  dire  need  for  clear,  honest,  and  intelli- 
gent understanding  of  the  issues  was  re-empha- 
sized  by  the  spokesman  for  the  A.M.A.  Many 
erroneous  statements  are  made  by  our  oppo- 
nents. It  is  therefore  mandatory  for  every  phy- 
sician to  learn  the  facts  in  order  to  help  keep 
the  record  straight. 

Just  think!  American  physicians  see  an  esti- 
mated two  million  patients  each  day — if  each 
physician  would  only  do  his  small  part  and  get 
the  message  to  patients  and  friends  alike — what 
a tremendous  avenue  of  communication  and  un- 
derstanding this  would  be!  So  the  plea  is — -do 
your  little  bit — fight  for  the  freedom  of  Ameri- 
can Medicine — this  may  be  your  last  chance! 

Maurice  E.  St.  Martin,  M.  D. 

Chairman 

Committee  on  Geriatrics. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Date 

Place 

Third  Tuesday  of  every  month 
Fourth  Tuesday  every  other  month 

Lake  Charles 

Second  Tuesday  of  every  month 

Baton  Rouge 

Third  Thursday  of  every  month 
Second  Tuesday  of  every  month 

Lafayette 

Third  Tuesday  of  every  month 

Bastrop 

Second  Tuesday  of  every  month 
Second  Monday  of  every  month 

New  Orleans 

First  Thursday  of  every  month 

Monroe 

First  Monday  of  every  month 

Alexandria 

First  Wednesday  of  every  month 
Second  and  fourth  Thursdays  of 
every  month 

Independence 

Third  Thursday  of  every  month 
First  Tuesday  of  every  month 

Shreveport 

First  Thursday  of  every  month 


Second  District 
Shreveport 
Vernon 

A.M.A.  TO  STAGE  BIG  “WORLD’S  FAIR”  OF 
MEDICINE  IN  NEW  YORK  IN  JUNE 

The  American  Medical  Association’s  110th  an- 
nual meeting,  the  “world’s  fair  of  medicine,” 
will  bring  an  estimated  50,000  persons,  including 
25,000  physicians,  into  New  York  City,  June 
25-30. 

The  five-day  convention,  biggest  of  its  kind 
in  the  world,  will  attract  not  only  doctors,  but 
also  their  wives  and  families  as  well  as  residents, 
interns,  exhibitors;  in  fact,  people  connected 
with  all  the  allied  fields  of  medicine.  Hence,  the 
convention  theme:  “Teamwork  in  Medicine.” 

The  1961  meeting  will  mark  the  eighth  time 
that  the  A.M.A.  has  met  in  New  York.  The  last 
convention  there  was  in  1957  when  23,888  phy- 
sicians registered. 

Technical  exhibits,  numbering  827  and  dis- 
playing everything  from  medical  books  to  dia- 
pers, and  more  than  350  scientific  exhibits 
largely  developed,  designed,  and  manned  by  phy- 
sicians reporting  their  research,  will  take  up 
practically  every  inch  of  space  on  all  four 
floors  of  New  York’s  big  Coliseum. 

In  the  past,  A.M.A.  conventions  opened  on 
Monday,  but  as  convenience  to  physicians  and  in 
anticipation  of  the  heavy  attendance,  both  the 
registration  facilities  and  the  technical  and  sci- 
entific exhibits  will  be  open  and  staffed  until 
5 o’clock  Sunday  afternoon. 

Registration  hours,  Monday  through  Thurs- 
day, will  be  from  8:30  a.m.  to  5:30  p.m.,  and 
until  12  noon  on  Friday,  the  final  day.  The 
Coliseum  will  be  open,  however,  to  physicians 
only  on  Tuesday,  Wednesday,  and  Thursday 
morning. 

Dr.  Leonard  W.  Larson,  63-year-old  patholo- 
gist and  clinic  executive  from  Bismarck,  N.  I)., 
will  be  inaugurated  as  president  of  the  A.M.A. 
at  8:30  p.m.,  Tuesday,  in  the  Waldorf-Astoria 
ballroom.  Dr.  Larson,  who  will  give  his  inaugu- 
ral address  at  that  time,  succeeds  Dr.  Vincent 
Askey,  Los  Angelos  surgeon. 


A reception  and  ball  for  the  incoming  presi- 
dent will  follow  the  inaugural  ceremony. 

Scientific  Sessions 

More  than  2,000  physicians  will  take  part  in 
the  A.M.A.  scientific  progi-am,  which  is  de- 
signed to  keep  doctors  abreast  of  what’s  new  in 
medicine. 

House  of  Delegates 

The  House  of  Delegates,  the  policymaking 
body  of  the  A.M.A.,  will  meet  at  the  Statler- 
Hilton,  the  headquarters  hotel,  at  10  o’clock  on 
Monday  morning. 

The  House  of  Delegates  actually  is  the  voice 
of  American  medicine.  Any  proposal  or  resolu- 
tion may  originate  in  one  or  more  of  the  1,900 
county  medical  societies,  then  carried  by  duly- 
elected  representatives  to  state  meetings,  and 
from  there  to  the  A.M.A.  House  of  Delegates  for 
final  action. 

Woman’s  Auxiliary 

Approximately  3,000  members  of  the  Woman’s 
Auxiliary  will  hold  their  38th  annual  convention 
in  New  York  City  simultaneously  with  the 
A.M.A.  meeting.  Headquarters  will  be  at  the 
Hotel  Roosevelt. 

Student  American  Medical  Association 

The  president  and  vice  president  of  the  Stu- 
dent American  Medical  Association  will  serve 
as  ex-officio  members  of  the  House  of  Delegates. 
The  new  officers  will  be  elected  at  the  11th 
annual  SAMA  meeting  in  Chicago’s  Pick-Con- 
gress Hotel,  May  4-7. 


DISABILITY  EVALUATION  UNDERTAKEN 
BY  TULANE 

A research  program  has  been  undertaken  by 
Tulane  medical  school  and  two  other  institutions 
to  evaluate  present  methods  for  determining 
eligibility  to  receive  disability  benefits  under 
social  security.  The  project  is  being  undertaken 
at  the  request  of  the  Bureau  of  Vocational  Re- 
habilitation of  the  Department  of  Health,  Educa- 
tion and  Welfare.  The  aim  is  to  find  criteria 
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for  assessing:  rehabilitation  potential  so  that 
those  who  can  profit  from  such  services  may  be 
encouraged  to  do  so.  It  will  also  help  ascertain 
what  rehabilitation  services  are  needed. 

To  achieve  these  objectives  a small,  randomly 
selected  group  of  patients  applying  for  disability 
benefits  will  undergo  an  evaluation  of  their  dis- 
ability by  a team  composed  of  a physician,  psy- 
chologist, medical  social  worker,  vocational  coun- 
selor and  occupational  therapist.  The  patients 
will  be  selected  from  the  five  parish  are  of  Or- 
leans, St.  Bernard,  Jefferson,  St.  Charles  and 
Tangipahoa. 

To  recommend  or  undertake  treatment  is  be- 
yond the  scope  of  the  project.  Dr.  Jack  Wick- 
strom,  director  of  the  project  and  professor  of 
orthopedic  surgery  at  Tulane,  pointed  out  that 
the  findings  of  the  evaluation  team  will  be  made 
available  to  the  family  physician.  The  family 
physician,  or  the  physician  named  by  the  patient 
in  his  original  application,  will  be  contacted 
should  his  patient  be  included  in  the  research 
project. 

Members  of  the  evaluation  team  are  Dr. 
Wiley  H.  Jenkins,  internist,  William  O.  Smith, 
psychologist.  Miss  Ann  K.  Rice,  medical  social 
worker,  James  C.  Landry,  vocational  counselor, 
and  Mrs.  Ruth  Metcalfe,  occupational  therapist. 
The  project’s  administrative  staff  includes,  in 
addition  to  Dr.  Wickstrom,  Miss  Dorothy  Rising- 
er,  project  coordinator  and  social  work  super- 
visor, Donald  M.  Salzman,  research  director,  and 
Miss  Brent  S.  Robertson,  executive  secretary. 


DOCTORS  AT  A.M.A.  CONVENTION  TO  SEE 
INTERNATIONAL  MEDICAL  FILM 
EXHIBITION 

A special  scientific  feature  at  the  110th  an- 
nual meeting  of  the  American  Medical  Associa- 
tion in  New  York  City,  June  25-30,  will  be  a 
series  of  outstanding  medical  films  from  all 
parts  of  the  world. 

This  second  U.  S.  International  Medical  Film 
Exhibition  is  being  coordinated  by  the  A.M.A. 
Department  of  Medical  Motion  Pictures  and  Tel- 
evision in  cooperation  with  Johnson  and  Johnson 
for  showing  in  Room  C of  New  York’s  big  Coli- 
seum during  the  convention. 

“We  are  pleased  to  participate  again  in  this 
important  phase  of  postgraduate  medical  educa- 
tion,’’ said  Dr.  John  Henderson,  medical  director 
of  Johnson  and  Johnson.  “These  carefully  se- 
lected films,  covering  practically  every  specialty 
of  medicine,  represent  a fine  medium  for  the 
continuing  education  of  the  busy  practicing 
physician,”  he  said. 

More  than  50  medical  films  will  be  shown 
and,  in  many  instances,  the  film’s  author  will 
be  present  to  answer  questions  from  the  attend- 
ing physicians.  More  than  30  of  the  films  will 
be  from  foreign  countries. 

For  the  first  time  in  the  history  of  medical 


meetings,  the  film  exhibition  will  include  a 
number  of  film  forums  in  which  international 
medical  experts  will  participate  as  panelists. 
One  such  film  forum  will  cover  selective  coro- 
nary cinearteriography.  Others  will  deal  with 
neurological  examination  of  children,  and  ob- 
stetrics and  gynecology. 

Other  films  will  give  a pictorial  summary  of 
medical  missionary  activities  in  Africa,  India, 
and  other  parts  of  the  woi  ld. 

Among  the  subjects  to  be  covered  in  the  films 
and  the  authors  will  be: 

“External  Cardiac  Massage”  by  Dr.  James 
Jude  and  a group  of  physicians  from  Johns 
Hopkins  Hospital,  Baltimore;  “Pediatric  Gyne- 
cology” by  Drs.  Rudolf  Peter  and  Karel  Vesely 
of  Prague,  Czechoslovakia;  “Procedure  of  Choice 
in  Duodenal  Ulcer  Problems”  by  Dr.  R.  Cam- 
eron Harrison,  Edmonton,  Alberta,  Canada;  “An- 
terior Fusion  in  Spinal  Tuberculosis”  by  A.  R. 
Hodgson,  Hong  Kong,  China,  and  “Life  with  a 
Substitute  Bladder”  by  Drs.  James  W.  Merricks 
and  R.  K.  Gilchrist,  Chicago. 

“The  American  Medical  Association  is  happy 
to  present  these  outstanding  films  to  its  mem- 
bers,” said  Dr.  F.  J.  L.  Blasingame,  executive 
vice  president  of  the  A.M.A.  “The  exhibition 
points  the  way  toward  better  medical  procedure 
through  teaching,  thus  helping  the  doctor  in  his 
daily  practice.” 

Information  about  the  film  exhibit  may  be 
obtained  from  Ralph  Creer,  Department  of  Medi- 
cal Motion  Pictures,  and  Television,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago  10,  Illinois. 


TULANE  PLANS  MATAS  AWARD 
PRESENTATION 

The  eighth  presentation  of  the  Rudolph  Matas 
Award  in  Vascular  Surgery  will  be  made  on 
April  20,  1961,  to  Dr.  Clarence  Crafoord  of 
Stockholm,  Sweden,  at  Tulane  school  of  medicine. 
Dr.  Crafoord  is  professor  of  thoracic  surgery  at 
the  Karolinska  Institutet  and  director  of  the 
thoracic  clinic  in  Karolinska  Sjukhuset.  The 
award  which  was  established  in  1934  is  made 
periodically  to  a member  of  tbe  medical  pro- 
fession who  has  pioneered  in  the  field  of  vascu- 
lar surgery.  Dr.  Crafoord  pioneered  in  surgical 
treatment  for  pulmonary  embolism,  conducted 
thorough  studies  on  the  use  of  heparin,  per- 
formed the  first  successful  surgical  correction 
of  coarctation  of  the  aorta  in  1944,  and  invented 
and  used  a heart-lung  machine  for  intracardiac 
surgery.  The  Matas  Award  is  established  under 
terms  of  the  Violet  Hart  Fund  of  Tulane  Uni- 
versity. The  committee  of  Award  consists  of 
Dr.  Emile  Bloch,  chairman.  New  Orleans,  Dr. 
Isidore  Cohn,  New  Orleans,  Dr.  Oscar  Creech, 
Jr.,  New  Orleans,  and  Dr.  Rudolph  M.  Landry, 
Memphis.  The  award  was  last  presented  in  1958 
to  Dr.  John  H.  Gibbon,  Jr.,  who  developed  and 
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used  the  first  heart-lung  machine  for  intracar- 
diac surgeiy. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  next  scheduled  examinations  (Part  II), 
oral  and  clinical  for  all  candidates  will  be  con- 
ducted at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board  from  April  8 through 
15,  1961.  Formal  notice  of  the  exact  time  of 
each  candidate’s  examination  will  be  sent  him 
in  advance  of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I 
Examinations  will  be  notified  of  their  eligibility 
for  Part  II  Examinations  as  soon  as  possible. 

All  candidates,  eligible  for  Part  II  Examina- 
tions, who  have  applied  for  the  first  time  in  1960, 
will  be  required  to  submit  a duplicate  list  of  the 
hospital  admissions  as  contained  in  their  appli- 
cation. 

The  deadline  date  for  the  receipt  of  New  and 
Reopened  Applications  for  the  1962  examina- 
tions is  August  1,  1961.  Candidates  are  urged  to 
submit  their  applications  as  soon  as  possible  be- 
fore that  time. 


MOTION  PICTURE  ON  CONTROL  OF 
RADIATION  EXPOSURE  NOW 
AVAILABLE 

“Radiation : Physician  and  Patient’’,  a new 

16-millimeter  motion  picture  on  the  control  of 
radiation  exposure  in  diagnostic  radiology,  is 
now  available  to  physicians  at  the  Louisiana 
State  Board  of  Health  film  library. 

Filmed  by  the  American  College  of  Radiology 
in  coopeiation  with  the  U.  S.  Public  Health  Serv- 
ice, the  45-minute  color  motion  picture  centers 
around  an  informal  talk  on  medical  radiology 
by  Dr.  Richard  H.  Chamberlain,  professor  of 
ladiology.  University  of  Pennsylvania  School  of 
Medicine  and  Graduate  School  of  Medicine.  Emi- 
nent authorities  demonstrate  radiobiological  ef- 
fects, with  clinical  applications  made  by  mem- 
bers of  the  University  of  Pennsylvania  staff  in 
a demonstration  with  actual  patients. 

Requests  to  borrow  the  film  should  be  made 
at  least  10  days  before  the  date  of  showing  in 
writing  to  the  state  board  of  health  film  library, 
P.  O.  Box  6.30,  New  Orleans  7. 


SOUTH  CENTRAL  ASSOCIATION  OF 
BLOOD  BANKS 

The  Third  Annual  Meeting  of  the  South  Cen- 
tial  Association  of  Blood  Banks  held  at  the  Jung 
Hotel  in  New  Orleans,  Louisiana,  March  3rd  and 
4th  was  well  attended  by  blood  bankers  thi'ough- 
out  the  six-state  area. 

An  excellent  scientific  i>rogram  plus  a techni- 
cal workshoi)  designed  for  both  physicians  and 
medical  technologists  was  piesented. 

Guest  speakers  on  the  progi’am  included  Dr. 
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John  R.  Schenken,  Director  of  Laboratories, 
Nebiaska  Methodist  Hospital,  Omaha,  Nebraska; 
Dr.  Mark  F.  Lesses,  Director  of  the  Blood  & 
Transfusion  Unit  of  the  Beth  Israel  Hospital, 
Boston,  Massachusetts;  Messrs.  Robert  T.  Mc- 
Gee, William  Pollock;  Miss  Marjory  Stroup  and 
Miss  Margaret  Treacy  of  the  Ortho  Research 
Foundation,  Raritan,  New  Jersey. 

At  the  business  session  on  Friday,  March  3rd, 
the  following  officers  and  district  directors  were 
elected  to  serve  the  Association  for  1962: 

President — Albert  L.  McQuown,  M.  D.,  Baton 
Rouge,  Louisiana 

Vice  President — Ralph  R.  Erdman,  M.  D.,  Am- 
arillo, Texas 

Secretary — L.  Ruth  Guy,  Ph.D.,  Dallas,  Texas 
(re-elected) 

Treasurer — Florence  Del  Prete,  Amarillo,  Tex- 
as (re-elected) 

District  Directors: 

Norma  M.  Bender,  M.T.(ASCP)BB — -Baton 
Rouge,  Louisiana 

Harold  V.  Beighley,  M.  D. — Albuquerque,  New 
Mexico 

Inkermann  C.  Scott — Tyler,  Texas 

Fort  Worth,  Texas  was  selected  as  the  meet- 
ing site  for  1962 — the  date  to  be  announced 
later. 


AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  TO  HOLD  JOINT 
MEETING  WITH  AMA  IN  1961 

The  27th  Annual  Meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the 
Commodore  Hotel,  New  York  City,  Thursday, 
June  22  through  Monday,  June  26.  Scientific 
sessions  will  open  Saturday,  June  24  and  will 
continue  through  Monday,  June  26. 

A joint  session  with  the  Section  on  Diseases 
of  the  Chest  of  the  American  Medical  Associa- 
tion will  be  held  at  the  Coliseum,  Monday,  June 
26.  This  will  be  the  first  joint  meeting  in  the 
history  of  the  two  societies. 

The  popular  Fireside  Conferences,  also  to  be 
a joint  session  sponsored  by  both  the  AMA  and 
the  College,  will  be  held  at  the  Commodore 
Hotel,  Monday  evening,  June  26. 

The  following  physicians  from  Louisiana  will 
participate  in  the  College  program : Maurice  S. 
Tarshis  (Ph.D.),  Alexandria;  Howard  A.  Buech- 
ner,  George  E.  Burch  and  Alton  Ochsner,  New 
Orleans. 


REJUVENATING  EFFECTS  OF  PROCAINE 
REFUTED  IN  A.M.A.  JOURNAL 

Rejuvenating  powers  attributed  to  procaine, 
a local  anesthetic  known  by  its  trade  name  nova- 
caine,  were  strongly  refuted  in  the  Journal  of 
the  American  .Medical  .Association. 

Since  1956,  Prof.  Anna  Aslan  and  her  associ- 
ates of  the  C.  I.  Parhon  Institute  of  Geriatrics, 
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Bucharest,  Rumania,  have  published  several  ar- 
ticles claimiii}!:  that  procaine  had  a rejuvenatin}; 
effect  on  elderly  persons.  Last  August,  Pro- 
fessor Aslan  spoke  on  the  subject  in  San  Fran- 
cisco. 

Writing  in  the  February  11  A.M.A.  Journal, 
Dr.  G.  C.  Chiu,  Eli  Lilly  and  Company,  India- 
napolis, said  “procaine  and  its  components  . . . 
have  been  extensively  studied,  and  there  is  no 
evidence  to  support  the  claims  of  Professor 
Aslan  for  a ‘rejuvenating’  effect  of  procaine.” 

Professor  Aslan  reported  in  19(50  that  more 
than  20,000  patients  had  been  treated  with  pro- 
caine since  1951,  Dr.  Chiu  said,  but  unfortunate- 
ly techniques  reciuired  for  valid  conclusions, 
such  as  control  series  or  statistical  analysis,  were 
not  used  in  conjunction  with  the  treatment. 

Her  reports  and  others  published  in  Russia, 
Czechoslovakia,  and  East  Germany,  he  said, 
“are  of  only  testimonial  nature.” 

The  treatment,  he  explained,  consists  of  a 
series  of  intramuscular  injections  of  a solution 
of  procaine  hydrochloride. 

Sensational  improvement  has  been  reported 
in  a wide  variety  of  conditions,  including  senili- 
ty, loss  of  memory,  deficient  hearing  and  vision, 
impotence,  white  hair,  hair  loss,  eczema,  heart 
and  circulatory  reaction  to  stress,  Parkinson’s 
disease,  hardening  of  the  arteries,  arthritis, 
peptic  ulcer,  asthma,  and  high  blood  i)ressure, 
he  said. 

However,  Dr.  Chiu  said : 

“From  an  analysis  of  the  data  contained  in 
the  published  reports  on  procaine,  it  is  evident 
that  the  agent  produced  no  curative  effect  on 
the  underlying  diseases.  Its  palliative  effect 
was  transient,  lasting  no  more  than  GO  minutes 
following  administration. 

In  a recent  study  in  this  country  in  which  10 
elderly  patients  with  degenerative  diseases  were 
treated  with  a series  of  procaine  injections  for 
up  to  15  months,  he  added,  only  2 showed  any 
improvement,  and  a careful  retrospective  analy- 
sis indicated  that  procaine  was  not  responsible. 


HEART  ATTACKS  OCCUR  MORE  OFTEN 
AMONG  LOWER-SALARIED  MEN 

Heart  attacks  occur  more  frequently  among 
lower-salaried  male  employees  than  among  those 
in  higher  brackets,  a study  of  the  personnel  of 
a large  industrial  firm  indicated. 

A three-year  study  of  first  heart  attacks 
among  E.  I.  du  Pont  de  Nemours  & Company 
personnel  was  reported  by  Sidney  Pell,  Ph.D., 
and  C.  A.  D’Alonzo,  M.  D.,  Wilmington,  Del.,  in 
the  February  11  Journal  of  the  American  Medi- 
cal Association. 

The  company  population  averaged  89,089  per- 
sons ranging  in  age  from  17  through  64.  There 
were  75,301  men  and  13,788  women.  The  ma- 


jority resided  in  the  Middle-Atlantic  and  South- 
eastern states. 

Male  employes  were  divitled  into  five  groujjs 
on  an  economic  basis  and  level  of  job  lespon- 
sibility  to  ascertain  the  relationship  between 
heart  attacks  and  occupation,  if  any. 

The  study  showed  that  the  incidence  of  heait 
attacks  was  lowest  among  the  highest  salary 
groups,  being  2 per  1,000  persons  ])er  year.  In 
the  second  highest  salary  group,  the  rate  was  2.4 
per  1,000  and  the  rate  rose  to  3.8  and  4 per 
1,000  in  the  two  lower-salaried  groups. 

The  fifth,  or  “wage  roll,”  group  consisted  of 
skilled,  semi-skilled,  and  unskilled  ])roduction 
workers  who,  on  the  whole,  were  more  physically 
active  at  work  than  those  in  the  other  four 
classifications.  The  heart  attack  rate  in  this 
group  was  2.9  per  1,000  persons  per  year. 


DENTAL  SURGERY  NEED  NOT  HALT 
ANTICOAGULANT  THERAPY 

Dental  surgery  can  be  performed  on  i)ersons 
taking  anticoagulant  drugs  without  fear  of  ex- 
cessive bleeding,  according  to  an  article  in  the 
F'ebruary  11  Journal  of  the  American  Medical 
Association. 

Anticoagulants  are  given  patients  who  have 
suffered  heart  attacks,  strokes,  or  other  effects 
of  blood  clots  to  prevent  recurrences.  There 
have  been  conflicting  reports  as  to  whether  den- 
tal surgery  should  be  performed  while  a patient 
is  taking  a drug  designed  to  slow  the  clotting 
process. 

S.  J.  Behrman,  D.D.S.,  and  I.  S.  Wright,  M.  D., 
New  York  City,  reported  in  the  A.M.A.  Journal 
on  a study  of  20  patients  on  long-term  anticoag- 
ulant therapy  who  underwent  45  suigical  pro- 
cedures at  The  New  York  Hospital,  Cornell  Uni- 
versity Medical  College. 

They  said  the  study  indicated  that  with  care- 
ful medical  management  and  prescribed  surgi- 
cal techniques,  dental  surgery  may  be  carried 
out  safely  while  blood  clotting  time  is  being 
slowed. 

“Our  experience  has  resulted  in  the  conclu- 
sion that,  when  taken  properly,  anticoagulants 
need  not  be  discontinued  for  appropriate  dental 
surgery,  and  that  such  discontinuance  may  be 
more  dangerous  than  proper  dental  surgical 
technique  under  therapeutic  anticoagulant  lev- 
els,” they  said. 

Discontinuance  of  the  drug,  they  pointed  out, 
could  permit  a recurrence  of  a fatal  blood  clot. 


PROCEEDINGS  OF  THE  CONVOCATION  ON 
GREAT  ISSUES  OF  CONSCIENCE  IN 
MODERN  MEDICINE  VIDEOTAPED 
FOR  TELECASTING 

Last  fall  Dartmouth  and  the  Dartmouth  Medi- 
cal School  sponsored  a Convocation  on  the  Great 
Issues  of  Conscience  in  Modern  Medicine.  It 
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brought  together  some  of  the  keenest  and  most 
articulate  people  concerned  with  this  area. 

The  proceedings  were  videotaped  for  the  Na- 
tional Educational  Television  and  Radio  Center 
for  telecasting  over  their  50-station  network. 
Because  of  its  special  interest  to  the  medical 
profession,  the  three  90-minute  shows  will  be 
shown  on  the  following  stations  in  the  Louisiana 
and  Texas  areas:  WYES — New  Orleans,  during 
the  weeks  of  April  16-22,  23-29,  April  30  - May 
6;  KUHT — Houston,  during  the  weeks  of  April 
16-22,  23-29,  April  30  - May  6. 

The  NETRC  schedule  now  available  cannot 
list  the  exact  times  or  days  of  the  telecasts,  but 
local  stations  will  supply  these  on  request. 


NATIONAL  HOSPITAL  WEEK 

The  hospital  and  the  community  have  a recip- 
rocal relationship;  neither  can  be  really  healthy 
without  the  other. 

This  partnership  will  be  emphasized  during 
National  Hospital  Week,  May  7-13,  with  its 
theme  of  “Your  Hospital — A Community  Part- 
nership.” 

Without  the  hospital,  many  members  of  the 
community  would  not  realize  their  “heritage  of 
health,”  and  without  community  support,  many 
hospitals  would  be  unable  to  meet  their  com- 
munities’ health  needs,  according  to  a new  leaf- 
let prepared  by  the  American  Hospital  Associa- 
tion. 

With  one  of  every  eight  persons  expected  to 
enter  a hospital  this  year,  hospitals  play  a major 
role  in  the  lives  of  many  Americans,  the  leaflet 
noted.  For  hospitals  to  maintain  and  to  raise  the 
quality  of  care  for  these  23  million  Americans, 
they  must  be  supported  by  their  communities. 

The  hospital’s  responsibilities  are: 

— Patient  care,  its  major  responsibility.  More 
than  a million  and  a half  hospital  employees. 


using  the  newest  techniques,  stand  ready  around- 
the-clock  to  provide  a multitude  of  services  for 
the  nation’s  sick  and  injured. 

— Education  of  health  personnel.  All  physi- 
cians and  nurses  receive  part  of  their  training 
in  the  hospital,  as  do  many  medical  record  li- 
brarians, x-ray  technicians,  physical  therapists 
and  dozens  of  other  paramedical  personnel. 
Without  hospital  training,  these  persons  would 
be  unable  to  provide  the  high  quality  of  service 
necessary  for  the  best  patient  care. 

— Research.  While  the  early  stages  of  medical 
research  may  be  carried  out  in  the  laboratory, 
work  ultimately  must  be  done  in  the  hospitals. 
Nearly  every  medical  advance  has  resulted  from 
some  type  of  investigation  in  a hospital. 

— Preventive  medicine.  This  may  range  from 
giving  mass  inoculations  at  the  time  of  an  epi- 
demic to  conducting  classes  in  prenatal  and 
child  care  or  mental  hygiene.  This  might  also  be 
called  education  of  the  community  for  better 
health. 

The  community’s  duties  involve  supporting  the 
hospital,  which  is  more  and  more  coming  to  be 
a community  health  center.  Support  may  be 
given  to  a hospital  by: 

— Volunteering  of  personal  service  to  the  hos- 
pital, either  as  a trustee  or  an  aide. 

— Encouraging  young  people  to  enter  health 
careers.  There  is  a major  shortage  of  trained 
personnel  in  almost  every  health  area. 

— Participating  in  a prepayment  program, 
such  as  Blue  Cross,  which  helps  assure  stable 
financing  of  hospitals. 

— Supporting  programs  for  adequate  reim- 
bursement of  the  hospital  by  state  and  local 
governments  for  the  care  of  welfare  patients. 
This  also  helps  stabilize  the  hospital’s  finances. 

— Keeping  informed  about  the  hospital’s  prob- 
lems, plans  and  progress. 
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Thoracic  Surgery  Before  the  20th  Century;  by 
Lew  A.  Hochberg,  B.  S.,  M.  A.,  M.  D.,  C.  M., 
F.  A.  C.  S.,  F.  C.  C.  P.,  and  F.  A.  C.  C.  Fore- 
word by  Edward  D.  Churchill,  M.  D.  New  York, 
Washington,  and  Hollywood,  Vantage  Press, 
1960,  pp.  858.  Price  $15.00. 

Only  a medical  historian,  with  special  training 
in  his  field,  could  properly  review  this  remark- 
able book.  To  a practising  surgeon  with  a special 
interest  in  chest  surgery,  and  to  any  physician 
with  an  interest  in  history.  Thoracic  Surgery  Be- 
fore the  20th  Century  is,  as  Churchill  says  in  his 
introduction,  “a  happy  release  from  Busyness.” 
“Busyness”  would  probably  keep  most  of  us  from 


reading  its  757  pages  of  text  consecutively,  but 
this  reviewer  gives  fair  warning  that  it  is  hard 
to  turn  the  pages  without  stopping  to  read. 

An  amazing  amount  of  chest  surgery  was  done 
before  the  twentieth  century,  when  it  is  a tempta- 
tion to  think  that  this  specialty  really  began. 
The  book  contains  a complete  chapter  on  injuries 
of  the  chest;  almost  a hundred  pages  on  empyema 
thoracis;  and  chapters  on  pulmonary  suppuration, 
pulmonary  tuberculosis,  diaphragmatic  hernia, 
and  the  sternum  and  mediastinum.  There  are 
also  chapters  on  esophageal  surgery  and  cardio- 
vascular surgery.  Not  the  least  interesting  chap- 
ter in  the  book  is  the  final  one,  on  nonsurgical 
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contributions  to  the  advancement  of  thoracic 
surgery,  including  percussion,  auscultation,  anti- 
sepsis, anesthesia,  vital  capacity,  peroral  endo- 
scopy, and  X-rays.  Respect  for  “our  fathers  of 
old”  is  vastly  increased  by  the  realization  that 
ail  of  these  advances  came  in  the  nineteenth  cen- 
tuiy  and  that  surgery  before  that  time  had  been 
done  without  their  aid. 

An  item  of  special  interest  is  the  contribution 
of  the  remarkably  named  Dr.  Samuel  S.  Purple, 
on  wounds  of  the  heart  and  their  relation  to 
forensic  medicine.  Perhaps  an  even  greater  con- 
tribution to  the  whole  field  of  medicine,  as  Hoch- 
berg  points  out,  was  his  founding  of  the  library 
of  the  New  York  .Academy  of  Medicine. 

The  frontispiece  illustrates  the  passage  in  Gene- 
sis II  in  which  God  created  Eve  while  Adam  lay 
in  deep  sleep  (“He  took  one  of  his  ribs,  and  closed 
up  the  place  with  flesh  instead  thereof”).  The 
last  of  the  155  illustrations  is  Roentgen’s  first 
X-ray,  of  the  hand. 

The  bibliography  e.xtends  from  page  757  to 
page  841  and  at  a rough  estimate  contains  well 
over  a thousand  references.  It  was  a task  of 
magnitude  to  collect  them  and  verify  them,  for 
many  were  originally  inaccessible. 

There  is  a presumably  complete  index  of  proper 
names,  but  it  is  unfortunate  that  the  subject 
index  is  “not  . . . exhaustive.”  A reader  who 
sought  all  the  references  to  a single  subject 
would  have  a hard  time  finding  them  since  “The 
selected  subjects  are  mentioned  in  their  first  ap- 
pearance, or  in  citations  of  historic  or  other  spe- 
cial interest,  or  in  etxended  treatments.”  The 
book  is  too  valuable  to  have  its  usefulness  re- 
duced by  a selective  index. 

The  practice  of  citing  much  of  the  material  in 
the  original  wording  adds  to  the  interest  and 
readability  of  the  book.  To  this  reviewer,  no  pass- 
age in  the  book  was  more  impressive  than  the 
“bold  words”  in  which  George  Hawthorn,  in  1819, 
spoke  out  for  surgery  in  lung  abscess.  In  report- 
ing his  own  successful  drainage  of  such  a lesion, 
he  concluded,  “Therefore,  I think  it  is  our  duty, 
in  every  case  where  it  is  in  any  wise  practicable, 
to  have  recourse  to  the  operation.”  More  than 
one  of  the  present  generation  of  thoracic  sur- 
geons can  recall  having  to  justify  his  own  first 
pneumonectomy  or  some  other  operation  to  his 
superiors. 

Dr.  Hochberg  has  under  preparation  “-A  Source 
Book  of  Thoracic  Surgery  in  the  20th  Century,” 
to  be  ready  in  1963.  If  he  achieves  another  volume 
as  excellent  as  “Thoracic  Surgery  Before  the  20th 
Century”  he  will  again  put  the  profession  in  his 
debt. 

Frederick  Fitzherbert  Boyce,  M.  D. 


Women  and  Fatigue;  by  Dr.  Marion  Hilliard, 
New  York,  N.  Y.,  Doubleday,  1960,  pp.  175, 
price  $2.95. 

This  book  represents  a common  sense  approach 


to  a very  familiar  problem  among  women. 

The  author  of  this  book,  of  course,  had  a wide 
range  of  experience  in  dealing  with  the  various 
ills  and  complaints  of  womankind.  I am  certain 
that  she  chose  one  of  the  most  common  complaints 
of  women  of  all  ages  to  discuss. 

After  reviewing  this  book,  and  likewise  being 
familiar  with  her  work,  “A  Woman  Doctor  Looks 
at  Love  and  Life”,  I am  convinced  that  this  in- 
dividual, Dr.  Marion  Hilliard,  must  have  had  a 
great  degree  of  insight  into  peoples’  lives  and 
their  problems.  All  in  all,  she  must  have  been  a 
person  from  whom  one  could  have  profited  much 
by  knowing. 

I recommend  this  book  to  any  physician  who  is 
interested  in  the  treatment  of  women,  whether 
it  be  from  an  emotional  or  a physical  standpoint. 
I likewise  recommend  it  as  good,  sound,  intelli- 
gent, helpful  reading  material  for  any  lay  indi- 
vidual, especially  if  this  individual  is  fortunate 
enough  to  have  been  born  to  be  a woman. 

OuiTA  S.  Morgan,  M.  D. 


An  Introduction  to  Child  Psychology ; by  Stella 
Chess,  New  York,  New  York,  Grune  & Stratton, 
1959,  pp.  254,  price  $5.25. 

Ordinarily  any  new  book  must  justify  its  pub- 
lication on  the  basis  of  whether  it  satisfies  a 
need  not  otherwise  satisfied.  I do  not  know 
whether  other  simple,  concise  introductions  to 
child  psychiatry  exist,  but  this  book  justifies 
itself  regardless  of  the  competition. 

It  is  an  excellent  presentation  of  the  funda- 
mental idea  in  child  psychiatry.  It  is  not  a man- 
ual for  diagnosis  or  treatment,  yet  it  provides 
an  excellent  description  of  both  of  these  funda- 
mentals. 

The  book  is  what  I consider  “common  sense”, 
that  is,  its  contents  are  very  familiar  to  the 
person  who  has  some  knowledge  of  the  field. 
This  makes  it  a most  valid  handbook  for  the  nov- 
ice. Appropriately,  there  is  little  emphasis  given 
to  controversy,  yet,  the  author  is  not  arbitrary. 
She  presents  different  approaches  to  under- 
standing children  in  a clear  and  non-argumenta- 
tive  manner. 

This  book  will  be  useful  for  anyone  whose 
occupation  requires  some  understanding  of  child 
psychiatry. 

Donald  D.  Lathrop,  M.  D. 
Review  of  Medical  Microbiology ; by  Ernest  Ja- 
wetz,  Joseph  L.  Melnick,  and  Edward  A.  Adel- 
berg.  Lange  Medical  Publications,  Los  Altos, 
Calif.,  1960,  pp.  376,  4th  ed.  Price  $5.00. 

In  the  preface  to  Review  of  Medical  Micro- 
biology the  authors  state  that  the  book  is  directed 
primarily  at  the  medical  student,  house  officer, 
and  practicing  physician.  There  is  no  doubt  it  is 
popular  with  the  first  group,  who  like  its  out- 
line form  and  the  condensed  coverage:  376  pages 
as  against  900  or  1000  in  other  textbooks  of 
medical  microbiology. 
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The  1960  edition  is  the  fourth  since  1954,  the 
book,  like  other  Lange  publications,  being  sched- 
uled for  revision  every  two  years.  It  is  16  pages 
longer  than  the  third  edition;  some  sections  have 
been  rewritten,  new  material  has  been  added  in 
certain  others.  In  chapter  three.  Bacterial  Me- 
tabolism, there  is  a new  section  on  biosynthesis. 
In  the  chapter  on  Bacterial  Variation,  two  short 
sections  on  selection  and  adaptation  have  been 
eliminated  in  favor  of  greater  coverage  of  the 
important  subjects  of  mutation  and  transmission 
of  genetic  material.  Allergy  and  Hypersensi- 
tivity have  been  taken  out  of  the  chapter  on  host- 
parasite  relations  and  given  the  status  of  a 
separate  chapter,  as  well  as  a rewriting.  The 
chapter  on  General  Properties  of  Viruses  has 
been  rearranged  and  partly  rewritten  with  cov- 
erage inci'eased  by  six  pages.  A few  of  the  pic- 
tures in  the  book  have  been  replaced  with  more 
recent  and  better  ones. 

There  are  some  specific  errors,  but  more  of  the 
inaccuracies  are  the  result  of  enforced  brevity — 
the  necessity  of  making  a broad  statement  with- 
out any  qualifications;  for  example,  on  p.  169, 
the  statement  that  P.P.D.  can  be  obtained  by 
chemical  fractionation  of  O.T.  is  generally  true 
but  not  technically  correct,  since  O.T.  contains 
50  per  cent  glycerine.  There  are  very  few  typo- 
graphical errors.  The  book  is  well  written  and 
very  readable  despite  the  condensation,  and  serves 
its  purpose  very  well. 

Cornelia  Ann  Eddy,  Ph.  D. 


Pharmacology  — Nature,  Action  and  Use  of 

Drugs;  by  Harry  Beckman,  2d.  ed.,  W.  B. 

Saunders,  1961,  pp.  805.  Price  $15.50. 

This  text  falls  in  the  limbo  between  the  very 
large,  exceedingly  useful  reference  texts  and 
those  smaller  books  designed  to  be  read  thorough- 
ly by  the  medical  student  during  the  three  or  four 
months  spent  studying  medical  pharmacology.  It 
has  many  features  which  would  commend  it  to 
a segment  of  the  medical  community.  I would 
not,  however,  include  the  undergraduate  medical 
student  in  this  segment.  This  book  is  written  in 
an  enthusiastic,  literate  style  making  pharma- 
cology vastly  more  engaging  than  most  other 
texts  do.  This  effect  is  partially  attained  by 
emphasizing  the  “human”  side  of  pharmacology, 
i.e.  clinical  observations  and  data,  often  at  the 
expense  of  basic  pharmacology.  To  illustrate 
this:  Right  at  the  start,  the  basic  terminology 
of  pharmacology  receives  only  summary  treat- 
ment; the  introduction  to  the  autonomic  nervous 
system  is  accomplished  in  two  pages  and  two 
charts;  the  fascinating  pharmacology  of  the  drug, 
bretylium  is  given  only  fleeting  mention  while 
the  text  pays  great  attention  to  its  side  effects; 
much  more  space  is  allowed  some  relatively 
minor  clinical  findings  with  chlorpromazine  than 
is  spent  on  its  metabolism,  which,  incidentally, 
is  not  covered  adequately.  These  examples,  which 


are  typical  and  not  isolated,  are  given  to  indicate 
the  tone  and  character  of  this  text. 

This  book  is  quite  up-to-date  in  its  information 
and  seems  accurate  in  detail.  Drugs  are  indexed 
very  carefully  according  to  both  trade  and  generic 
names. 

In  the  light  of  the  above  comments,  I would 
amend  the  preface  to  read,  “This  is  a textbook  for 
interested  practitioners,  not  undergraduate  medi- 
cal students.” 

Paul  S.  Guth 


Progress  in  the  Treatment  of  Fractures  and  Dis- 
locatioyis  1950-1960 ; by  Thomas  B.  Quigley, 
M.  D.  and  Henry  Banks,  M.  D.,  W.  B.  Saunders 
Company,  1960,  pp.  102.  Price  $2.50. 

This  interesting  little  book  states  in  its  preface 
that  it  presents  the  authors’  views  regarding  the 
application  of  studies  published  during  the  past 
decade  to  the  conduct  of  an  active  service  in  a 
teaching  hospital.  It  is  believed  that  the  book 
does  this  in  an  extremely  concise  manner.  The 
book  consists  of  1C2  pages,  including  the  bibliog- 
raphy of  426  references. 

This  book  should  be  extremely  interesting  read- 
ing for  those  concerned  with  the  teaching  of 
orthopedic  surgery,  as  well  as  practicing  ortho- 
pedists and  industrial  surgeons  and  others  with 
a broad  background  in  the  field  of  fractures.  It 
is  also  suitable  for  orthopedic  residents.  In  view 
of  its  admirable  conciseness  and  brevity  it  re- 
quires considerable  background  to  understand 
and  definitely  is  not  a student’s  te.xt  or  an  intro- 
duction to  fractures.  Since  there  is  much  diver- 
gence of  opinion  concerning  many  of  the  matters 
discussed,  any  reader  will  find  some  parts  of  the 
book  with  which  he  is  not  in  complete  agreement; 
this,  however,  in  no  way  detracts  from  this  fine, 
carefully  done,  review. 

Edward  T.  Haslam 


PUBLICATIONS  RECEIVED 

Little,  Brown  & Co.,  Boston:  Recent  Ad- 

vances in  Tropical  Medicine,  by  Sir  Neil  H. 
Fairley,  A.  W.  Woodruff,  and  J.  H.  Walters 
(3rd  edit.). 

The  C.  V.  Mosby  Co.,  St.  Louis:  A Synopsis 
of  Contemporary  Psychiatry,  by  George  A.  Ulett, 
M.  D.,  and  D.  Wells  Goodrich,  M.  D.  (2nd  edit.) ; 
Atlas  of  Obstetric  Technic  (DeLuxe  Edition),  by 
J.  Robert  Willson,  M.  D.;  Key  and  Conwcll’s  Man- 
agement of  Fractures,  Dislocations,  and  Sprains, 
by  II.  Earle  Conwell,  M.  D.,  and  Fred  C.  Rey- 
nolds, M . D.  (7th  edit.). 

W.  B.  Saunders  Co.,  Phila. : Current  Therapy 
— 1961,  edited  by  Howard  F.  Conn,  M.  D.;  Car- 
diovascular Dynamics,  by  Robert  F.  Rushmer, 
M.  D.  (2nd  edit.). 

Vantage  Press,  N.  Y. : Information,  Please! 
For  Women  Only,  incorporating  The  Dunhill 
Chart,  by  Alfred  Dreyfus  II. 
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MILD- MODE  RATE-SEVERE 
GASTROINTESTINAL  DISORDERS 

Pro-Banthlne*  / 


One  characteristic  of  Pro-Banthine  which  has 
won  it  general  medical  acceptance  is  its  versa- 
tility. Pro-Banthlne  has  proved  highly  useful  in 
the  management  of  gastrointestinal  disorders 
varying  widely  in  both  symptoms  and  severity. 

In  peptic  ulcer  and  in  other  disorders  char- 
acterized by  hyperacidity,  hypermotility  or 
spasm  of  the  enteric  tract,  Pro-Banthlne  con- 
trols symptoms  with  a consistency  attested  in 
more  than  375  published  reports. 

This  therapeutic  proficiency  results  not 
merely  from  the  high  level  of  pharmaco- 
dynamic activity  of  Pro-Banthine  but  also  from 
a favorable  balance  of  its  actions  on  both  au- 
tonomic ganglia  and  parasympathetic  effector 
organs.  The  total  effect  of  this  activity  permits 
doubling  or  tripling  the  usual  dosage  to  relieve 
severe  or  intractable  conditions  without  unduly 
extending  or  aggravating  secondary  actions. 

Less  than  a satisfactory  response^  to  Pro- 
Banthlne  may  often  be  simply  a result  of  less 
than  adequate  dosage. 


Pro-Banthlne,  brand  of  propantheline  bro- 
mide, is  supplied  in  tablets  of  15  mg.  for  oral 
administration  in  conditions  such  as  peptic 
ulcer,  gastritis,  duodenitis,  pylorospasm,  biliary 
dyskinesia  and  spastic  colon,  and  in  ampuls  of 
30  mg.  for  intramuscular  or  intravenous 
administration  in  conditions  such  as  ureteral 
spasm  and  pancreatitis  in  which  prompt  and 
vigorous  effects  are  required  or  when  nausea 
and  vomiting  preclude  oral  administration. 

Usual  adult  dosage:  One  tablet  four  times 
daily.  Up  to  four  tablets  may  be  administered 
four  times  daily  for  severe  manifestations. 


When  emotional  factors  prevail  — 
Pro-BanthTne®  with  Dartal® 

Brand  of  propantheline  bromide  with  thiopropazate  dihydrochlonde 
(Not  more  than  four  tablets  daily.) 

or 


Pro-Banthine®  with  Phenobarbital 


1.  Krantz,  J.  C..  Jr.,  and  Carr,  C.  J.;  The  Pharmacologic  Prin- 
ciples of  Medical  Practice,  Baltimore,  The  Williams  & Wilkins 
Company,  1958,  p.  843. 
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Put  your  low -back  patient 
back  on  the  payroll 

Soma's  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  , . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  pa- 
tients required  an  average  of  41 
days  for  full  recovery  (range:  3 to 
90  days).  The  addition  of  Soma 
therapy  in  this  comparative  inves- 
tigation reduced  the  average  to 
11.5  days  (range:  2 to  21  days). 
With  Soma,  patients  averaged  full 
recovery  30  days  sooner. 


when  the  patient 
needs 

increased  bile  flow... 


AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


HOW  MAY  A PATIENT 
BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 

He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cow  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K.; 

M.  Clin.  North  America  43:1 133  (July)  1959. 


DECHOLIN 

(dehydrocholic  acid,  Ames) 

“Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration.” 
Source:  Popper,  H.,  and  Schaffner,  E: 
Liver:  Structure  and  Function,  New 
York,  McGraw-Hill  1957,  p.  309. 

Available:  Decholin  Tablets;  (dehydrocholic 
acid,  Ames)  3%  gr.  (250  mg.).  Bottles  of  100, 
500,  and  1 ,000. 

and  for  hydrocholeresis  plus 
spasmolysis . . . 

DECHOLIN®  WITH  BELLADONNA 

(dehydrocholic  acid  with  belladonna,  Ames) 

Available:  Decholin/ Belladonna  Tablets: 
Decholin  (dehydrocholic  acid,  Ames)  3-34  gr. 
(250  mg.)  and  extract  of  belladonna  14  gr.  (lOmg.). 
Bottles  of  100  and  500. 
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I&HENAPHEN 


• More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxietyd 

• More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.- 


Each  Phenaphen  capsule  contains: 

Ace tylsalicy lie  acid  (2^  gr.) 162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  (1/4  gr-) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 


1.  Meyers.  G.  B.:  Ind.  Med.  & Surg.  26:3,  1957.  2.  Murray, 
R.  J.:  N.  Y.  St.  J.  Med.  53:1867,  1953. 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATE 

Va  gr.  (16.2  mg.)  Phenaphen  No.  2 

PHENAPHEN  with  CODEINE  PHOSPHATE 

Yi  GR.  (32.4  mg.)  Phenaphen  No.  3 
PHENAPHEN  with  CODEINE  PHOSPHATE 

1 GR.  (64.8  mg.)  Phenaphen  No.  4 
Bottles  of  100  and  500  capsules. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Making  today’s  medicines  with  integrity. . . seeking  tomorrow’s  with  persistence. 


in  sulfa  therapy... 

RELEASE  YOUR  PATIENT  FROM  Q.I.D.  DOSAGE 

just  one  tablet  of  Midicel  provides  continuous,  effective  blood  levels  for  24  hours 


Because  many  patients  need  take  only  1 tablet  daily,  therapy  with  MIDICEL  is  convenient  and  economical. 
It  is  also  advantageous  since  the  possibility  of  omitted  doses  is  reduced.  Rapidly  absorbed  and  slowly 
excreted,  MIDICEL  assures  dependable  bacteriostatic  action  in  urinary  tract  infections,  certain  respiratory 
infections,  bacillary  dysenteries,  as  well  as  surgical  and  soft-tissue  infections  caused  by  sulfonamide- 
sensitive  organisms.  And  with  MIDICEL,  there  is  little  likelihood  of  crystalluria  because  of  its  high  solu- 
bility and  low  dosage. 

MIDICEL  (sulfamethoxypyridazine,  Parke-Davis),  3-sulfanilamido-6-methoxypyridazine.  Tablets  of  0.5  Gm.; 
Suspension,  each  cc.  containing  50  mg.  of  sulfamethoxypyridazine  as  the  N’-acetyl  derivative.  Indica- 
tions: Gram-negative  and  gram-positive  infections  such  as  urinary  tract,  respiratory,  and  soft-tissue 
infections  and  bacillary  dysenteries.  Dosage:  Orally  once  a day  until  asymptomatic  for  48  to  72  hours. 
Adults;—!  Gm.  initially,  followed  by  0.5  Gm.  daily  thereafter  or  1 Gm.  every  other  day.  In  severe  infec- 
tions, not  to  exceed  2 Gm.  the  first  day,  then  0.5  to  1.5  Gm.  daily  according  to  weight  of  patient  and 
severity  of  infection.  Children:-30  mg.  per  Kg.  the  first  day,  then  15  mg.  per  Kg.  daily.  In  severe  infec- 
tions, up  to  50  mg.  per  Kg.  initially,  then  25  mg.  per  Kg.  daily.  Total  dose  in  children,  however,  should 
not  exceed  lower  dosage  limits  for  adults.  Precai/7/o/?s;  Continue  daily  doses  higher  than  0.5  Gm.  no 
longer  than  three  to  five  days  without  checking  for  blood  levels  above  therapeutic  range.  Maintain 
adequate  fluid  intake  during  therapy  and  for  48  to  72  hours  afterward.  Until  further  definitive  informa- 
tion is  available,  MIDICEL,  in  common  with  all  sulfonamides,  is  contraindicated  in  the  premature  and 
newborn  infant.  Contraindicated  in  patients  with  a history  of  sulfa  sensitivity.  MIDICEL  is  not  recom- 
mended for  meningococcal  infections.  Side  Effects:  Anorexia  and  lassitude  may  occur  as  may  reac- 
tions such  as  drug  fever,  rash,  and  headache,  all  of  which  are  indications  for  discontinuing  the  drug. 
Leukopenia  has  been  reported.  Periodic  blood  counts  are  advised.  Patients  with  impaired  renal  function 
should  be  followed  closely  since  excessive  accumulation  may  ozm.  Available:  Quarter-scored  tablets 
of  0.5  Gm.,  bottles  of  24, 100,  and  1,000. 


(sulfamethoxypyridazine,  Parke-Davis) 


and  for  children. ..Midicel  Acetyl  Suspension  (N'  acetyl  sulfamethoxypy- 
ridazine, Parke-Davis)  • delicious  butterscotch  flavor  • only  one  dose  a day 


PARKE-DAVIS 


PARKE,  OAVtS  A COMPANY.  Otifell  ».  Michigan 


QUAL  IT  Y 

avoids  price-buying  penalties 

When  applied  to  a fine  precision  instrument,  "quality”  implies  the  use  of  the  best  basic 
materials,  workmanship  of  unsurpassed  skill,  and  superior  methods  and  facilities  essential 
to  quality  production. 

BARD-PARKER  RIB-BACK  BLADES 

afford  an  excellent  example  as  they  are  built  up  to  a quality — not  down  to  a price.  Their 
superior  cutting  efficiency  and  longer  periods  of  satisfactory  utilization  are  factors  that 
reduce  blade  consumption  to  an  economic  minimum. 

RIB-BACK  quality  avoids  price-buying  penalties. 


T0)EA€©€1IC 


SURGICAL  COMPANY 


<235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 


COMPREHENSIVE 
OLD  AOE  BENEFITS 


A brightens  the  outlook 
A lightens  the  load  of 
poor  nutrition 
A heightens  tissue/ 
bone  metabolism 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl  50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 

Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin  (Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 

A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 

Vitamin  B.j  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15  (as  Kl)  0.1  mg.  • Calcium  (as  CaHP0<)  35  mg.  • Phosphorus  (as 

U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo-  CaHPO,)  27  mg.  • Fluorine  (as  CaFj)  0.1  mg.  • Copper  (as  CuO) 

flavin  (B,)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B,)  1 mg.  • Potassium  (as  K1SO4)  5 mg.  • Manganese  (as  MnO*) 

0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 

25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate  (as  Na!B407.10H,0)  0.1  mg.  Bottles  of  100,  1000. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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.V  . 'L  .VLU?!.  . 

Re:  New  Nonsteroid  Chemotherapy  of  | 
RHEUMATOID  ARTHRITIS 

1 

Dear  Doctor: 

The  "ideal'^  drug  for  rheumatoid  arthritis  would  be  "...one  that 
is  effective  in  the  majority  of  those  afflicted,  and  of  such 
low  toxicity  that  it  can  be  given,  in  an  effective  dosage,  for  as 
many  years  as  may  be  necessary  to  control  the 
disease  process  in  any  given  patient.'^’ 

The  two  drugs  that  currently  come  closest  to  the  definition  of 
. "ideal"  are  aspirin  and  Plaquenil®.  The  outstanding  safety 
of  aspirin  and  its  effectiveness  in  the  treatment  of  persons  with 
rheumatoid  arthritis  have  been  firmly  established  for 
decades.  Recent  clinical  studies,  extending  over  periods  of 
from  one  to  five  years,  have  demonstrated  that  Plaquenil 
inhibits  rheumatoid  disease  in  the  majority  of  patients'  and 
that  it  is  . . the  least  toxic  of  its  class . . 

PLANOLAR*  is  a combination  of  Plaquenil  and  aspirin;  each 
tablet  contains  60  mg.  of  Plaquenil  sulfate  and  300  mg.  (5  grains) 
of  aspirin.  An  average  initial  dosage  of  2 PLANOLAR  tablets 
two  or  three  times  daily  produces  prompt  relief  of  pain  and 
discomfort  in  the  majority  of  patients  while  initiating  effective 
long-term  therapy  of  the  rheumatoid  arthritic  process. 

Our  PLANOLAR  brochure  contains  a complete  report 
of  clinical  experience  and  side  effects  as  well  as  more 
detailed  information  on  dosage.  May  we  send  you  a copy? 


Sincerely  yours, 

WINTHROP  LABORATORIES 


1.  Bognoll,  A.  W.;  Antimoloriol  compounds  in  rheumotoid  diseosC/ 
Conocf  M.A  J 82:1 167,  June  4.  1960. 


2.  Cornbleet,  Theodore:  Discoid  lupus  erythematosus  treoted  with 


DORNWAL®  HAS  BEEN  CALLED 
“THE  GENERAL  TRANQUILIZER 
FOR  GENERAL  PRACTICE.” 

Suppose  the  physician  visiting  this  patient  finds 
that  he  has  to  be  hospitalized.  Certainly  he  wants 
an  alert  but  not  excited  fellow  who  can  respond 
to  the  history  and  physical  on  admission.  De- 
pending on  the  condition,  of  course,  the  thing  to 
do  is  to  give  the  patient  one  or  two  tablets  of 
Dornwal  before  he  ever  leaves  his  home. 

Dornwal  will  calm  the  patient  but  won’t  make 
him  drowsy  or  give  him  feelings  of  depersonali- 
zation. And  what’s  more,  while  Dornwal  most 
assuredly  tranquilizes,  it  won’t  interfere  with  most 
other  medications  that  your  subsequent  examin- 
ation or  laboratory  studies  may  indicate. 

Since  every  man  in  general  practice  encounters 
such  situations  almost  daily,  it  makes  good  sense 
to  keep  some  tablets  in  one’s  bag,  doesn’t  it? 
We  will  be  glad  to  send  you  a supply. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  "Genericist”,  Dornwal  is  amphenidone. 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known. 
There  have  been  no  reports  or  evidence  of  habituation,  addic- 
tion or  drug  tolerance  in  animal  or  clinical  studies.  Dornwal  is 
relatively  free  from  untoward  effects  when  administered  at 
recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc., Belleville  9,  N.  J. 

PUWl? 


THE  SILVER  HILL  FOUNDATION 
New  Canaan,  Connecticut 

announces 

THREE-YEAR  RESIDENCY  TRAINING 
PROGRAM  IN  PSYCHIATRY 

Affiliated  with  Departments  of  Psychiatry 
and  Neurology  of  the  College  of  Physicians 
and  Surgeons,  Columbia-Presbyterian  Medi- 
cal School,  New  York  City. 

1st  year  spent  at  Medical  Center,  New  York, 
N.  Y.  2nd  and  3rd  years  at  Silver  Hill,  New 
Canaan,  Conn. 

For  further  information  and  application 
form  write:  William  B.  Terhune,  M.  D.,  Medi- 
cal Director,  The  Silver  Hill  Foundation,  Box 
1 177,  New  Canaan,  Conn. 


N.  KLAM,  M.  D.,  Pathologist 
J.  R.  BROWN,  M.  D.,  Pathologist 

Are  pleased  to  announce  the  opening 

of 

THE  MONROE  MEDICAL  DIAGNOSTIC 
LABORATORIES 

506  Hall  Street  — Box  1 134 

Complete  Clinical  and  Anatamical 
Pathology  Services 

Supervised  by  Pathologists 

Service  with  qualify  control  FA  5-1734 

Consultations  Welcomed 
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GARDEN 


Bod  (»f  Dij^iialis  purpurea 

witli  Campanula  iCanrerburv  Bells  in  forctjround 


flti'li  lll  S'fUli 


Not  far  from  here  are  manufactured 
from  the  powdered  leaf 
Pil.  Digitalis  (Davies,  Rose) 

0.1  Gram  {IV2  grains)  or  1 U.S.P.  Digitalis  Unit. 

They  are  physiologically  standardized, 
with  an  expiration  date  on  each  package. 

Being  Digitalis  in  its  completeness, 
this  preparation  comprises  the 
entire  therapeutic  value  of  the  drug. 

It  provides  the  physician  with  a safe  and  effective 
means  of  digitalizing  the  cardiac  patient 
and  of  maintaining  the  necessary  saturation. 
Securit>’^  lies  in  prescribing  the 
“original  bottle  of  35  pills,  Davies,  Rose.” 

Clinical  samples  and  literature  sent  to  physicians  on  request 


Davies,  Rose  & Co.,  Ltd.  Boston  18,  Mass. 
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• • . a growing  bibliography 
^ confirms  the  importance  in 

modern  medical  practice  of 


"In ..  .recent  years, ...  comprehensive  programs  of  wine  research  have 

been  instituted  in  many  university  laboratories  and  clinics Among 

the  most  recent  findings  are  new  evidence  of  dry  wines’  value  in  the 
treatment  of  diabetes . . . ; the  detection  of  wine  components  which  act 
as  mild  cardiac  stimulants;  marked  effects  in  reducing  basic  emotional 
tension...  in  protecting  against  the  shocks  of  sudden  stimuli  (both  of 
these  at  very  moderate  blood-alcohol  levels),  and  somewhat  startling 
values  in  treating  diseases  of  the  digestive  tract. 

"Especially  good  news  to  doctors  are  findings  that  certain  wines  are  the 
most  effective  natural  liquid  stimulants  of  appetite  for  their  convales- 
cent patients;  that  the  low  sodium  content  of  the  beverage  permits  its 
inclusion  in  the  unpleasant  low-salt  diets  of  patients  with  heart  trouble; 
and,  finally,  measured  proof  of  wine’s  value  in  promoting  euphoria.’’* 


Fora  scientific  discussion  of  the  modern  uses  for  wine  in  convalescence,  cardiology, 
urology,  geriatrics,  write  for  "Uses  of  Wine  in  Medical  Practice,"  Wine  Advisory  Board, 
717  Market  Street,  San  Francisco  3,  California. 


*Adams,  L.  D. : The  Commonsense  Book  of  Wine,  New  York,  David  McKay  Company,  Inc.,  19S8,  pp.  162-163. 
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‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

'Aerosporin'*  brand 

Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5.000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

Vz  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz.. 

Vz  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  Vz  oz.  and 
Va  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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A REALISTIC  AID  TO  PROPER  WEIGHT  MAINTENANCE 


At  Last...New  Cook  Book  Designed 


Menus  fulfill  the  recommended  dietary  allowances  of  the  Food  & Nutrition  Board  of  the  National  Research  Council. 


Prevent  Overweight 
Through  Better  Eating  Habits 


Recipes  and  Menus  with  Satiety  and  Appetite  Appeal  in  Mind 


The  Cook  Book  of  Glorious  Eating  for  Weight  Watchers 

fills  the  lonjf-felt  need  for  a weitrht  control  plan 
that  is  workable  for  everybody  in  the  family. 
Realistic  regimens  are  built  around  good,  nat- 
ural, readily-available  foods  enhanced  by  de- 
licious methods  of  preparation.  In  place  of  “fad 
diets”  or  tasteless  formulas,  it  provides  for  truly 
appetizing:  meals.  It  teaches  and  encourages  the 
development  of  the  healthful  eating  habits  that 
can  prevent  overweight,  America’s  #1  Health 
Problem.  This  full-color  cook  book  contains  100 
pages — 248  delicious  recipes  each  with  calorie 
counts.  Complete  menus  are  here  at  3 calorie 
levels — 1200,  1800,  2600.  Calorie  levels  are  re- 
lated to  best  weights  by  sex,  age,  size  and  extent 
of  activity. 

Many  diets  fail  because  they  are  crash  programs 
only  temporary  in  effect.  Other  diets  are  unbear- 
able because  they  are  monotonous  and  tasteless. 

The  Wesson  way  is  not  a crash  program.  It  offers 
calorie  controlled  menus  with  appetite  appeal,  vari- 
ety and  satiety  in  mind.  They  fulfill  the  recom- 
mended dietary  allowances  of  the  Food  & Nutri- 
tion Board  of  the  National  Research  Council. 

All  menus  provide  the  proper  amount  of  protein, 
carbohydrates,  fat  and  the  other  essential  nutri- 
ents. The  principles  of  good  nutrition  are  in- 
cluded to  help  the  homemaker  plan  her  own 
properly  balanced,  calorie  controlled  menus. 
With  simple  subtractions  or  additions  to  the 
same  basic  menu,  each  family  member  can  be 
served  delicious  satisfying  menus  according  to 
his  individual  needs. 

Not  a reducing  manual.  It  should  be  explained 
that  “The  Cook  Book  of  Glorious  Eating  for 
Weight  Watchers”  is  a guide  to  the  'prevention 
of  obesity.  Its  publication  marks  the  first  time 


that  a food  manufacturer  like  Wes.son  has  taken 
so  important  a step  to  help  combat  this  serious 
public  health  problem. 

Copies  for  physicians.  “The  Cook  Book  of  Glo- 
rious Eating  for  Weight  Watchers”  is  being 
offered  to  the  general  public.  If  you  would  like 
a copy  for  yourself,  together  with  forms  to  en- 
able patients  to  obtain  their  own  copies,  please 
fill  in  coupon  below. 

Note:  Please  do  not  confuse  this 
booklet  with  the  Cholesterol  De- 
pressant Diet  Book,  published  by 
Wesson  as  an  aid  to  physicians 
and  for  professional  distribution 
only.  The  concept  of  the  Choles- 
terol Depressant  Diet  Book  stems 
from  Wesson’s  value  in  choles- 
terol depressant  diets.  Where  a vegetable  (salad) 
oil  is  medically  recommended  for  a cholesterol 
depressant  regimen,  poly -unsaturated  Wesson  is 
unsurpassed  by  any  readily  available  brand. 


The  Wesson  People,  Dept.  M,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send  me  my  copy  of  "The  Cook  Book  of  Glorious  Eating  for 
Weight  Watchers”,  plus  two  dozen  order  blanks  for  distribution  to 
my  patients. 


CITY.  ZONE.  STATE 


Poly -unsaturated  Wesson,  the  Pure  Vegetable  Oil,  is  Never  Hydrogenated 


THE  EARLE  JOHNSON  I 

SANATORIUM  I 

! 

DEMPSEY  T.  AMACKER,  M.  D.  | 

Medical  Director  | 

VICTOR  HUGO  BEAN,  M.  D.  | 

Psychiatric  Consultant  | 

American  Board  Certified  ? 

Member  American  Psychiatric  Association  | 

i 

Specialized  treatments  in  mental  disorders  and  | 
alcoholic  and  drug  addictions.  | 

A limited  number  of  custodial  cases  accepted.  | 


Fireproof  Buildings 
Lovely  Gardens  and  Grounds 
Healthful  Location  — All  Private  Rooms 
Excellent  Staff 

'The  Hospital  Atmosphere  is  Avoided" 

WRITE  P.  O.  DRAWER  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


I 


DORNWAL®  IS  THE  TRANQUILIZER 
VERSATILE  ENOUGH  TO 
BE  USED  ALMOST  ANYWHERE. 

Take,  for  instance,  the  woman  in  our  picture, 
suffering  from  a really  severe  tension  headache. 
Aspirin  she  has  tried,  of  course;  but  suppose  she’s 
called  you  and  you  prescribed  Dornwal.  What 
would  you  expect? 

First,  let  us  say  you  told  the  druggist  to  indicate 
the  dosage  that  our  clinical  research  has  shown 
is  useful  in  these  cases  — 1 or  2 tablets  t.i.d.  In 
all  probability,  she  would  experience  relief  of  pain 
and  a general  relaxation  in  less  than  an  hour.  If 
she  is  doing  her  housework,  she  could  go  on  with 
it,  because  she  wouldn’t  get  sleepy. 

Dornwal  is  one  tranquilizer  that  doesn't  make 
people  sleepy.  It’s  a tranquilizer  pure  and  simple. 
Its  effectiveness  you  will  see  clearly  the  next  time 
you  encounter  a patient  given  to  tension  head- 
aches. Try  Dornwal  and  see  the  results. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  "Genericist,”  Dornwal  is  amphenidone 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known. 
There  have  been  no  reports  or  evidence  of  habituation,  addic- 
tion or  drug  tolerance  in  animal  or  clinical  studies.  Dornwal  is 
relatively  free  from  untoward  effects  when  administered  at 
recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc.,  Belleville  9,  N.  J. 

PDwn 


in  very  special  cases 
a very  superior  brandy 
specify 

★ ★ ★ 


84  Proof  Schieffelin  & Co.,  New  York 
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against  relapse 

against  “problem” 
pathogens 


E CLOMYCIN 


measure 

of 

protection 

for 

little 

patients 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


pediatric  drops 
syrup 


• full  antibiotic  activity*  lower  milligram  intake  per  dose  • up  to  6 days'  activity  with  4 days'  dosage  • uni- 
formly high,  sustained  peak  activity  ■ syrup  (cherry-flavored),  75  mg./5  cc.  tsp.,  bottles  of  2 and  16 
fl.  oz.  Dosage:  3 to  6 mg./ lb. /day- in  four  divided  doses,  pediatric  drops,  60  mg./cc.,  3 mg./drop,  10  cc. 
bottles  with  calibrated  dropper.  Dosage:  1 to  2 drops/lb./day— In  four  divided  doses. 

PRECAUTIONS:  As  with  many  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  or 
dermatitis.  A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN,  Although  reversible  by  discontinuing  therapy,  patients 
should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs  discontinue  medication.  Overgrowth  of  nonsusceptible  organisms  is  a 
possibility  with  DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should  be  kept  under  observation. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  m truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyrldoxlne  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B12 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  (Quality  — the  Priceless  Ingredient 

*Theragran’*  is  a Squibb  trademark 
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^^nutritlon... present  as  a modifying  or  complicat- 
ing factor  in  nearly  e\  ery  illness  or  disease  state^^ 

1.  Youmans,  J.  B.;  Am  J.  Med.  25  659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  lailure  may  not  have  a poorer  myocardinm  because  of  a moderate 
deficiency  in  the  vitamin  H-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  * 2 Kampmeier,  R.  H.  Am.  J.  MeO  25:662  (Nov.)  1958 

arthritis  • It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adecjuacy  . . 

3.  Fernandez-Herfihy,  L'  Lahey  Clinic  Bull.  11 12  (July-Sept  ) 1958 

digestive  diseases  Symptoms  attributable  to  B-vitamin  dehciency  are  com- 
monly obser\ed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

•»  4.  Sebrell.  W H.  Am.  J Med  25  673  (Nov.)  1958  5.  Pollack,  H . and  Halpern.  S.  L Therapeutic  Nutrition. 
i\.C3L.tl ICll  National  Academy  of  Sciences  and  National  Research  Council.  Washington.  0 C..  1952.  p.  57 

degenerative  diseases  “Studies  by  W'exberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”*  6.0verholser.  W and  Fong,  T.C  C In  Stteglitz.  E.  J.;  Geriatric  Medicine.  3rd  edition.  J.  B Llpplncott,  Philadelphia.  1954.  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states."  ? Goidsm.th,  g a 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences.  New  York  City.  Oct.  7 and  8. 1960.  Reported  In;  Medical  Science  8:772  (Dec. 10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”® 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia.  1959.  p.  812.  9.  Pollack.  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SOUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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Keep  medical  education  on  the  march 

When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly— to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Evei’y  cent  of  your  gift  will  go  to  the 
school— or  schools— of  your  choice. 

Give  to  the  American  Medical  Education  Foundation 

635  North  Dearborn  Street,  Chlcag^o  10,  Illinois 
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Lifts  depression.. .as  it  cairns  anxiety! 


Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 


Balances  the  mood  — no  “seesaw”  effect 
of  amphetamine -barbiturates  and  ener- 
gizers. While  amphetamines  and  energizers  may 
stimulate  the  patient  — often  aggravate 
anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — t/icy 
often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol’s 
smooth,  balanced  action  lifts  depression  as  it  calms 
anxiety  — both  at  the  same  time. 


Dosage:  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition;  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCl)  and  400  mg. 
meprobamate.  Supplied:  Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antide- 
pressant drugs,  which  may  take  two  to  six  weeks 
to  bring  results,  Deprol  relieves  the  patient  quickly 
—often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypoten- 
sion, psychotic  reactions  or  changes  in  sexual 
function  — frequently  reported  with  other  anti- 
depressant drugs. 

*Deprol*' 


WALLACE  LABORATORIES/ Craniury,  N.  J. 
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The  Baton  Rouge  Clinic 

134  North  19th  St. 

DI  8-5361 

SURGERY 

INTERNAL  MEDICINE 

J.  Sabatier,  M.  D. 

Charles  Prosser,  M.  D. 

Charles  Mosely,  M.  D. 

Roger  Reynolds,  M.  D. 

B.  E.  Coggeshall,  M.  D. 

(Allergy) 

GYNECOLOGY  & OBSTETRICS 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 

Donald  C.  Diefendorf,  M.  D. 

Bruce  L.  Baer,  M.  D. 

(Gastroenterology) 
Douglas  Gordon,  M.  D. 
(Endocrinology) 

UROLOGY 

EYE 

Mortimer  Silvey,  M.  D. 

George  H.  Jones,  M.  D. 

KENNETH  A.  RITTER,  M.  D. 

DR-  IRVING  A-  LEVIN 

JOHN  L.  WINKLER,  M.  D. 

ANORECTAL  AND  COLON  DISEASES 

Paychiatry  and  Neurology 

3432  Prytania  Street  TW.  5-2043 

8211  Apricot  Street  New  Orleans 

UN  1-7551  By  Appointment 

New  Orleans,  La. 

CHARLES  I.  BLACK,  M.D. 

FREDERIC  W.  BREWER,  M.  D. 

DISEASES  OF  THE  SKIN 

PRACTICE  LIMITED  TO  PSYCHIATRY 

3369  Convention  Street  Dlckena  3-2841 

1008  Maiaon  Blanche  Building 

Baton  Rouge,  Louiaiaaa 

JA  5-4047  By  Appointment 
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PROFESSIONAL  CARDS 


Courtasy 

Parking 

Adjacent 
to  Building 


Green  Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.  D. 

LaMoyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 

Internal  Medicine 

Carl  L.  Langford,  M.D. 

Henry  S.  Roane,  M.D. 

David  M.  Hall,  M.D. 

Robert  W.  Sharp,  M.D. 

Pediatrics 

Joe  L.  Smith,  Jr.,  M.D. 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Dentistry 

Eye,  Ear,  Nose  and  Throat 

L.  Felton  Green,  D.D.S. 

Harold  H.  Harms,  M.D. 

Benjamin  C.  Baugh,  D.D. 

The  Sellers  and  Sanders  Clinic 

OPrOBITB  SODTHBBN  BAPTIST  HOSPITAL 

4414  Magnolia  St. 

New  Orleans  15,  La. 

Telephone 

TW  5-6635 

Obstetrics  & Gynecology 

General  Surgery 

Thomas  B.  Sellers,  M.  D. 

John  T.  Sanders,  M.  D. 

Simon  V.  Ward,  M.  D. 

L.  Terrell  Tyler,  M.  D. 

Julius  T.  Davis,  Jr.,  M.  D. 

Internal  Medicine 

T.  K.  Dampeer,  Jr.,  M.  D. 

Daniel  W.  Hayes,  M.D. 

Lige  B.  Rushing,  Jr.,  M.D. 

Diagnostic  X-ray  and  Laboratory  Facilities 

PHILIP  RONALD  LORIA,  M.  D. 

DISEASES  OF  THE  SKIN 

Dermoplaning  Removal  of  Excessive  Hair 

1104  Maison  Blanche  Bldg.  New  Orleans  16,  La. 

By  Appointment  524-9621 


BARRETT  KENNEDY,  M.  D.  V.  MEDD  HENINGTON,  M.  D. 

WM.  J.  PERRET,  M.  D. 

(Associate) 

DERMATOLOGY 

4522  MAGNOLIA  STREET  TWinbrook  1-4452—  1-4453 
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JOHN  C.  HARDIN,  JR. 
D.D.S.,  M.D.,  F.A.C.S. 
Maxillo-Facial  & Oral  Surgery 
(Head  and  Neck  Surgery) 


Phone  3-6901 


121  Physicians  & 
Surgeons  Bldg.,  West 
Shreveport,  Louisiana 


DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 
2209  Carondelet  St. 

2-5  P,  M. 

Off.:  JA  2-0171  Res.:  JA  2-3946 

JAMES  W.  BURKS,  JR.,  M.  D. 

DISEASES  OF  THE  SKIN 
SURGICAL  PLANING  FOR  COSMETIC  DEFECTS 
FACILITIES  FOR  REMOVAL  OF  SUPERFLUOUS  HAIR 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La.  529-3322 

DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg.  523-3216 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  JA  2-0202 

DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
TWinbrook  5-4561 

UK.  EUGENE  L.  WENK 

GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 

I.EWELL  C.  BUTLER,  JR.,  M.  D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Phone  3-9671 

211-213  Physicians  and  Surgeons  Building  West 

803  Jordan  Street  Shreveport,  Louisiana 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
JAckson  2-7697  By  Appointment 


THE  OWENS-MEADE  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  St.  New  Orleans  13,  La. 

Telephone:  JAckson  2-0106 
After  Hours  — Call  Doctors’  JCxcliunee  WII  5-4141 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
JA.  5-0873  By  Appointment 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classificetion  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-6681 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

444  So.  Ryan  Street  Lake  Charles,  La. 

Phone  HE  3-6361 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

HEARING  AND  DEAFNESS 
DISEASES  AND  SURGERY  OF  THE  EAR 

1109  Pere  Marquette  Building 
JA.  5-2535  By  Appointment 


40 


The  Jouknal  of  the  I/OIHsiana  State  Medical,  Society 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 

THE  AMERICAN  CANCER  SOCIETY 

is  dedicated  to  saving  lives  from  cancer  and  spear- 
heads the  fight  against  cancer  quackery.  Its  Com- 
mittee on  New  or  Unproved  Methods  of  Treatment 
of  Cancer  has  a membership  of  physicians,  lawyers, 
educators,  and  public  relations  specialists.  This 
committee  has  been  a prime  mover  in  developing 
constructive  action 


Inspired  by  model  legislation  formulated  by  this 
committee  with  the  active  cooperation  of  the  Cali- 
fornia Medical  Association,  California,  Kentucky 
and  Nevada  recently  passed  bills  providing  the  first 
effective  means  of  fighting  cancer  quackery  at  its 
base  of  operations— in  the  local  community. ' 

To  keep  both  the  public  and  the  medical  profession 
informed,  the  Society  has  established,  in  its  national 
office,  a central  repository  of  material  on  new  or 
unproved  methods  of  cancer  diagnosis,  treatment 
and  cure— a principal  source  of  such  information 
in  this  country. 

The  American  Cancer  Society,  in  this  as  in  all  its 
efforts,  serves  both  the  private  citizen  and  the  prac- 
ticing physician— and  is,  in  turn,  served  by  both. 


THE  AMERICAN  CANCER  SOCIETY 

Louisiana  Division,  Inc. 

822  Perdido  Street  New  Orleans  12,  La. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.  D., 

President 


taste-tested 
by  experts 

VI-SOL 

Clicwable  Vitamins 

TRI-V/I-SOL®  • POLY-VI-SOL®  • DECA-VI-SOL® 


In  recent  taste  tests  by  over  800  children,  the  flavor 
of  Vi-Sol  chewable  vitamins  was  preferred  con- 
clusi\'cly  over  other  chewable  vitamiit  tablets... as 
much  as  2 to  1 iti  some  cases. 

Vi-Sol  chewable  vitamins  now  have  new,  improved 
formulat  ions . . . authoriiatix  ely  based'''  but  modified 
to  fullill  the  practical  needsol  today’s  children.  With 
these  revisions,  Vi-Sol  chewable  \itamins  provide 
safe,  rational,  practical  le\els  ol  I)  and  A for  the 
growing  child  — pteschool  to  adole.scent. 

♦RcrommciuU-d  D.iily  Dict.nry  AlUnvana'S  cslat>lislic(l  Iiy  the  Nalionat  Rc- 
Si'arrli  (a>iiiuil,  and  ciidoiscd  l>y  the  Coiiiuil  on  loods  and  Nnliilion  of 
llic  American  Medical  Associalion,  "\'ilamin  I’lep.iralions  As  Dietary  Snp- 
jjlenienls  and  \s  I lieiapentit  Agents.  " J.A.M.A.  109:11  ■iH  (Jati.  .‘1)  195!). 

HMead  Johnson 
Laboratories 
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what  does 
! high  "ABA” 
mean  to  you? 


High  serum  levels  of  antibacterial  activity  mean  fewer  treat- 
ment failures  in  severe  infections  or  in  infections  only  mar- 
ginally sensitive  to  penicillin.  In  other  words,  high  “ABA” 
means  . . . 


consistently  dependable  clinical  results 

v-ciLLiN  r 


(penicillin  V potassium,  Lilly) 


produces  greater  antibacterial  activity  in  the  serum  against 
the  common  pathogens  than  any  other  available  oral 
penicillin. 

Now  at  lower  cost  to  your  patient 


Second  Class  Mail  Privileges  Authorized  at  New  Orieans,  Louisiana 


POLIOMYELITIS  VACCINE  - SALK  OR  ORAL? 

The  Surgeon  General  of  the  United  States  has  released 
the  following  information : Paralytic  polio  in  the  United 
States  has  declined  from  6,289  cases  in  1959  to  2,265  cases 
in  1960.  In  1952,  over  21,000  paralytic  cases  were  reported. 
This  is  great  progress,  principally  due  to  the  Salk  vaccine, 
BUT  — 

38%  of  children  5 years  of  age  and  under 
63%  of  men  aged  20  to  40 
48%  of  women  aged  20  to  40 

— ARE  NOT  FULLY  VACCINATED! 

A study  of  paralytic  polio  cases  in  1960  shows  that: 
(1)  Almost  half  were  babies  and  children  5 years  of  age 
and  under;  (2)  Young  adults  who  contracted  the  disease 
were  among  those  most  seriously  paralyzed. 

“Babies  and  Breadwinners”  are  those  most  seriously 
in  need  of  protection  against  polio. 

We  have  been  informed  that  the  new  oral  polio  vaccine 
will  not  be  available  for  general  use  before  1962  — so  we 
should  renew  our  efforts  to  protect  our  patients  (especially 
the  “babies  and  breadwinners”)  with  the  Salk  vaccine  be- 
fore the  advent  of  the  1961  polio  season. 

Your  local  parish  health  unit  will  furnish  you,  without 
charge,  Salk  polio  vaccine  for  use  of  those  patients  who  may 
not  be  able  to  afford  the  cost  of  the  vaccine.  Contact  your 
local  health  unit  or  write  directly  to  the  Louisiana  State 
Board  of  Health,  P.  0.  Box  630,  New  Orleans  7,  La. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D. 

President 


1)  K 1 ]N  K 


Lvery  Bottle  Sterilized 


Prescription  Headquarters  Since  1905 


it’s  your  professional  privilege 
to  replenish  your  ranks  . . . 

Give  to 

medical  education 
through.  AMEF 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

147  South  Liberty  St. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 
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Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  e//icacj/ — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply:  ifaufrax-N  — capsule-shaped  tablets  providing  BO 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  Modified  — capsule-shaped  tablets  pro- 
viding 50  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

Squibb  StandardiMd  Whole  Root  Rauwolfla  Serpentina  (Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potaasium  Chloride 


For  lull  ialormattoQ. 
»«•  yoor  Squibb 
Product  Referonco 
or  Product  Brief. 


SCUJIBB 

Squibb  Quality 
— the  Priceless  Ingredient 


’OAoOiuo'ft.  'NAiwaCttn-C  *■»  t«v>oo 
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When 

severe  pain  aeeompanies 
skeletal  muscle  spaj 
ease  both ‘pain  & spasm’ 


with 


II.olia.xisa. 

Robaxix®  with  Aspirin 

A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  Robaxin  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal  Tablet  contains: 

Roraxix  (methocarbamol  Robins)  400  mg.  Acetylsalicylic  acid  (5gr.) 325  mg. 

U.S.  Pat.  No.  2T70649 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

Or  Robaxis.AL®-PH  (Rob.A.XIX  with  Phenaphen®) — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Rob.axisal-PH  Tablet  contains; 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetylsalicylic  acid 81  mg. 

Phenacetin  97 mg.  Hyoscyamine  sulfate  0.016mg.  Phenobarbital  ( S’"- ) 8.1  mg. 
Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today's  medicints  <u:it/i  integrity  . . .seeking  tomorron/s  noith  persistence. 


BENADRYL  Hydrochloride  (diphenhydramine  hydrochloride,  Parke-Davis)  is  available  in  a variety  of  forms  including: 
Kapseals®  of  50  mg.;  Capsules  of  25  mg.;  Emplets®  (enteric-coated  tablets)  of  50  mg.;  in  aqueous  solutions:  1-cc. 
Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri-Vials,®  10  mg.  per  cc.;  Elixir,  10  mg.  per  4 cc.;  2%  Ointment  (water- 
miscible  base);  Kapseals  of  50  mg.  BENADRYL  Hydrochloride  with  25  mg.  ephedrine  sulfate.  Precautions:  Avoid  subcu- 
taneous or  perivascular  injection.  Single  parenteral  dosage  greater  than  100  mg.  should  be  avoided,  particularly  in 
hypertension  and  cardiac  disease.  Products  containing  BENADRYL  should  be  used  cautiously  with  hypnotics  or  other 
sedatives;  if  atropine-like  effects  are  undesirable;  or  if  the  patient  engages  in  activities  requiring  alertness  or  rapid, 
accurate  response. 


relieves  the  symptoms  of  grass-pollen  allergy 

An  ordinary  lawn  can  be  as  menacing  as  a jungle  when  its  beholder  is 
sensitive  to  grass  pollen.  For  such  patients,  benadryl  provides  a twofold 
therapeutic  approach  to  the  management  of  distressing  symptoms. 


antihistaminic  action  A potent  antihistaminic,  benadryl  breaks 
the  cycle  of  allergic  response,  thereby  relieving  nasal  congestion,  sneez- 
ing, lacrimation,  and  pruritus. 


PARKE-DAVIS 


PARKE,  DAVIS  A COMPANY,  D^trplt  92,  Michigan 


if 

• - ar  . » 


* H •'  * 


antispasmodic  action  Because  of  its 

inherent  atropioe-like  properties,  benadryl 
affords  cancurrei^t  relief  of  bronchial  and 
gastrointestinal  spasms 


aisxiiiosi 


allergens 
down 
to 

size 

f 
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in  allergic  respiratory  disorders 


W 

Triamcinolone  LEDERLE 


UNSURPASSED  "GENERAL-PURPOSE"  STEROID 
OUTSTANDING  FOR  "SPECIAL-PURPOSE"  THERAPY 


ARlSTOrORT  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and 
relative  safety  in  treating  allergic  respiratory  disorders,  including  bronchial 
asthma.  Clinical  evidence  has  now  shown  that  aristocort  is  also  highly  valuable 
for  “special-problem”  patients  — asthmatic  and  others  — who,  because  of  certain 
complications,  were  hitherto  considered  poor  candidates  for  corticosteroids. 

for  example: 

PATIENTS  WITH  IMPENDING  CARDIAC  DECOMPENSATION 
In  contrast  to  most  of  its  congeners,  aristocort  is  not  contraindicated  when 
edema  is  present  or  when  cardiac  decompensation  impends.^ 

PATIENTS  WITH  EMOTIONAL  AND  NERVOUS  DISORDERS 
Triamcinolone  did  not  produce  psychic  disturbances  or  insomnia. 2 


PATIENTS  WHOSE  APPETITES  SHOULD  NOT  BE  STIMULATED 
Among  patients  treated  with  ARISTOCORT,  there  was  less  appetite  stimulation, 
especially  in  those  who  had  previously  gained  weight  on  long-term  therapy 
with  other  steroids.^ 


PATIENTS  WITH  HYPERTENSION 

There  was  no  blood  pressure  increase  in  any  patient  treated  for  bronchial 
asthma,  and  in  some,  blood  pressure  fell.  Of  these,  three  had  been  hypertensive.* 


References: 

1.  McGavack,  T.  H.;  Kao,  K.  Y.  T.;  Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.: 
Am.  J.  M.  Sc.  236:720  (Dec.)  1958. 

2.  McGavack,  T.  H.:  Nebraska  M.  J.  44:377  (Aug.)  1959. 

3.  Friedlaender,  S.,  and  Friedlaender,  A.  S.:  Antibiotic  Med.  & Clin.  Ther.  5:315 
( May)  1958. 

4.  Sherwood,  H.,  and  Cooke,  R.  A.:  J.  Allergy  28:97  (March)  1957. 

Precautions : Collateral  hormonal  effects  generally  associated  with  corticosteroids 
may  be  induced.  These  include  Cushingoid  manifestations  and  muscle  weakness. 
However,  sodium  and  potassium  retention,  edema,  weight  gain,  psychic  aberration 
and  hypertension  are  exceedingly  rare.  In  the  treatment  of  allergic  respiratory  dis- 
orders, dosage  should  be  individualized  and  kept  at  the  lowest  level  needed  to  control 
symptoms.  Dosage  should  not  exceed  36  mg.  daily  without  potassium  supplementa- 
tion. Drug  should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex 
and  chicken  pox. 

Supplied:  Scored  tablets— 1 mg.  (yellow) ; 2 mg.  (pink) ; 4 mg.  (white) ; 16  mg.  (white). 
Also  available  — syrup,  parenteral  and  various  topical  forms. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Proven 

in  over  six  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

simple  dosage  schedule  produces  rapid,  dependable 
tranquilization  without  unpredictable  excitation 

no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

does  not  produce  ataxia,  change  in  appetite  or  libido 

does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

does  not  impair  mental  efficiency  or  normal  behavior 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  in  bottles  of  50. 

Also  supplied  in  sustained-release  capsules.. 

Meprospazi’ 

Available  as  Meprospan-400  (blue-topped  sustained- 
release  capsules  containing  400  mg.  meprobamate), 
and  Meprospan-200  (yellow-topped  sustained-release 
capsules  containing  200  mg.  meprobamate). 


WALLACE  LABORATORIES  / Cranbmy,  N.  J. 
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j}/i//vert  STOPS 

" VERTIGO 


moderate  to  complete  relief  of 
symptoms  in  9 out  of  10  patients* 


Prescribe  one  antivert  tablet  (or  1-2  teaspoonfuls  antivert  syrup)  3 times  daily, 
before  each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  dis- 
orders. Side  effects  are  short-lived,  usually  only  harmless  flushing  and  tingling 
associated  with  vasodilation,  antivert  is  contraindicated  in  severe  hypotension 
and  hemorrhage. 


Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.)  in  bottles  of  100.  Syrup  in  pint  bottles.  Prescription  only. 
Bibliography  available  on  request. 


And  for  your  aging  patients — 

NEOBON*  Capsules:  five-factor  geriatric  supplement. 


Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


now  available: 


M/veitsy^“p 


Each  teaspoonful  (5  cc.)  contains  6.25  mg. 
meclizine  HCI  and  25  mg.  nicotinic  acid. 
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m peritonitis 


Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  ubiquitous 
staphylococci.  Right  from 
the  start,  prescribing  it  gives 
you  a high  degree  of 
assurance  of  obtaining  the 
desired  anti-infective  action 
in  this  as  in  a wide  variety 
of  bacterial  diseases. 


Supplied:  Capsules,  each  containine' 
Panmycin*  Phosphate  (tetracycline 
phosphate  complex),  equivalent  to 
250  mff.  tetracycline  hydrochloride,  and 
125  mgr.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Adult  doeage:  2 capsules  four  times  a day. 

Side  effects:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable 
to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to 
therapeutic  use  in  patients  are 
infrequent  and  consist  principally  of 
mild  nausea  and  abdominal  cramps. 
Albamycin  also  has  a relatively  low 
order  of  toxicity.  In  a certain  few 
patients,  a yellow  pigrment  has  been 
found  in  the  plasma.  This  pif^mcnt, 
apparently  a metabolic  by-product  of 
the  dru?,  is  not  necessarily  associated 
with  abnormal  liver  function  tests. 
Urticaria  and  maculopapular  dermatitis, 
a few  cases  of  leukopenia,  and 
agranulocytosis  have  been  reported  in 
patients  treated  with  Albamycin.  All 
of  these  side  effects  rapidly  disappeared 
upon  discontinuance  of  the  drugr. 

Caution:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of 
nonsusceptible  organisms,  constant 
observation  of  the  patient  is  essential. 

If  new  infections  appear  during  therapy, 
appropriate  measures  should  be  taken. 
As  with  any  serious  infection,  therapy 
of  peritonitis  with  Panalba  or  other 
antibacterial  agents  is  adjunctive 
to  surgical  procedures  and  supportive 
therapy. 


Inflammatory 
process 
of  the 
peritoneum 

*Trademark,  Reg.  U.  S.  Pat.  Off. 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


Panalba 

your  broad -spectrum 
antibiotic  of  first  resort 


Browne-McHardy  Clinics 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
New  Orleans  15,  La. 
TWinbrook  9-2376 


INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  f.”.  D. 
John  T.  leckert,  M.  D. 

G.  Gordon  McHardy,  M.  D. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D. 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T.  Williams,  M.  D 

DERMATOLOGY 

William  Burroughs,  M.  D. 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D. 


GRAVIER  ST.  DIVISION 
630  Gravier  St. 

New  Orleans  12,  La. 
524-1605 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 


GENERAL  SURGERY 

Claude  C.  Craighead,  M.  D. 
Raul  G.  Reyes,  M.  D. 


OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  Ayerst,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabezies,  M.  D. 

INDUSTRIAL  MEDICINE 
Ralph  J.  McDonough,  M.  D. 


VETERANS  HIGHWAY  DIVISION 
8601  Veterans  Memorial  Hwy. 
Metairie,  La. 

VErnon  3-7341 


PEDIATRICS 

Carl  E.  Kemmerly,  M.  D. 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 
Diabetics 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  CENTER 


PERRY  C.  TALKINGTON,  M.D.,  Clinical  Director 
CHARLES  L,  BLOSS,  M.  D.,  Medical  Director 
Associate  Psychiatrists 
HOWARD  M,  BURKETT,  M.  0. 

JAMES  K.  PEDEN,  M.  D. 

WARD  G.  DIXON,  M.  D. 

JERRY  M.  LEWIS,  M.  D. 

C.  L.  JACKSON,  M.  D. 

RALPH  M.  BARNETTE,  JR.,  B.  B.  A,,  Business  Manaflor 


Clinical  Psychology 
PHILIP  ROOS,  PH.  D. 

DONALD  BERTOCH,  M.  A. 

Social  Work 

BILL  M.  TURNAGE,  M.S.S.W. 

ROBERT  L.  COATES,  M.S.S.W. 

GERALDINE  SKINNER,  B.S.,  0.  T.  R.,  Director  ol  Occupational  Therapy 
LOIS  TIMMINS,  PH.D.,  Director  of  Recreational  Therapy 
FRANCES  LUMPKIN,  R.  N.,  B.S.,  Director  of  Nurses 


Evergreen  1-2121 


Dallas  21,  Texas 


P.O.  Box  1769 
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before  they  learn  their  letters... 
you  can  learn  how  well  they  see 


This  chart  devised  by  Schering  is  part  of  a simple  vision  screening  test  for  children  over 
3 years.  Used  with  the  special  lens  provided,  it  helps  you  detect  impaired  vision,  including 
latent  hyperopia  (farsightedness),  and  thus  facilitates  screening  of  children  in  need  of 
referral  to  an  ophthalmologist.  The  complete  kit— eye  chart,  special  lens  and  instructions  for 
use— is  available  ivithout  charge  from  your  Schering  representative  or  on  written  request. 

Topical  eye  preparations:  MmiMYD"’  Ophthalmic  Suspension  (prednisolone  acetate  and  sulfacetamide 
sodium)  • Ointment  with  Neomycin;  Mktukton'^  Ophthalmic  Suspension  (prednisolone  acetate  and  chloi-- 
pheniramine  gluconate) ; Sodium  Sulamyu®  Ophthalmic  Solution  (sulfacetamide  sodium),  30%  and  10%  • Oph- 
thalmic Ointment,  107o.  SCHERING  CORPORATION  (Dept.  F)  • B LOO  M F I E LD,  N E W JERSEY 


JANUARY,  I9€t  S-720 


- E 

• 3 m 

• E m 3 

> iii  3 m E 

• PI  E 3 U 


Reverse  side  of 
Schering  Eye  Chart 


How  to  help  your  patients  stick  to  a 
high  vitamin-mineral  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

If  foods  are  varied  and  inviting,  a patient  will  follow  the 
diet  more  faithfully.  An  attractive  source  of  calcium,  iron. 

Vitamin  A,  B2,  niacin  and  C is  this  cottage  cheese  salad 
dotted  with  dried  fruits  and  peanuts.  Oysters  supply 
vitamins  A and  D,  iron  and  calcium.  Colorful  cabbage- 
carrot  slaw  contains  vitamins  A and  C,  and  calcium.  For 
dessert:  custard  topped  with  orange  juice  concentrate, 
providing  calcium,  plus  vitamins  A,  Bi,  B2  and  C. 


A glass  of  beer  can  add 
zest  to  a patient's  diet. 

8 oz.  glass  contains  10  mg.  cal- 
cium, 50  mg  phosphorus,  Vi  min. 
daily  requirement  of  niacin, 
smaller  amounts  of  other 
B-complex  vitamins. 
(Average  of  American  Beers) 


Patients  show  no  lack  of  enthusiasm  for  appetizing,  diet  dishes. 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  U other  diet  menus,  write  us  at  036  Fifth  Avenue,  N.Y.  17,  N.Y. 
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THESE  57,000 
PEOPLE  IN 
LOUISIANA  NEED 
MEDICAL  HELP 


(Heart  disease, cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Louisiana  there  are  at  least  57,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


DNE  FDR  THE  RDAD  RACK: 

LIBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
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cinations and  delirium  tremens,  can  often  be  alleviated 
with  Librium. 
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patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 
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to  "the  under-par  child”* 


"‘^Zentron 

comprehensive  liquid  hematinic 

• corrects  iron  deficiency 

• restores  healthy  appetite 

• helps  promote  normal  growth 

• underweight,  easily  fatigued,  anorexic— due  to 
mild  anemia 


Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 

20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride 

(Vitamin  Bi) 1 mg. 

Riboflavin  (Vitamin  B2) 1 mg. 

Pyridoxine  Hydrochloride 

(Vitamin  Be) 0.5  mg. 

Vitamin  B12  Crystalline 5 meg. 

Pantothenic  Acid  (as  d-Panthenol)  . 1 mg. 

Nicotinamide 5 mg. 

Ascorbic  Acid  (Vitamin  C) 35  mg. 

Alcohol,  2 percent. 


Usual  dosage: 

Infants  and  children — 1 '2  to  1 teaspoonful  (pref- 
erably at  mealtime)  one  to  three  times 
daily. 

Adults— \ to  2 teaspoonfuls  (preferably  at  meal- 
time) three  times  daily. 


Zenlron'"  (iron,  vitamin  B complex,  and  vitamin  C,  Lilly) 
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Kidney  Traiisplaiilalioii  in  Identical  Twins^ 

• A successful  human  homorenalfransplantation  between  male  iden- 
tical twins  is  reported.  A modification  in  technique  of  ureteroneocys- 
tostomy  is  reported. 


IDNEY  transplantation  on  pigs  and 
dogs  began  in  1902. The  early  fail- 
ures were  explained  by  faulty  technique, 
thrombosis,  infection  or  intercurrent  dis- 
ease. Biologic  incompatibilities,  resulting 
in  a rejection  of  foreign  tissue  by  the 
host,  now  recognized  as  an  antigen-anti- 
body reaction,  were  not  understood. 

Renal  homotransplantation  in  animals 
has  been  unsuccessful.  In  humans  the  suc- 
cess has  been  temporary.^  Renal  auto- 
transplantation with  the  iliac  and  renal 
vessels  united  and  the  ureter  implanted 
in  the  bladder  has  been  found  to  function 
indefinitely.®  In  bovine  dizygotic  twins, 
which  have  common  chorions  permitting 
interchange  of  blood  during  embryonic 
life,  skin  grafting  ® and  renal  transplants  ‘ 
have  been  successful.  Since  skin  grafting 

* Presented  at  the  Eightieth  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  May  3, 
1960,  in  Baton  Rouge. 

From  the  Department  of  Surgery,  Tulane  Uni- 
versity School  of  Medicine  and  Surgical  and  Uro- 
logical Services,  Charity  Hospital,  New  Orleans, 
Louisiana. 
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between  identical  (monozygotic)  twins  has 
likewise  been  successful  * it  becomes  ap- 
parent that  success  in  grafts  and  trans- 
plants requires  immunological  and  genetic 
similarity. 

In  1956,  Murray,  Merrill  and  Harrison  ^ 
reported  the  first  successful  human  renal 
homotransplant  on  24  year  old  identical 
twins.  The  recipient  was  well  three  and 
a half  years  later.  Since  then  they 
have  reported  7 additional  cases  while 
Hume  and  Schilling  have  reported  1. 
Of  Murray’s  8 cases  1 was  a technical 
failure  and  2 have  died  from  the  kidney 
disease  of  the  host.  Hume’s  case  has  been 
successful  to  date.  In  an  effort  to  increase 
the  number  of  compatible  donors,  the 
antigenic  properties  of  the  donor,  the 
graft  and  the  recipient  have  been  altered 
but  no  long-standing  success  has  been  re- 
ported. 

The  following  case  of  renal  transplanta- 
tion in  identical  twins  is  reported  because 
it  is  the  tenth  on  record  and  the  tech- 
nique employed  is  somewhat  different 
from  those  reported  by  others. 
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Case  Report 

A 36  year  old  man  was  admitted  to  Charity 
Hospital,  New  Orleans,  Louisiana,  in  a state  of 
uremia  on  October  5,  1959.  There  was  a his- 
tory of  bouts  of  pyuria  since  2 years  of  age, 
and  at  14  years,  a urologic  examination  revealed 
a large  right  hydronephrosis  with  a dilated  ure- 
ter and  a large  ureteral  orifice.  There  was  al- 
bumin in  the  urine.  The  left  kidney  was  nor- 
mal. At  age  16  years  there  was  evidence  of 
progressive  damage  to  the  right  kidney  and  at 
age  17  years  an  atrophic,  functionless,  pyelone- 
phritic  right  kidney  was  removed.  The  blood 
urea  nitrogen  at  the  time  was  18  mg./%  and  the 
phenolsulfonphthalein  excretion  was  30  and  45 
per  cent  respectively  in  two  hours.  One  year 
later  there  was  still  a heavy  trace  of  albumin  in 
the  urine.  At  age  22  years  the  blood  urea  nitro- 
gen had  risen  to  58  mg./ % and  an  intravenous 
pyelogram  showed  delayed  excretion  and  incom- 
plete filling  of  the  left  kidney  pelvis.  In  spite 
of  restricted  activity  and  a low  salt  diet,  there 
was  progressive  physical  weakness. 

For  two  months  prior  to  the  present  admis- 
sion there  had  been  increasing  weakness,  ner- 
vousness, loss  of  appetite  and  weight.  Since  the 
patient  was  one  of  identical  twins,  his  physician. 
Dr.  Saul  Landry,  Jr.  of  Houma,  Louisiana,  sug- 
gested the  possibility  of  a renal  transplant  and 
referred  him  for  evaluation.  Evaluation  of  the 
donor  revealed  no  renal  pathology.  An  intra- 
venous urogram  was  normal.  On  August  29, 
1959,  reciprocal  skin  grafts  were  performed  to 
determine  compatibility  between  the  twins  and 
the  survival  of  these  grafts  was  accepted  as  evi- 
dence of  antigenic  similarity. 

The  patient’s  condition  rapidly  deteriorated 
and  he  was  readmitted  to  the  hospital  with  ad- 
vanced uremia. 

On  physical  examination  the  patient  was  pale, 
lethargic  and  edematous.  Muscle  twitching  and 
scratching  of  the  skin  were  evident.  The  blood 
pressure  was  188/100  mm.  Hg. 

The  urine  was  acid  with  a specific  gravity  of 
1.013;  albumin  3 plus;  sugar  3 plus;  and  granu- 
lar casts.  Red  and  white  blood  cells  were  noted 
on  microscopic  examination.  Urine  culture  was 
negative.  The  phenolsulfonphthalein  excretion 
was  zero  in  60  minutes  and  the  Fishberg  was 
1.006.  The  blood  urea  nitrogen  was  220  mg./%, 
creatinine  20  mg./%,  serum  Na.  133  meq/1,  po- 
tassium 5.2  meq/1,  chloride  99  meq/1,  carbon 
dioxide  content  9 meq/1,  serum  phosphate  15 
mg./%,  calcium  4.3  meq/1,  and  packed  cell  vol- 
ume 12%.  Hematologic  studies  revealed  find- 
ings typical  of  advanced  chronic  uremia. 

X-ray  of  the  chest  was  negative.  On  the 
fouith  hospital  day  he  was  treated  by  external 
dialysis  with  an  artificial  kidney  for  six  hours 
with  good  clinical  response.  Following  dialysis 


the  serum  sodium  was  134  meq/1,  potassium  3.0 
meq/1  and  carbon  dioxide  21.9  meq/1. 

On  October  16,  1959,  in  adjacent  operating 
rooms  under  general  endotracheal  anesthesia, 
a left  nephrectomy  was  started  on  the  donor 
(J.G.M.)  simultaneously  with  preparation  of  the 
transplant  site  in  the  recipient  (O.C.).  The  kid- 
ney of  the  donor  was  removed  through  a thoraco- 
abdominal approach  by  resecting  the  eleventh 
rib.  This  exposure  facilitated  dissection  of  the 
renal  pedicle  and  permitted  the  ureter  to  be 
sectioned  in  its  lower  third  portion.  The  retro- 
peritoneal area  of  the  recipient  was  exposed 
through  an  incision  in  the  lower  right  quadrant, 
just  above  and  extending  to  the  midline  a fin- 
ger’s breadth  above  the  pubic  arch  and  parallel 
to  the  inguinal  ligament.  The  kidney  was  trans- 
ferred in  a basin  of  heparinized,  cool  saline  and 
placed  in  the  right  iliac  fossa  where  an  end-to- 
end  anastomosis  between  the  renal  and  hypo- 
gastric arteries  and  an  end-to-side  anastomosis 
between  the  renal  and  external  iliac  veins  were 
performed  (O.C.). 

Before  arterial  anastomosis  was  performed 
it  was  necessary  to  remove  an  atherosclerotic 
plaque  from  the  hypogastric  artery.  The  arterial 
and  venous  anastomosis  were  satisfactory  and 
the  kidney  become  turgid  and  pink  when  the 
arterial  clamp  was  removed.  There  was  a delay 
of  about  ten  minutes  before  urine  was  excreted 
but  it  began  to  then  flow  in  copious  amounts. 
At  this  point  the  bladder  was  opened  (J.G.M.) 
on  its  anterior  surface  and  the  ureter  brought 
through  the  lower  right  dependent  part  of  the 
bladder  and  passed  through  an  oblique  submuco- 
sal tunnel  and  then  anastomosed  to  the  edges  of 
the  mucosa  of  the  bladder.  The  ureter  was 
severed  4mm.  beyond  its  attachment  to  the  blad- 
der mucosa.  After  placing  a mushroom  catheter 
through  a stab  wound  in  its  superior  surface, 
the  bladder  was  closed.  The  wound  was  then 
closed  anatomically. 

The  operation  started  at  8:10  A.M.  and  ended 
at  1 :20  P.M.  The  donor  kidney  was  removed  at 
10:30  A.M.,  the  arterial  anastomosis  completed 
at  11:00  A.M.  and  the  venous  anastomosis  at 
11:15  A.M.  Total  time  of  ischemia  of  the  kidney 
was  forty-five  minutes. 

The  donor  was  discharged  ten  days  following 
operation  with  no  alteration  of  blood  chemistry, 
blood  pressure  or  urine. 

After  operation  the  improvement  of  the  recipi- 
ent was  marked.  The  urine  output  was  5,680  ml. 
in  the  first  twenty  hours.  With  onset  of  kidney 
function  there  was  immediate  improvement  in 
the  blood  chemistries  and  a reduction  of  the 
blood  pressure.  There  was,  however,  a contin- 
ued loss  of  sodium. 

Ten  days  after  readmission  on  November  17, 
a left  nephrectomy  was  performed.  The  kidney 
weighed  49  grams  and  pathologically  showed 
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severe  chronic  pyelonephritis.  Seven  days  later 
an  intravenous  urogram  and  a radioactive  reno- 
frram  revealed  the  transplanted  kidney  to  he 
functioning  normally  with  no  evidence  of  ob- 
struction. Microscopic  examination  of  the  urine 
at  this  time  showed  rods  and  cocci.  This  infec- 
tion has  since  responded  to  Furadantin.  The 
blood  urea  has  returned  to  normal  and  the 
blood  pressure  is  114  90. 

Delayed  cystogram  revealed  no  reflux  up  the 
ureter  and  at  cystoscopy  the  ureteral  orifice  of 
the  transplant  was  elliptical  and  similar  to  the 
other  orifices. 

Discussion 

The  prospective  donors  are  limited ; one 
of  every  three  sets  of  twins  are  identical 
and  twinning  occurs  in  every  ninety  preg- 
nancies. 

The  donor  must  submit  to  reciprocal 
skin  grafts  to  be  identified  as  an  identical 
twin.  He  must  be  healthy  with  kidneys 
free  from  infection  and  possessing  normal 
function.  The  recipient  should  have  irre- 
parably damaged  kidneys,  a lower  urinary 
tract  free  from  obstruction,  a controllable 
infection,  if  any,  and  quiescent  renal  dis- 
ease.""* In  advanced  uremia  the  recipient 
may  have  to  be  dialyzed  to  be  capable  of 
receiving  a transplant. 

The  iliac  fossa  is  an  ideal  site  for  trans- 
plantation for  it  permits  implantation  of 
the  ureter  into  the  bladder  while  retain- 
ing an  environment  comparable  to  that  of 
the  original  kidney  area.  Using  the  do- 
nor’s opposite  kidney  permits  a correct 
relationship  between  the  blood  vessels  and 
pelvis. 

The  handicap  of  a calcified  plaque  in 
the  artery  of  the  recipient  was  overcome 
by  endarterectomy.  The  modified  tech- 
nique employed  in  ureteral  transplanta- 
tion was  successful. 

Following  transplantation  the  improve- 
ment of  the  recipient  was  marked.  The 
urinary  output  was  5,680  ml  in  the  first 
20  hours.  Within  a week  there  was  a 
marked  reduction  in  the  blood  urea  nitro- 
gen and  blood  pressure,  and  the  patient 
became  alert,  cheery  and  optimistic.  The 
blood  chemistries,  blood  pressure  and  body 
weight  decreased  but  did  not  reach  normal 
levels  until  the  diseased  kidney  of  the  re- 
cipient was  removed.  Following  surgery 


the  excretion  of  sodium  in  the  urine  be- 
came elevated  and  remained  so  for  several 
weeks.  This  may  have  been  the  result  of 
renal  denervation,  ischemia  or  a combina- 
tion of  causes. 

Of  added  significance  is  the  demonstra- 
tion that  successful  transplants  can  be 
done  wherever  the  facilities  are  adequate 
for  laboratory  investigation,  artificial  kid- 
ney therapy  and  personnel  trained  in  vas- 
cular and  urological  surgery. 

Summary 

A successful  human  homorenaltrans- 
plantation  between  two  36  year  old  male 
identical  twins  is  reported.  A modifica- 
tion in  technique  of  ureteroneocystostomy 
is  presented. 

Negative  sodium  balance  was  seen  for 
a period  of  time  following  surgery.  The 
cause  is  unknown  but  it  may  be  due  to 
renal  denervation  or  a combination  of 
causes. 
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A Community  Cytology  Program^ 


• This  community  service  has  been  in  operation  in  Baton  Rouge  since 
July  1,  1958,  and  has  proved  to  be  of  value  in  the  detection  of  early 
carcinoma. 


use  of  vaginal  cytologic  examina- 
tion  in  the  detection  of  early  cancer 
of  the  uterus  has  become  well  established. 
The  procedure  is  presently  undergoing 
transition  from  a proven  experimental  tool 
to  a practical  aid  for  the  practitioner.  One 
method  of  accomplishing  the  transition  is 
setting  up  of  cytologic  programs  for  use 
by  all  the  practicing  physicians  of  the 
community.  The  Baton  Rouge  cytology 
program  is  such  an  endeavor.  It  is  pat- 
terned after  several  pioneer  projects  of 
this  type  but  resembles  more  closely  the 
Toledo,  Ohio,  program. ^ 

Organization  and  Operation 
The  Woman’s  Hospital  Foundation  Can- 
cer Detection  Laboratory  was  started  by 
the  gynecologists  of  Baton  Rouge.  It  is 
nonprofit  in  operation.  The  laboratory  fur- 
nishes to  any  doctor  requesting  them  ma- 
terials for  preparing  vaginal  smears  in  his 
own  office.  No  smears  are  done  in  the  lab- 
oratory, so  that  it  is  in  no  sense  a clinic. 
Pick-up  service  for  specimens  is  also  fur- 
nished twice  weekly,  thus  making  the  use 
of  this  aid  more  convenient  for  the  busy 
doctor.  Slides  are  labelled,  stained,  and 
screened  by  the  cytotechnologist  and  re- 
ports are  mailed  to  the  doctor.  The  pa- 
tient receives  a statement  from  the  lab- 
oratory, and,  in  cases  where  the  smear  is 
negative,  a mimeographed  note  which 
reads:  “Your  cell  examination  was  nega- 
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five.  The  next  cell  test  should  be  done  in 
one  year.” 

A report  of  “Positive  for  malignant 
cells”  is  rendered  when  it  is  judged  that 
the  cells  are  of  the  type  coming  from  the 
lesions  of  carcinoma  in  situ  and  invasive 
carcinoma;  this  corresponds  with  Papani- 
colaou’s Class  HI,  IV,  and  V.  Smears  are 
reported  “Atypical  cells  present”  when 
the  degree  of  atypism  is  not  sufficient 
for  the  “positive”  category,  but  sugges- 
tive of  the  cells  seen  in  the  histological 
finding  of  epithelial  atypism,  dysplasia,  or 
anaplasia.  This  corresponds  to  Papanico- 
laou’s “Pattern  of  superficial  and  inter- 
mediate cell  dyskaryosis”.  In  this  labora- 
tory the  diagnosis  of  “Atypical  cells”  is 
usually  accompanied  by  the  notation  that 
it  is  advisable  to  have  the  patient  return 
in  three  months  for  repeat  smear.  It  is 
to  be  noted  that  this  reading  is  somewhat 
more  cautious  than  Papanicolaou  Class 
HI,  but  more  demanding  than  his  Class  II. 
The  reason  for  departing  from  the  Papani- 
colaou class  grading  is  that  it  was  thought 
that  the  reporting  would  be  better  under- 
stood by  the  clinician  unfamiliar  with  the 
Papanicolaou  system.  Also,  it  has  been 
noted  that  there  is  some  variation  among 
cytologists  as  to  just  what  a Class  HI 
diagnosis  means  clinically  and  histologic- 
ally. This  simplified  reporting  may  or 
may  not  be  justified  by  the  test  of  time. 

Results 

From  its  inception  July  1,  1958,  to  the 
end  of  the  .year,  1959,  the  laboratory  pro- 
cessed 4732  vaginal  cytological  smears. 
There  were  4596  negative,  102  atypical, 
and  34  positive  reports.  (Table  1) 

Among  the  atypical  smears  there  were 
58  in  which  repeat  studies  were  carried 
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TABLE  1 

DIAGNOSIS  ON  VAGINAL  CYTOLOGIC  TESTS  REPORTED 
ON  4732  SMEARS,  BY  THE  CANCER  DETECTION 


LABORATORY  OF  THE  WOMAN'S  HOSPITAL 
FOUNDATION,  BATON  ROUGE,  LA., 
JULY  1,  1958  - DECEMBER  31,  1959 


No  nialifrnant  colls  seen 

4596 

Atypical  cells  present 

102 

Positive  for  malifjnant  cells 

34 

Total 

4732 

out.  Forty-seven  were  found  to 

have  no 

abnormal  cells,  8 had  a second 

atypical 

smear,  while  3 were  called  positive  on  re- 

e.xamination  (Table  2). 

Table  3 lists  type  of  disease 

found  in 

the  34  instances  in  which  malignant  cells 
were  reported.  Four  patients  had  a cer- 
vical lesion  suspected  of  being  cancer. 

TABLE  2 

RESULTS  OF  REPEAT  CYTOLOGIC  EXAMINATION 

AFTER  FIRST  ATYPICAL  IN  102  PATIENTS 

Repeat  examination  positive 

3 

Repeat  examination  atypical 

8 

Repeat  examination  negative 

47 

No  other  examination 

44 

Total 

102 

TABLE  3 

DISEASE  FOUND  AMONG  34  PATIENTS  HAVING 

POSITIVE  CYTOLOGY 

Clinical  carcinoma 

4 

Microscopic  carcinoma 

4 

Recurrent  carcinoma 

1 

Carcinoma  in  situ 

14 

Epithelium  atypism 

8 

Total 

31 

4 others  had  a microscopically  invasive 
growth,  and  14  were  found  to  have  car- 
cinoma in  situ.  One  patient  was  discov- 
ered to  nave  a microscopic  recurrence 
after  full  radiation  treatment.  Eight  in- 

stances of  epithelial  atypism  were  found 
to  be  the  source  of  cells  regarded  as  ma- 
lignant. 

Malignant  disease  was  not  found  in  3 
instances  when  the  cytologic  smear  was 

TABLE  4 

DISEASE  FOUND  WHEN  POSITIVE  CYTOLOGY  NOT 
SUPPORTED  BY  TISSUE  STUDY 

Cervicitis  2 

Benign  Endometrium  1 

Total  3 


reported  as  positive  for  malignant  cells. 
Table  4 shows  the  tissue  diagnosis  in  these 
cases.  In  1 instance  a positive  smear  was 
read  as  negative  when  the  tissue  study 
revealed  adenocarcinoma  of  the  endomet- 
rium (Table  5).  Five  positive  cells  or 

TABLE  5 

DISEASE  FOUND  BY  TISSUE  STUDY  AFTER 

REPORT  OF  NEGATIVE  CYTOLOGY 

.\denocarcinoma  of  endometrium  1 

clumps  were  found  on  the  slide  upon  re- 
view. 

Looking  at  the  results  of  the  cytologic 
screening,  several  questions  may  be  asked: 
How  many  clinically  unsuspected  malig- 
nancies were  there?  Is  there  a practical 
reason  to  continue  the  “atypical”  cate- 
gory? What  uses  other  than  screening 
may  be  accomplished  by  the  procedure? 
What  will  be  the  long  range  effects  of 
the  continued  testing  of  the  women  of 
this  area? 

From  Table  3 it  can  be  seen  that  there 
were  4 microcarcinomas  and  14  carcino- 
mas in  situ  which  may  fairly  be  counted 
pre-clinical.  The  exact  significance  of  epi- 
thelial atypism  is  not  known  but  currently 
it  is  thought  to  be  at  least  a precursor  of 
cancer,  if  not  an  actual  step  in  carcinogen- 
esis. The  matter  of  spontaneous  regres- 
sion is  not  settled.  Thus,  there  is  consid- 
erable value  in  learning  in  which  cervices 
this  lesion  is  located. 

The  question  of  whether  to  report  atypi- 
cal cells  will  be  more  fully  answered  when 
the  natural  history  of  cervical  cancer  is 
finally  understood.  The  fact  that  2 pa- 
tients had  first  an  atypical  and  then  a 
positive  smear  would  seem  to  indicate  that 
it  is  important  to  identify  these  smears. 
Each  cytologist  has  his  own  conception  of 
just  how  much  atypism  constitutes  the 
diagnosis  of  “atypical  cells”.  In  a given 
series  of  smears,  cells  can  be  found  ex- 
hibiting gradations  of  structure  all  the 
way  from  normal  to  malignant,  and  where 
to  draw  the  line  along  this  path  of  finely 
graded  degrees  of  increasing  abnormality 
may  be  a matter  of  opinion. 

At  least  one  other  useful  purpose  is  in- 
dicated for  widespread  application  of  the 
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cytological  smear,  that  of  detecting  early 
vaginal  or  cervical  recurrence  of  treated 
carcinoma.  In  the  experience  of  the  lab- 
oratory this  use  has  been  of  value  not  only 
in  the  one  instance  where  a microscopic 
recurrence  did  occur  but  also  in  a num- 
ber of  cases  where  negative  smears  have 
ruled  out  local  I’ecurrence. 

Burns  ^ has  shown  that  the  continuous 
operation  of  a community  cytology  pro- 
gram can  change  the  major  characteris- 
tics of  cervical  carcinoma  disease  in  the 
community.  It  would  not  be  too  much  tu 
expect  that  the  program  of  the  Woman’s 
Hospital  Foundation  could  produce  that 
effect  also.  The  annual  rate  of  occurrence 
of  cervical  cancer  in  East  Baton  Rouge 
Parish  has  been  studied  * and  it  has  been 
noted  that  there  are  some  30  new  cases 
per  year  among  local  residents.  The  fact 
that  18  instances  of  early  carcinoma  have 
been  found  in  a year  and  a half  would  cer- 
tainly indicate  that  the  continued  detec- 
tion of  these  curable  lesions  would  soon 
lessen  the  number  of  clinically  recognized 
malignancies  in  this  same  locality.  One 
would  seem  to  be  justified  in  having  a 
great  deal  of  optimism  for  the  long  range 
outlook,  particularly  since  it  is  probable 
that  there  will  be  further  expansion  of  the 
use  of  vaginal  cytology  in  the  detection 
of  genital  cancer. 

Summary 

1.  A community  cytology  program  was 
instituted  a year  and  a half  ago,  sponsored 
by  the  Woman’s  Hospital  Foundation  of 
Baton  Rouge. 

2.  A Cancer  Detection  Laboratory  fur- 
nishes the  material  with  which  each  pri- 
vate physician  prepares  smears  in  his  own 
office,  the  pick-up  and  delivery  service  for 
specimens  and  supplies,  and  the  cytologic 
interpretation  for  vaginal  cytological  ex- 
amination. 

3.  The  laboratory  has  processed  4732 
smears  and  found  34  positive  among  these. 
Eighteen  subclinical  carcinomas  of  the  cer- 
vix were  discovered  in  patients  having 
positive  smears. 

4.  There  is  reason  to  believe  that  the 
increasing  and  continued  use  of  vaginal 


cytologic  examination  will  bring  about  a 
lower  rate  of  occurrence  of  invasive  car- 
cinoma of  the  cervix  in  the  Baton  Rouge 
area. 
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Discussion 

Dr.  Cary  M.  Dougherty  (Baton  Rouge)  : There 
are  several  points  bearing  on  accuracy  of  this 
method  of  examination  which  should  be  brought 
out.  The  laboratory  rendered  a diagnosis  on 
every  slide  submitted.  There  were  none  reported 
as  unsatisfactory.  The  small  risk  in  this  decision 
was  accepted  as  a shortcoming  of  the  cytological 
method.  It  should  be  noted,  however,  that  find- 
ing no  cells  on  a slide  usually  indicates  that  no 
abnormal  cells  are  harbored  by  the  cervix,  since 
abnormal  cells  are  easily  removed  by  scraping. 
Second,  in  instances  where  the  cytological  diag- 
nosis differs  frem  the  tissue  diagnosis,  it  is  not 
acceptable  practice  to  write  off  the  cytologic  diag- 
nosis as  erroneous.  Unless  special  pi'ecautions 
are  taken  in  preparing  the  histological  specimen 
a small  carcinoma  can  be  readily  missed.  These 
precautions  include  taking  a large  number  of 
blocks  and  sections  from  well  oriented  gross  tis- 
sue. Overall,  the  cytologic  examination  must  be 
considered  more  sensitive  than  tissue  examination 
as  practiced  in  the  average  histopathological  labo- 
ratory. 

A fact  which  is  more  and  more  coming  to  light 
with  the  handling  of  many  of  these  early  lesions 
is  that  a microscopic  focus  of  carcinoma  cells 
constituting  a microcarcinoma  is  not  a serious 
threat  to  life  as  is  the  case  with  gross  carcinoma. 
This  is  supported  by  observations  that  some  tiny 
cancers  can  be  cured  by  biopsy  only;  that  some- 
times an  untreated  small  lesion  on  long  follow-up 
will  be  seen  to  disappear  from  the  cerv^ix,  either 
healed  or  regressed  spontaneously;  and  that  early 
disease  has  been  known  to  remain  in  situ  for 
many  months  without  spread. 

If  cytologic  examination  lives  up  to  present 
promise  and  if  most  cervical  cancers  do  prove  to 
originate  in  the  early  lesions  we  are  now  find- 
ing, then  no  claim  will  be  too  wild,  no  statement 
too  exaggerated  as  to  the  great  value  of  cytology. 

Dr.  Nelson  D.  Holmquist  (New  Orleans)  : Sev- 
eral points  discussed  in  this  jiaper  bear  emphasis. 
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It  is  not  surprisinj;  that  the  one  case  missed  in 
this  cytologic  program  was  that  of  an  adenocar- 
cinoma of  the  endometrium.  Unfortunately,  this 
type  of  tumor  sometimes  is  not  detected  hy  the 
vaginal  smear  either  because  the  tumor  cells  are 
not  present  on  the  slides  studied  or  the  tumor 
cells  are  not  recognized  because  they  may  not 
have  the  bizarre  features  of  cells  of  squamous 
cell  carcinoma  of  the  cervix.  This  was  also  the 
case  in  the  study  of  Burns  and  Gorski  mentioned 
by  Dr.  Griffon.  They  found  in  a nine  year  study 
of  29,687  women  that  85  per  cent  of  the  carci- 
nomas of  the  cervix  were  detected  cytologically 
whereas  only  49  per  cent  of  the  carcinomas  of 
the  endometriunj  were  detected  cytologically. 

The  real  value  of  the  cytologic  technique  was 
brought  out  here  very  strikingly  in  that  eighteen 
cases  of  early  carcinoma  of  the  cervix,  which 


clinically  were  unsuspected,  were  detected  by 
cytologic  examination.  Through  such  early  de- 
tection we  may  look  forward  to  the  possibilities 
of  early  diagnosis  and  treatment  of  this  lesion. 

The  classification  of  smears  which  I employ 
differs  somewhat  from  that  described  by  Dr. 
Griffon  and  Dr.  Dougherty  but  such  differences 
should  not  create  problems  at  the  local  level  as 
long  as  there  is  a close  liaison  between  clinician 
and  cytologist. 

Finally  the  study  has  emphasized  the  use  of 
the  technique  as  a means  of  detection  of  carci- 
noma and  each  case  with  an  atypical  or  positive 
cytologic  interpretation  was  followed  with  a bi- 
opsy for  confirmatory  diagnosis.  Biopsy  diagno- 
sis should  be  obtained  in  every  case  with  a 
(juestionable  or  positive  cytologic  interpretation 
before  the  patient’s  treatment  is  determined. 


Letters  to  Young  Physicians 
By  an  Octogenerian 

* * * Let  me  commence  by  hoping  that  your  Diploma  was  given  by  an  institu- 
tion of  high  standing  and  strict  requirements.  I look  with  disfavor  on  the  mushroom 
medical  colleges  springing  up  all  over  our  lands.  Hardly  a small  city  of  25,000  in- 
habitants but  must  needs  have  its  one,  and  in  many  cases  two  colleges,  or  diploma 
machines,  as  we  may  more  properly  call  them.  They  are  scarcely  anything  more  than 
places  for  lazy  men.  A young  man  wants  to  practice  medicine,  but  does  not  care 
to  exert  his  worthiness  and  much  indulged  self  enough  to  win  a diploma  from  a 
college  where  requirements  are  strict.  So  he  enters  one  of  these  diploma  mills,  is 
run  through  in  the  appointed  time  for  so  much.  Out  of  a class,  say  of  190  men,  187 
will  pass  at  the  first  off  and  the  other  three  will  very  probably  get  “a  second 
showing,”  and  receive  a license  to  go  out  and  murdei’ — yes — that’s  the  word — murder, 
for  not  only  do  they  go  out  to  physic  human  beings,  knowing  nothing  of  medicine, 
but  ignorant  of  the  first  principles  of  anatomy  and  physiology,  and  they  do  all  this 
willfully,  and  it  shows  how  degraded  the  human  heart  can  become,  for  they  know 
that  they  will  not  be  found  out,  or  at  least  think  so.  Would  one  of  them  dare  build 
a house,  knowing  no  more  of  architecture  and  house-building  than  about  medicine? 

New  Orleans  M.  & S.  J.  10:590  (February)  1882 
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Dignity  in  Death^ 

The  Application  and  Withholding 
Of  Interventive  Measures 

• A plea  for  comfort  and  relief  to  the  dying  patient — not  euthanasia, 
but  agathanasia. 


tN  giant  strides,  we  pyramid  measures 

designed — so  often  successfully — to  re- 
store vitality  and  to  prolong  life.  In  the 
field  of  obstetrics  we  may  intervene  to  fa- 
cilitate birth;  in  attending  the  dying,  we 
endeavour  to  deprive  death  of  its  victory. 
But  in  so  doing,  have  we  added  to  its 
sting?  If  not  euthanasia,  why  not  agatha- 
nasia ? 

Accounts  of  Death 

Thirty  years  ago,  during  one  phase  of  a 
rotating  internship,  I was  alone  in  charge 
of  a large  chronic  hospital  with  over  a 
thousand  patients.  Rounds  were  attempt- 
ed twice  a day,  an  ambulatory  chore  of 
no  mean  accomplishment,  for  each  per- 
formance took  about  six  hours. 

Fortunately  for  me,  the  charge  nurse 
of  each  ward  escorted  me  briskly  through 
her  particular  area  and  would  brief  me  on 
each  patient  as  we  passed.  Stops  were 
made  for  quick  examination  as  she  would 
indicate,  or  as  my  interest  or  attention 
was  aroused,  and  suggestions  would  be 
made  as  my  judgment  and  the  nurse’s 
more  familiar  understanding  of  each  case 
required. 

The  evening  hours  were  usually  spent 
in  examination  of  new  admissions,  usually 
the  incurable  patients  referred  by  the  sev- 
eral teaching  hospitals  of  the  city.  That 
was  discouraging  enough. 


* Presented  at  the  Twenty-Fourth  Annual  Meet- 
ing of  the  New  Orleans  Graduate  Medical  As- 
sembly, March  6,  1961. 

t Chairman  of  Subcommittee  on  Alcoholism, 
Medical  Society  of  the  State  of  North  Carolina; 
Associate  in  Medicine,  Duke  University  School  of 
Medicine,  Durham,  N.  C. 


THOMAS  T.  JONES,  M.  D.t 
Durham,  N.  C. 

But  the  nights — the  endless  nights  of 
that  three  month  stint — brought  the  hours 
of  the  interregnum  of  death.  Each  night 
saw  one  or  several  wheeled  away,  and  I still 
vividly  recall  one  night  on  which  seven 
died,  three  in  one  ward.  Beds  one,  two  and 
four  in  that  particular  ward  were  emptied 
at  one,  two,  and  four  in  the  morning.  And 
as  I covered  up  Mr.  Four  after  determin- 
ing death,  the  man  in  bed  three  remarked 
sleepily,  “You’re  slipping.  Doc,  how  come 
you  missed  me?” 

With  all  the  macabre  tone  this  account 
holds,  as  I recall  those  early  experiences 
now,  I am  obliged  to  admit  that  there  was 
far  more  natural  dignity  and  experienced 
gentleness  in  those  deaths  than  is  the  rule 
in  many  general  hospitals  today.  The 
nurse  was  in  constant  and  comforting  at- 
tendance, a few  patients  able  to  be  up 
were  close  by,  quietly  ready  to  help  if 
needed,  and  the  few,  very  simple  creature 
comforts  were  attended.  Light  was  pro- 
vided, borrowed  pillows  raised  the  head, 
a fan  stirred  the  air  unobtrusively,  damp 
cloths  kept  face  and  hands  moist,  and 
quiet  words,  murmured  and  echoed  around 
the  bed  gave  the  comfort  of  presence — and 
that  was  all. 

Instruction  comes  back  to  me  now  from 
a senior  instructor:  “There  comes  a time 
when  the  only  kindness  left  you  can  do,  is 
give  G.O.M.”  Grand  Old  IMorphia — king 
in  its  day,  is  seldom  used  now  as  it  was 
then,  and  both  its  purpose  and  dose  then 
were  to  relieve  distress,  to  comfort  anxi- 
ety, to  assure  rela.xation,  and  to  prevent 
the  anguish  and  torment  of  the  final  re- 
flex convulsive  transition. 
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Lord  Horder  it  was,  I believe,  who  said, 
“The  physician  has  every  oblijjation  to 
prolong  life,  but  he  has  no  right  to  inter- 
fere with  the  act  of  dying”.  Trudeau  ob- 
served, “We  can  cure  sometimes,  relieve 
often,  but  we  can  comfort  always”. 

One  night,  not  so  many  years  ago,  I 
experienced  a night  long  vigil  that  left 
me  shaken  for  days  after.  An  elderly  pa- 
tient, senile  to  the  degree  of  hapi)y  con- 
fusion, was  slowly  dying  of  the  effects  of 
a major  stroke  and  paralysis  of  his  left 
side.  A fairly  large  carcinoma  of  the  left 
temple  was  left  alone,  for  it  seemed  to 
cause  little  trouble.  But  circumstances 
would  have  it  that  he  developed  an  acute 
abdomen. 

This  tragic  interlude  posed  an  acute 
situation  for  me  and  for  family  alike. 
While  I held  out  for  medical  management 
and  expectant  treatment,  a son,  who  un- 
derstandably felt  this  was  a matter  for 
surgical  judgment,  asked  for  consultation, 
and  after  two  harrowing  hours  of  confer- 
ence and  indecision,  an  exploratory  opera- 
tion was  done,  and  a grangrenous,  perfor- 
ated appendix  was  exposed  and  removed. 

The  postoperative  period  was  stormy  at 
best.  Constant  nursing  care  was  provided, 
all  possible  help  was  given,  yet  despite  it 
all,  he  continued  a downhill  course. 

The  night  referred  to  was  his  last  night. 
I had  been  by  several  times,  but  could  do 
little  except  try  to  comfort  the  relatives 
as  he  was  obviously  dying.  On  the  last 
such  visit,  the  son  came  from  the  room, 
and  urged  me  inside.  This  scene  met 
my  eyes:  The  surgeon  was  doing  a “cut 
down”  to  restart  an  infusion;  the  nurse 
with  mouth  gag  and  suction  apparatus 
was  aspirating  seci*etions  from  the  throat ; 
while  the  patient,  already  deeply  cyanotic, 
began  to  have  a series  of  convulsions  and 
died. 

The  picture  of  that  moment  remains 
with  me,  as  I am  sure  it  remains  with 
the  members  of  the  family  who  were  pres- 
ent, huddled  in  one  corner  of  the  room: 
They  were  barred  from  approaching  the 
bed  by  oxygen  tank,  suction  apparatus, 
tubes  for  suction,  catheterization  and  in- 
fusion, as  well  as  by  those  of  the  staff  at 


the  bedside  who  had  completed  the  “cut 
down”,  and  now  were  attempting  artificial 
respiration. 

But  the  patient  was  dead.  He  was  92. 

Explanations  and  description  followed. 
The  probable  causes  of  death  were  enu- 
merated. Autopsy  was  requested,  and  was 
denied.  As  the  family  slowly  left  and 
started  down  the  hall,  the  son  was  heard 
to  say,  “Those  doctors  sure  tried  every- 
thing they  knew  how,  but  gosh — didn’t 
dad  catch  it  awful”. 

That  is  their  heritage  and  their  mem- 
ory. 

By  conti'ast,  may  I offer  one  other  sta- 
tistic. This  patient  was  a 78  year  old 
grandmother,  who  had  had  operative  re- 
moval of  a carcinoma  of  the  colon  a 
year  before,  and  on  re-hospitalization,  was 
found  to  have  generalized  metastases.  She 
suffered  a stroke,  with  aphasia  and  right 
hemiplegia,  and  after  available  veins  one 
by  one  had  succumbed  to  the  trauma  of 
intravenous  feeding,  she  was  started  on 
tube  feedings.  This  situation  was  stabi- 
lized only  after  the  good  arm  and  leg  had 
been  restrained,  and  for  several  weeks 
slow  decline  persisted  without  any  par- 
ticularly notable  event.  She  did  moan  con- 
stantly, and  would  point  as  best  she  could 
to  the  nasal  tube  and  then  upward.  Two 
questions  were  asked,  and  each  answered 
in  the  affirmative  with  vigorous  nods: 
“Do  you  want  the  tube  out  and  feeding 
stopped?”  and  the  other  question,  “Do 
you  want  to  die?” 

Several  times,  as  the  restraints  were 
changed,  she  would  manage  to  get  hold 
of  the  nasal  tube  and  quickly  snatch  it 
out.  But  it  would  be  re-introduced  after 
a lively  tussle. 

One  Sunday  morning,  on  my  rounds,  I 
found  the  patient  quiet,  but  obviously 
very  low  — almost  moribund.  Something 
had  happened;  something  critical,  most 
probably  additional  sti’oke,  or  perhaps 
hemorrhage  into  some  metastatic  area. 
She  recognized  me  with  a feeble  nod,  and 
as  before  tried  to  point  to  the  nasal  tube, 
her  life-line,  and  then  upward.  I asked 
again  the  questions,  “Tube  out?”  “Do  you 
want  to  die?”  Again  she  nodded  to  both. 
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The  tube  was  removed,  and  the  re- 
straints untied.  All  other  evidences  of 
auxiliary  help  were  taken  away,  and  her 
understanding  nurse  went  gently  to  work 
making  her  as  attractive  and  comfortable 
as  possible  while  I called  the  family  and 
asked  them  to  come  at  once.  I also  called 
the  minister,  and  all  arrived  not  long  aft- 
erward. 

The  changed  situation  was  explained, 
and  my  reasons  for  discontinuing  all  con- 
trivances were  given.  The  patient  nodded 
approval  to  all  I said,  and  with  the  good 
arm  now  freed,  pointed  upward. 

Moderate  sedation  and  analgesia  were 
given  as  the  cyanosis  deepened.  The  min- 
ister gave  a brief  and  beautiful  prayer, 
and  then  one  by  one  the  family  members 
with  the  nurse’s  direction,  sat  beside  the 
patient’s  bed  and  each  expressed  love,  and 
told  briefly  of  some  treasured  memory. 
The  husband  was  last.  He  took  his  place 
and  leaned  close  to  whisper.  The  patient 
smiled,  sighed  briefly,  and  died. 

These  two  death-bed  accounts,  in  my 
opinion,  hold  great  significance.  We  are 
taught,  properly  so,  to  restore,  to  relieve, 
to  prolong  life  to  its  richest  and  its  fullest. 
But  we  learn  only  by  death  repeated  over 
and  over  again,  how  to  comfort  and  attend, 
in  that  time  of  great  significance,  the  dy- 
ing moments  of  our  patients. 

Moral  Obligations 

The  word,  “euthanasia”,  is  anathema  to 
us.  Yet  it  was  an  apt  word  at  one  time, 
for  it  meant  literally,  the  good  death. 
Unfortunately — it  came  to  be  applied  to 
“mercy  killing’’,  to  any  positive  act  of  in- 
terference or  deliberate  move  designed  to 
hasten  death,  or  literally  to  put  to  death 
painlessly.  Such  is  forbidden  by  consci- 
ence, by  the  ethics  and  morality  of  our 
profession,  and  by  law. 

Yet,  in  my  opinion,  I believe  we  have 
a moral  obligation  of  the  highest  order, 
to  attend  our  patients  with  skill,  tender- 
ness and  constancy,  while  they  are  in  the 
act  of  dying. 

Most  general  practitioners  are  acutely 
aware  that  a great  percentage  of  their 
bed-ridden,  incurably  wasting  and  termi- 


ing  homes.  Most  of  us  are  by  our  middle 
and  later  active  years  so  thoroughly  famil- 
iar with  the  various  manifestations  of  im- 
pending death  that  it  is  second  natui'e  to 
acknowledge  its  approach.  We  are  the 
ones  who  get  the  familiar  call  from  hospi- 
nally  ill  patients  die  at  home  or  in  nurs- 
tal  or  clinic,  “Doctor,  I’m  sending  you  a 
patient.  Everything  possible  has  been 
done,  and  he’s  going  downhill  fast  now. 
Will  you  look  after  him?” 

So — he  becomes  our  charge,  our  respon- 
sibility, and  our  statistic. 

Care  of  the  Dying 

It  has  long  been  my  contention  that  we 
should  redirect  our  attention  enough  to 
grant  that  we  need  moi’e  early  instruction 
in  the  art,  and  it  is  an  art,  of  attending 
the  dying;  to  attend  with  the  realistic 
acknowledgement  patients  do  die,  and  that 
we,  of  all  people,  while  not  omnipotent,  can 
recognize  approaching  death  far  better 
than  any  except  the  older  nurses,  who, 
like  us  have  seen  death  so  often. 

It  is  repetitious  to  say  that  medicine 
has  advanced  tremendously.  We  have  op- 
erations that  are  brilliant  and  daring.  In- 
genious prostheses  can  do  everything  but 
bleed  and  sweat,  and  for  all  I know  can 
do  even  that.  Hearing  aids,  artificial  kid- 
neys, heart  valve  replacements  and  even 
miniature  embedded  pace-makers  are  well 
known.  The  multiplicity  of  such  advances 
is  legion — and  it  seems  that  with  the 
rapidity  that  innovation,  refinement  and 
substitution  is  taking  place,  we  are  just 
getting  started.  New  specifics  also  are 
achieving  meritorious  recognition. 

With  life-expectancy  lengthening,  death 
is  being  pushed  further  and  further  away. 
Yet — it  is  still  as  true  as  in  the  beginning; 
we  are  born  to  die,  and  die  we  must. 

Since  this  is  so,  and  since  the  dignity 
of  the  individual  is  cherished  by  our  cul- 
ture, should  we  not  be  the  ones  to  say, 
“As  birth  and  life  are  within  our  province 
of  care,  so  is  the  responsibility  of  caring 
for  the  dying.”  And  this,  not  with  the 
air  of  one  who  tries  to  “play  God”,  but 
with  our  known  and  shared  art  of  the 
care  of  the  dying,  to  develop  and  exchange 
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ideas  of  procedure,  druj?  administration, 
and  other  niceties  of  medical  care,  con- 
tinue to  serve  the  dying  faithfully  and 
well. 

Research  must  and  will  continue  to 
amaze  and  stimulate  us.  We  can  do  no  less 
than  to  devise  or  require  that  those  who 
attend  the  dying  patient  learn  as  an  in- 
dividual and  expanding  art  those  proce- 


dures best  to  relieve  and  to  comfort  him 
that  he  may  go  his  way  with  dignity,  and 
with  a cherished  memory  left  behind  to 
sustain  and  ennoble  the  lives  of  those  who 
follow. 

May  I suggest  a name  for  this  per- 
formance ; for  this  ministry  of  medicine 
as  a terminal  service:  A(jathanasia  — A 
good  death,  or  a death  with  dignity. 


Editorial  Department 

* * * Dr.  D.  C.  Holiday  of  this  city  has  been  striving  for  several  years  to  organize 
a school  for  training  nurses  in  New  Orleans.  It  may  be  that  some  others  have  enlisted 
their  names  and  influence  on  his  side  of  this  question,  but  we  do  not  know  this  to  be 
the  case.  On  the  contrary  we  have  heard  that  there  is  much  opposition  to  the  estab- 
lishment of  such  an  institution.  Exactly  where,  or  why  this  opposition  has  spiung  up, 
we  are  not  able  to  state  explicitly.  We  also  believe  that  it  would  do  nothing  in  the 
way  of  effecting  its  removal  to  publish  expressions  implying  a suspicion  as  to  the 
seat  and  causes  of  the  opposition. 

There  are  few  cities  in  the  world  where  the  skillful  and  methodical  training  of 
nurses  is  more  needed.  The  blessings  of  thousands  of  rescued  lives  would,  in  process 
of  time,  accumulate  around  a well  conducted  training  school  here,  and  sanctify  its 
estimation  by  every  philanthropist  in  the  country.  Here,  we  have  ample  opportunities 
to  train  as  nurses  persons  acclimated  to  Yellow  Fever,  who  would  be  ready  to  go  to 
any  part  of  the  country  where  their  services  were  required. 

New  Orleans  M.  & S.  J.  8:467  (December)  1881 
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Bronchial  Asthma^ 

(Practical  Points  for  its  Management) 


• Practical  points  for  good  allergic  history  taking;  evaluation  of 
points  of  importance  in  physical  examination.  What  laboratory  and  al- 
lergy studies  are  helpful  when;  helping  hints  for  therapy,  listed  both  by 
basic  principles  and  a specific  example;  prognosis  and  complications. 


Introduction 

■pEW  areas  in  medicine  reward  your 
skills  and  efforts  of  careful  diagnosis 
and  management  more  than  the  treatment 
of  bronchial  asthma.  While  in  many  other 
medical  subspecialty  areas  little  can  be 
modified  by  effort,  due  to  the  nature  and 
unalterability  of  the  disease,  the  outlook  in 
the  management  of  asthma  is  very  bright 
and  encouraging. 

Diagnosis 

Bronchial  asthma  is  an  allergic  disease, 
clinically  characterized  by  wheezing,  phy- 
siologically by  diffuse  airway  obstruction, 
the  symptoms  of  which  are  reversible  on 
treatment. 

The  definition,  as  given,  requires  an 
antigen-antibody  mechanism  to  be  opera- 
tive and  excludes,  therefore,  nonallergic 
other  causes  of  wheezing.  Wheezing,  or 
diffuse  airway  obstruction,  which  is  irre- 
versible, is  termed  pulmonary  emphysema, 
in  which  allergic  mechanisms  play  no  role. 
Bronchial  asthma  is  temporary  and  “re- 
versible pulmonary  emphysema”.  Per- 
mitting this  reversible  situation  to  remain 
symptomatic,  be  it  by  procrastination, 
lack  of  knowledge  or  prejudice  against 
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hyposensitization,  will  eventually  lead  to 
“irreversible  pulmonary  emphysema”,  usu- 
ally referred  to  as  diffuse  obstructive  em- 
physema. It  is  this  latter  complication, 
which  is  to  be  avoided.  We  classify  bron- 
chial asthma  as  either  extrinsic  or  intrin- 
sic. (Table  1) 

Nonspecific  factors,  such  as  emotional 
stress,  physical  stress  (cold  weather,  irri- 
tative dusts  or  smokes,  odors,  humidity, 
air  pollution,  etc.),  infections,  endocrine 
factors  (pregnancy,  menstruation),  and 
other  nonrelated  diseases  can  either  trig- 
ger off  latent  or  subclinical  a.sthma  or  sig- 
nificantly aggravate  mild  bronchial  as- 
thma. They,  by  themselves,  do  not  cause 
bronchial  asthma,  which,  by  definition, 
requires  the  presence  of  an  underlying 
immunological  mechanism. 

The  term  status  asthmaticus  is  applied 
to  persons  with  severe  symptomatic  bron- 
chial asthma,  who  have  failed  to  i-espond 
to  simple  bronchodilator  therapy.  As  the 
treatment  of  extrinsic  bronchial  asthma 
differs  considerably  from  that  of  intrinsic 
asthma,  this  ability  of  classifying  asthma 
has  considerable  practical  merit.  It  is 
true  that  neglected  extrinsic  asthma  soon- 
er or  later  acquires  a secondary  intrinsic 
component  due  to  later  acquired  bacterial 
hypersensitivity,  so  that  this  clear  separa- 
tion is  not  always  present  in  severe,  long 
standing  asthma,  so  called  “mixed  extrin- 
sic and  intrinsic  bronchial  asthma.” 

1.  Practical  Points  for  (Jood  Allergy 
History  Taking 

Of  all  diafinostic  methods,  a careful  and 
very  detailed  history,  is  by  far  the  most 
important  sinyle  diagnostic  tool.  Especi- 
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TABLE  1 


Extrinsic  bronchial  asthma 


Intrinsic  bronchial  asthma 


Antigen 


Antibody 


Pathology  in 
bronchial  walls 
Mode  of  onset  of 
clinical  symptoms 
Response  to  bron- 
chodilators 
Positive  family 
history  for 
allerfric  disease 
Usual  onset 
Candidates  for 
Hyposensitization 


Principles  of 
treatment 


“Extrinsic”,  cominp:  from  the  outside  of 
the  body,  such  as  house  dust,  pollens, 
molds,  animal  danders,  etc. 

Circulating,  in  the  serum,  but  with  affin- 
ity to  fi.\  itself  to  tissue  cells  (also  called 
reajjin  or  skin-sensitizinja:  antibody). 
Edema  first,  cells  later. 

Quick  and  sudden  (within  hours). 

Quick  and  dramatic. 

Usually  yes  (atopic  individuals). 


Early  in  life  (childhood  onset). 

Yes  (creates  an  artificial  protective  block- 
ing antibody  which  competes  for  the  of- 
fendinj^  antifjen  and  disposes  of  it  with- 
out the  usual  clinical  disease). 

Combat  the  histamine-like  effects  of  in- 
creased vascular  penneability,  edema  and 
bronchospasm,  which  resulted  from  the 
antipen-antibody  reaction  of  the  immedi- 
ate type. 


“Intrinsic”,  coming  from  within  the  body, 
usually  a bacterial,  viral  or  fungal  anti- 
gen. 

Cellular,  in  mononuclear  white  blood  cells, 
not  present  in  the  serum. 

Cells  first,  edema  later. 

Slow  and  insidious  (within  days). 

Slow  and  minimal. 

Usually  no  (non-atopic  individuals). 


Late  in  life  (adult  onset). 

No  (except  with  bacterial  antigens,  the 
use  of  which  is  empiric  and  controver- 
sial). 

Combat  the  effects  of  a mononuclear  cell 
inflammatory  response  to  a bacterial  or 
other  “delayed  type”  antigen. 


all}’  in  extrinsic  bronchial  asthma,  the 
knowledge  of  the  various  pollination  and 
mold  spore  seasons  will  come  in  good 
stead.  Simplified  they  are  as  follows : 
Eary  spring 

Tree  pollination 
Late  spring  and  summer 
Grass  pollination 
Late  summer  and  early  fall 
Weed  pollination 
Early  spring  to  late  fall 
Atmospheric  molds 
Winter 

House  dust  contact  more  intensive 
Winter,  or  all  year 

Environmental  molds 
May  to  September 
“X  hayfever” 

In  a more  graphic  description,  this  is  de- 
picted for  Louisiana  in  Figure  1. 

Pollination  requires  dry  and  sunny 
weather;  no  pollen  is  in  the  air  when  it 
rains.  It  is  of  help,  therefore,  to  establish, 
if  symptoms  are  worse  on  a clear  and 
sunny  day  or  on  a cold,  damp  and  muggy 


SEASONAL  PATTERNS 
( Louisiona ) 


TP£ES  GRASSES  ¥^DS 


Figure  1.  Oversimplified  schematic  pattern  of 
seasonal  incidence  of  various  inhalant  factors  of 
extrinsic  bronchial  asthma. 


day.  It  is  true  that  mold  allergic  patients 
are  usually  worse  on  such  damp  and  over- 
cast days.  As  the  body  of  knowledge,  con- 
cerning the  biologic  behavior  of  the  vari- 
ous molds,  is  much  more  sparse  than  that 
with  conventional  pollens  of  trees,  grasses, 
and  weeds,  further  knowledge  and  re- 
search in  the  field  of  mold  allergy  is  the 
most  pressing  problem  in  Louisiana;  es- 
pecially for  the  low-level  swamp  and  bayou 
country  of  southern  Louisiana,  mold  aller- 
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gy  is  the  most  frequent  cause  for  extrin- 
sic bronchial  asthma.  This  is  not  gener- 
ally recognized.  There  are  at  least  30  clin- 
ically significant  mold  antigens. 

Although  theoretically  the  onset  of  an 
asthma  attack  at  night  in  the  bedroom 
would  point  to  environmental  factors  such 
as  house  dust,  pillow  feathers,  animal  dan- 
ders or  environmental  molds,  such  beha- 
vior is  also  sometimes  seen  in  cases, 
caused  by  agents  clearly  coming  from  out- 
doors, such  as  grass  pollen.  The  fact  that 
air  conditioning  helps  the  patient  suggests 
an  atmospheric  factor  such  as  pollens, 
the  unknown  x-factor  or  the  atmospheric 
molds. 

Seasonal  inhalant  asthma  is  sometimes 
hard  to  distinguish  from  a seasonal  food. 
It  is  theoretically  possible  that  a straw- 
berry food  sensitivity  might  fall  into  the 
time  of  pecan  or  oak  pollination.  At  times 
it  is  difficult  to  decide  if  asthma  is  caused 
by  a general  atmospheric  antigen  or  a 
local  factor  of  a particular  environmental 
mold  in  a particular  home.  Before  pro- 
ceeding with  ill-advised  recommendations 
to  move  to  a different  climate,  it  is  of  de- 
cided merit  to  have  the  patient  try  to  live 
for  a week  each  in  3 to  4 different  homes 
in  the  same  geographic  area.  The  trouble 
may  be  limited  to  one  single  home  and  not 
be  present  in  the  other  ones. 

Things  which  encourage  environmental 
mold  infestation  in  homes,  are  leaky  roofs, 
leaky  basements,  leaky  walls,  wallpaper 
covers,  in  short  anything  which  permits 
humidity  to  become  a greater  factor.  As 
a rule  of  thumb,  a patient  with  any  en- 
vironmental mold  allergy  is  usually  more 
comfortable  the  higher  off  the  ground 
floor  level  and  the  drier  his  particular 
room  happens  to  be. 

The  importance  of  house  dust  factors, 
such  as  mattresses,  upholstered  furniture, 
curtains,  chenille  bedspreads,  cannot  be 
underemphasized.  Very  often  one  gets  a 
history  of  no  trouble  outdoors  during  the 
day,  but  the  wheezing  occurs  after  a few 
hours  back  indoors.  As  people  spend  more 
time  indoors  in  cold  weather,  as  ordinary 
forced  air  heat  ventilating  systems  do 
their  best,  to  spread  the  dust  around  fur- 

18() 


ther,  patients  with  dust  allergy  have  more 
symptoms  in  the  winter.  Radiant  heat  or 
any  other  heating  system,  which  does  not 
require  continuous  air  movement,  has  a 
decided  advantage  over  forced  air  systems. 

One  should  realise  here,  however,  that 
dust  hyposensitization  is  one  of  the  easier 
and  elegant  forms  of  treatment,  which 
yields  the  best  results,  compared  to  any 
other  antigens  such  as  pollen  or  molds. 
After  6 to  10  injections  it  is  rarely  neces- 
sary to  be  very  strict  and  careful  about 
dust  hygiene  measures,  as  the  dust  injec- 
tions have  remedied  the  problem  effective- 
ly. 

No  matter,  if  one  patient  is  at  present 
clinically  allergic  to  dog,  cat  or  other  ani- 
mal danders  or  not,  an  asthmatic  patient 
plays  with  fire,  in  permitting  himself  ex- 
posure to  any  highly  antigenic  animal  dan- 
der. Never  forget,  in  history  taking,  non- 
specific factors  such  as  smoking  or  pos- 
sible drug  hypersensitivity,  such  as  phe- 
nolphthalein  or  aspirin.  In  the  latter  two, 
as  with  any  ingested  antigen,  it  is  not 
only  important  to  relate  if  they  are  asso- 
ciated with  asthma  attacks,  but  also  what 
the  time  intei'val  is  between  ingestion  and 
symptoms.  Milk  serves  as  an  example.  If 
symptoms  occur  immediately  after  inges- 
tion, the  patient  is  allergic  to  milk  as 
such.  Skin  tests  would  be  positive  to  milk 
in  this  case. 

On  the  other  hand,  symptoms  may  oc- 
cur three  or  more  hours  after  ingestion 
of  the  causative  food,  such  as  milk.  In 
such  cases  an  intradermal  test  to  milk 
might  be  negative  and  one  would  have 
to  test  with  the  digestive  product  of  the 
milk,  namely  milk  proteose.  Another  clue 
in  sensitivity  to  drugs  given  in  tablet 
form,  is  the  fact,  that  the  patient  may  not 
be  sensitive  to  the  drug  at  all  but  to  the 
tablet  filler  substance,  such  as  karaya, 
gum  acacia  or  gum  tragacanth.  Some  of 
my  patients  tolerate  liquid  preparations 
of  aspirin  or  Chloromycetin,  but  not  when 
they  are  given  in  tablet  or  capsule  form. 

The  previous  discussion  dealt  primarily 
with  clues  to  arrive  at  certain  specific 
antigens.  If  asthma  has  been  of  suffici- 
ently long  standing,  a perennial  pattern  at 
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present  will  make  it  impossible  to  arrive 
at  single  factors.  This  may  be  true  now, 
but  was  this  the  case  at  the  onset  of  the 
asthma? 

One  should  then  pay  particular  atten- 
tion to  the  behavior  and  circumstances  of 
the  asthma,  when  it  first  started.  Did  it 
first  occur  suddenly  on  a clear  sunny  day 
in  September?  How  did  it  first  respond 
to  treatment?  The  importance  of  associ- 
ated allergic  complaints,  such  as  no.se  itch- 
ing, nasal  blockage,  rhinorrhea,  general- 
ized pruritus,  skin  allergies,  should  not  be 
ignored  in  history  taking. 

Another  frequent  source  of  confusion, 
especially  in  the  pediatric  age  group,  is 
the  problem  to  decide  if  one  deals  with  an 
allergic  problem  or  a respiratory  infec- 
tion. The  dust  allergy  may  be  subclinical 
and  unimpressive  by  itself,  only  to  attract 
attention  when  the  minimal  dust  rhinitis, 
with  decreased  nasal  tissue  resistance,  has 
led  to  clear  febrile  and  purulent  respira- 
tory infections.  If  one  obtains  a history 
suggesting  three  attacks  of  “pneumonia” 
each  winter,  and  never  any  attack  in  the 
summer,  this  suggests  the  need  to  search 
for  an  underlying  seasonal  allergic  factor. 
House  dust  sensitivity  is  a common  one.  It 
is  undisputed,  that  effective  house  dust 
hyposensitization  reduces  the  number  and 
severity  of  upper  respiratory  infections, 
per  winter,  in  such  patients. 

Another  problem  in  history  taking  is 
to  decide  when  one  deals  with  intrinsic 
bronchial  asthma  and  when  with  pulmo- 
nary emphysema.  The  former  usually 
leads  to  the  latter,  and  it  is  rare  to  find 
pure  intrinsic  asthma  with  no  associated 
pulmonary  emphysema.  If  patients  with 
this  general  type  of  problem  begin  to 
wheeze  more,  it  is  hard  to  decide  if  this 
is  due  to  the  actual  infection  or  due  to 
the  bacterial  hypersensitizing  response  to 
the  bacterial  antigen.  The  slow  and  in- 
sidious onset  of  wheezing  sets  these  asth- 
matics apart  from  those  with  sudden  on- 
set due  to  extrinsic  bronchial  asthma. 
These  people  with  intrinsic  bronchial  asth- 
ma are  the  ones  who  may  give  you  a his- 
tory of  “adrenalin  fastness”  and  poor, 
slow  or  no  response  to  bronchodilators. 


They  may  “wheeze  all  the  time”.  Not  a 
single  moment  may  be  there  of  a com- 
l)letelj'  asymptomatic  day.  The  onset  of 
asthma  usually,  although  not  always,  oc- 
curs late  in  life,  and  is  usually  ushered  in 
by  a febrile  di.sease  such  as  pneumonitis, 
pertussis,  or  a paranasal  sinusitis.  The 
family  history  need  not  be  positive,  while 
it  is  nearly  always  positive  for  allergic 
disea.se  in  extrinsic  asthma.  Neglected  ex- 
trinsic a.sthma  of  long  standing  may  even- 
tually lead  to  mixed  type  (extrinsic  and 
intrinsic)  asthma  due  to  a superimposed 
bacterial  hyper.sensitivity. 

If  one  obtains  a history  of  patients  hav- 
ing been  in  severe  “status  asthmaticus”, 
this  suggests  that  intrinsic  factors  of  bac- 
terial hypersensitivity  must  play  a part, 
in  most  cases,  as  extrinsic  asthma  usually 
responds  so  nicely  to  bronchodilator  medi- 
cation. 

2.  Points  of  Importance  in  the  Physical 
Examination 

A patient  with  one  single  atopic  dis- 
ease (atopic  = in  which  there  is  a positive 
family  history  of  allergy)  usually  shows 
{)hysical  findings  not  limited  to  the  main 
disea.se  under  study.  Extrinsic  asthma 
can  best  be  viewed  as  one  manifestation 
of  a generalized  systemic  disea.se,  which 
usually  shows  also  other  manifestations, 
such  as  a pale  boggy  nasal  muco.sa  with 
or  without  polyps,  with  or  without  airway 
obstruction.  A healthy  or  hyperemic  na- 
sal mucosa,  in  the  absence  of  an  acute 
infection,  nearly  always  rules  out  the  usu- 
al extrinsic  asthma.  Movement  of  the  alae 
nasi  suggests  nasal  blockage.  Nasal  pat- 
ency is  also  checked  by  holding  a piece  of 
paper  in  front  of  the  nostrils  checking  its 
movement.  The  conjunctivae  may  sug- 
gest the  presence  of  injection  and  inflam- 
mation, with  or  without  associated  swell- 
ing of  the  eye  lids.  Repeated  styes,  recur- 
ring each  year  at  a certain  time,  neces- 
sitate the  search  for  allergic  seasonal  fac- 
tors. Long  standing  allergic  disease  may 
lead  to  pale  hypertrophic  tonsils  and  ade- 
noids, with  or  without  Eustachian  tube 
blockage,  leading  at  times  to  hearing  im- 
pairment and  retracted  ear  drums. 
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Bilateral  cervical  lymphadenopathy  sug- 
gests in  an  indirect  way  presence  of  long- 
standing underlying  allergic  disease,  al- 
though obviously  it  may  suggest  many 
other  things,  such  as  chronic  infection. 

In  the  examination  of  the  chest,  the 
impression  of  an  increased  AP  diameter 
is  frequently  misleading.  A more  reliable 
assessment  of  chest  dynamics  is  the  tape 
measurement  of  chest  circumferences  at 
the  extremes  of  both  expiration  and  inspi- 
ration. An  excursion  difference  of  5 cm. 
between  these  two  measurements  is  normal 
in  adults.  Decrease  of  this  difference  is 
a more  reliable  sign  of  lung  hyperinfla- 
tion than  the  AP  diameter.  It  is  of  im- 
portance to  evaluate  other  signs  of  em- 
physema such  as  the  range  of  diaphrag- 
matic excursions,  by  percussion.  The  need 
to  detect  other  types  of  organic  chest  dis- 
ease by  inspection,  palpation,  percussion 
and  auscultation  is  obvious.  The  occur- 
rence of  asymmetric  wheezing  should  lead 
one  to  search  for  causes  of  airway  ob- 
struction other  than  asthma,  such  as  a 
foreign  body,  an  endobronchial  obstruc- 
tion, etc.  If  this  obstruction  is  pendulous, 
positioning  the  sitting  patient  to  the  right 
and  left,  back  and  forth,  may  increase  or 
decrease  the  wheezing  in  a patient,  re- 
spectively. 

A very  common  error  results  from  the 
absence  of  audible  expiratory  wheezes  on 
quiet  breathing,  in  a chest,  which  appears 
silent  due  to  “poor  air  entry”.  This  means 
that  the  bronchial  obstruction  is  so  severe, 
that  air  flow  via  the  obstructive  site  is 
not  sufficient  to  produce  a noise.  Every 
patient,  suspect  of  bronchial  asthma,  must 
be  listened  to  on  forced  expiration,  to  de- 
tect wheezes,  which  otherwise  would  have 
been  missed. 

The  examination  of  the  heart  centers 
primarily  around  the  evaluation  of  pul- 
monary heart  disease,  detecting  the  pres- 
ence or  absence  of  right  ventricular  hyper- 
trophy and  comparing  Ao  with  Po. 

The  skin  in  an  atopic  patient  may  show 
old  areas  of  mild  atopic  eczema  in  the 
flexor  surfaces  of  the  extremities,  the  ex- 
istence of  which  is  usually  not  volunteered 
by  the  patient’s  history.  Signs  of  excoria- 


tions over  the  part  accessible  to  the 
scratching  fingers,  may  suggest  that  the 
patient  suffers  from  generalized  pruritus, 
which  may  or  may  not  be  the  result  of  a 
generalized  histaminemia,  due  to  release 
of  histamine  by  antigen-antibody  mech- 
anisms. At  times  urticaria  and  angio- 
neui’otic  edema  is  observed  as  are  all 
types  of  allergic  skin  rashes,  on  the  trunk 
or  extremities.  A rash  under  the  nose  is 
observed  in  severe  allergic  rhinitis,  due 
to  the  irritation  by  the  nasal  secretion. 
Slight  hyperemia  on  the  flares  of  the  nose 
is  also  at  times  observed.  Circumoral  rash 
or  pruritus,  palatal  itching  or  similar 
signs  around  the  anus,  suggest  food  aller- 
gy. 

In  respiratory  allergy  one  must  evalu- 
ate the  paranasal  sinuses  both  by  per- 
cussion and  transillumination. 

3.  Laboratory  Studies 

One  should  have  made  the  diagnosis  aft- 
er a cai’eful  history  and  physical  examina- 
tion, so  that  laboratory  studies  are  sheer 
embellishments  which  at  times  render  lit- 
tle additional  value.  The  examination  of 
nasal  smears  for  eosinophils  is  viewed 
somewhat  in  this  fashion,  as  is  the  exam- 
ination of  the  sputum  for  Charcot-Leyden 
crystals  and  Curschmann’s  spirals. 

Studies,  to  decide  on  the  presence  or  ab- 
sence of  infection  are  important,  such  as 
the  white  blood  cell  count,  differential 
blood  count,  the  sedimentation  rate  and 
bacteriological  studies  of  the  sputum, 
throat,  nasopharynx,  maxillary  sinus  and 
other  sources  of  infection,  with  immedi- 
ate gram  stain  and  with  or  without  drug 
sensitivity  studies.  Of  particular  impor- 
tance is  the  following  of  the  peripheral 
blood  eosinophil  count,  in  a patient  with 
bronchial  asthma.  In  extrinsic  asthma 
eosinophils  are  either  normal  or  slightly 
elevated,  while  eosinophilia  is  more  im- 
pressive in  intrinsic  asthma.  The  increase 
of  eosinophils  over  a period  of  observa- 
tion, is  a poor  prognostic  sign  in  asthma. 
It  means  that  bacterial  hypersensitivity 
has  occurred  in  a patient  previously  only 
sensitive  to  treatable  extrinsic  allergens. 
It  may  also  mean  periarteritis  nodosa. 
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which  is  very  frequently  associated  with 
asthmatic  wheezing,  or  it  may  suggest 
hypoadrenocorticism.  Other  causes  for 
eosinophilia  must  be  ruled  out. 

Pulmonary  function  studies  serve  a very 
useful  role  in  determining  the  reversibili- 
ty of  the  airway  obstruction.  The  deter- 
mination of  vital  capacity  and  maximal 
breathing  capacity,  before  and  after  bron- 
chodilators  is  commonly  referred  to  as  a 
double  spirogram.  The  greater  the  im- 
provement on  bronchodilators,  the  more 
favorable  is  the  prognosis  for  treatment, 
while  lack  of  good  response  to  bronchodi- 
lators suggests  intrinsic  bronchial  asth- 
ma, a superimposed  infection  or  diffuse 
obstructive  emphysema  (.see  figures  2 and 
3). 


DOUBLE  SPIROGRAM 


Before  Bronchodilotors 


After  Brorichodilators 


EXTRINSIC  BRONCHIAL  ASTHMA 


Marked  airway  obstruction  relieved  dromotically 
by  bronchodilators 

Figure  2.  VC  Vital  Capacity 

TVC  That  percentage  of  the  total 
vital  capacity,  expired  after  three 
seconds. 

MBC  Maximal  Breathing  Capacity 
DOUBLE  SPIROGRAM 

Before  Bronchodilators  After  Bronchodilotors 


Marked  airway  obstruction  not  very  much  relieved  by 
bronchodilators. 

Figure  3.  For  explanation,  refer  to  footnotes 
below  Figure  3. 


4.  Allergy  Studies 

This  should  be  considered  only  final 
proof.  Procedures,  after  a good  history 


and  physical  examination  have  already 
made  it  obvious  what  the  offending  anti- 
gen should  be.  Tests  with  antigens  are : 

1.  Intradermal  skin  tests 

2.  Scratch  skin  te.sts 

3.  Patch  skin  tests 

4.  Conjunctival  tests 

5.  Aerosol  Inhalation  of  Antigen 

6.  Elimination  diet  and  provocative 
trials. 

Allergy  skin  tests  are  only  performed 
in  extrinsic  asthma.  If  we  do  note  a poor 
response  to  bronchodilators,  which  to  us 
means  primarily  intrinsic  asthma,  we  feel 
the  effort  of  skin  testing  unwarranted, 
as  hypo.sensitization  therapy  benefits  only 
extrinsic  asthma.  In  this  area,  in  general 
practice,  .seven  skin  tests  with  antigen 
mixtures  might  .serve  as  a practical 
.screening  procedure  to  delineate  the  basic 
pi’oblem : house  dust,  mixed  trees,  mixed 
grasses,  mixed  weeds,  mixed  atmospheric 
molds,  mixed  environmental  molds  and 
mixed  animal  danders.  These  skin  tests 
can  be  performed  by  the  scratch  or  in- 
tradermal method.  A routine  skin  test 
strength  w'ould  be  100  protein  nitrogen 
units  per  ml.  .for  intradermal  te.sting, 
while  stronger  concentrations  are  used 
for  scratch  tests. 

In  young  children  where  injections  are 
feared,  one  antigen  at  a time  can  be  test- 
ed on  the  conjunctivae,  or  a regular  pas- 
sive transfer  test  can  be  performed  using 
a nonallergic  donor,  on  who.se  back  the 
reactions  between  the  child’s  serum  and 
antigen  are  read.  Any  skin  tests  should 
be  done  on  extremities,  preferably,  so  as 
to  be  able  to  apply  a tourniquet  proximal- 
ly  in  case  of  constitutional  reactions. 

.5.  Helpful  Hints  for  Therapy 

The  treatment  of  bronchial  asthma  can 
be  categorized  into  ten  treatment  prin- 
ciples. 

(A)  Interfere  with  antigen  - antibody 

mechanism  by: 

(a)  Removing  or  reducing  exposure 
to  antigen 

(b)  Destruction  of  antigen 

(c)  Modifying  antibody  response 

(d)  Decreasing  antibody  formation 
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(e)  Interfering  with  antigen-anti- 
body mechanisms  without  chang- 
ing either  amount  of  antigens 
or  antibody. 

(E)  Combat  hronchospasm  (bronchodi- 
lators). 

(C)  Combat  bronchial  secretions. 

(D)  Combat  apprehension. 

(E)  Combat  dehydration. 

(F)  Combat  superimposed  infection. 

(G)  Combat  hypercapnia. 

(H)  Combat  hypoxia. 

(I)  Combat  respiratory  acidosis. 

(J)  Mechanical  aids  to  respiration. 

A.  Interfere  with  antigen-antibody  mech- 
anisms 

(a)  Removing  or  reducing  exposure  to 

antigen. 

Removal  of  the  offending  antigen,  both 
in  short-term  or  long-term  therapy  ap- 
pears by  far  the  most  optimal  form  of 
therapy.  In  extrinsic  bronchial  asthma, 
house  dust  control  measures  are  an  ex- 
ample as  is  the  covering  of  pillows  and 
mattresses.  The  removal  of  animal  pets 
from  the  patient’s  home  is  a must.  If  the 
offending  antigen  is  an  environmental 
mold,  this  may  be  present  in  one  home 
and  not  another.  The  change  of  homes,  on 
a trial  visit  basis,  would  clarify  such  prob- 
lems. If  the  antigen  comes  from  outdoors, 
air-conditioners,  filters  and  electrostatic 
precipitators  have  some  value  in  reducing 
the  extent  of  indoor  pollen  concentration. 
In  severe  cases,  the  temporary  move  into 
a pollen-free  area  will  be  effective. 

If  foods  happen  to  be  the  offending  an- 
tigens, their  removal  from  the  diet  will  be 
necessary,  provided  it  could  be  shown  that 
readministration  of  the  suspect  food  in- 
deed caused  a flare-up  of  the  asthma.  In 
intrinsic  asthma,  the  avoidance  of  infec- 
tions or  the  effective  treatment  of  infec- 
tions present,  by  antibiotic  and  other  mea- 
sures, will  be  discussed  under  item  6. 

(b)  Destruction  of  antigen. 

Enzymatic  destruction  of  an  antigen, 

such  as  the  destruction  of  circulating  pen- 
icillin by  penicillinase,  as  yet  is  unavail- 
able for  the  common  offending  antigens. 


This  form  of  treatment  has  no  px’actical 
value  in  bronchial  asthma. 

(c)  Modifying  antibody  response. 

The  creation  of  an  ai'tificial  “blocking 
antibody”,  which  competes  with  the  re- 
agin  or  “skin-sensitizing  antibody”,  is  the 
rational  basis  of  hyposensitization  thera- 
py, using  extracts  of  the  antigen  etiologic- 
ally  incriminated.  Such  treatment  offers 
little  help  in  acute  asthma,  but  is  of  ut- 
most value  in  the  long-term  treatment  of 
extrinsic  asthma,  due  to  dust,  pollen  or 
mold  sensitivity. 

Hyposensitization  injections  are  given 
by  the  co-seasonal,  preseasonal  or  peren- 
nial method.  In  the  co-seasonal  technique 
small  skin-test  size  doses  are  given  daily 
intradermally  during  the  active  season. 
This  method  is  cumbersome  and  requires 
daily  visits  to  the  doctor.  This  method 
alone,  without  combined  symptomatic 
therapy,  rarely  completely  abates  clinical 
symptoms,  while  the  latter  can  be  ex- 
pected if  pre-seasonal  or  perennial  meth- 
ods are  employed. 

The  pre-seasonal  method  starts  in  ample 
time  before  the  onset  of  a particular  pollen 
season,  so  that  a protective  level  of  block- 
ing antibody  will  have  been  reached  be- 
fore the  expected  onset  of  clinical  symp- 
toms. If  this  maintenance  level  injection 
is  repeated  once  a month  throughout  the 
year,  or  more  often,  if  symptoms  warrant 
it,  this  is  referred  to  as  perennial  method. 
As  the  level  of  blocking  antibody  falls 
without  continued  stimulation  by  parenter- 
al antigen  stimulation,  cessation  of  ther- 
apy usually  will  lead  to  return  of  clinical 
symptoms,  although  not  right  away.  The 
criteria  for  cessation  of  hyposensitization 
treatment  is  three  years  absence  of  any 
asthma,  on  hyposensitization  treatment. 
Eighty  per  cent  of  cases  of  pure  extrinsic 
bronchial  asthma,  will  obtain  good  results 
from  hyposensitization  therapy.  Oral  hp- 
posensitization  therapy  has  been  found  of 
some  value  in  children.  The  administra- 
tion of  increasing  amounts  of  antigen  in 
a gelatine  capsule  or  as  drops  in  water, 
has  been  employed.  Some  reactions,  due 
to  a gasti’ointestinal  reaction  to  the  anti- 
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Ijen,  have  been  observed.  Modifications  of 
the  hyposensitization  treatment  are  being 
sought  to  reduce  the  number  of  injections 
required  to  obtain  adequate  clinical  pro- 
tection. The  recently  popularized  “one- 
injection  method”,  utilizing  a repositary 
form  of  ragweed  extract,  merits  further 
careful  attention.  These  methods  have  in 
common  the  attempt  to  delay  absorption 
of  the  antigen.  Mineral  oil,  tannate  and 
other  adjuvants  are  being  studied  for 
their  incorporation  into  a ragweed-extract 
emulsion  with  them. 

Hyposensitization  therapy  is  of  no  val- 
ue in  pure  intrinsic  asthma  except  for  the 
possible  value  of  either  autogenous  or 
stock  respiratory  bacterial  vaccines.  Their 
use  is  empiric  and  controversial.  Commer- 
cial products,  such  as  Immunovac®  Res- 
piratory Vaccine  (Parke-Davis)  and  un- 
told others,  should  be  subjected  to  a criti- 
cal trial.  If  used,  the  start  of  0.1  ml.  of 
a 1:10  diluted  vaccine,  is  a usual  starting 
point,  although  sometimes  much  higher 
dilutions  are  required.  Although  the  use 
of  these  vaccines  is  controversial,  the  de- 
liberate provocative  injection  of  1 cc.  of 
undiluted  bacterial  vaccine  causes  at  times 
a very  severe  asthmatic  attack  twenty- 
four  to  forty-eight  hours  after  injection 
to  a completely  asymptomatic  patient, 
thus  establishing  beyond  a doubt  that  such 
patient  has  bacterial  allergy.  Such  pro- 
cedure should  only  be  done  by  experienced 
allergists  as  it  is  potentially  dangerous. 

The  use  of  prophylactic  vaccines  against 
all  strains  of  influenza  virus,  including 
the  Asiatic  strain,  adenovirus  and  others 
to  be  developed,  is  indicated  for  any  long- 
standing asthma,  especially  those  with  pri- 
marily an  intrinsic  component. 

(d)  Decreasing  antibody  formation. 

Although  large  doses  of  corticotropin 
(ACTH)  and  corticosteroids,  if  given  pri- 
or to  exposure  to  antigen,  inhibit  antibody 
production,  employment  of  this  principle 
of  decreased  antibody  formation  has  only 
theoretical  value,  with  the  following  ex- 
ceptions : In  patients  with  agammaglobuli- 
nemia and  hypogammaglobulinemia  there 
is  congenital  or  acquired  inability  to  form 
circulating  antibody.  No  allergic  reactions 


of  the  immediate  type  are  therefore  the- 
oretically possible  although  their  ability 
to  form  cellular  antibody  of  the  delayed- 
type  appears  unimpaired.  The  exact  oppo- 
site is  observed  in  patients  with  Sarcoido- 
sis and  Hodgkin’s  disease. 

(e)  Interfering  with  antigen-antibody 
mechanisms  without  changing  amount  of 
either  antigen  or  antibody. 

The  union  of  antigen  and  antibody  re- 
quires the  presence  of  complement  and 
perhaps  essential  ions  such  as  magnesium 
and  others.  The  presence  of  a “first  anti- 
gen-antibody reaction”,  such  as  for  ex- 
ample, an  overwhelming  infection,  may 
temporarily  protect  against  allergic  dis- 
ease of  an  unrelated  “.second  antigen-anti- 
body reaction”,  for  which  complement  is 
less  available.  This  is  but  one  theoretical 
mechanism  why  infections  sometimes  tem- 
porarily ameliorate  especially  extrinsic 
bronchial  asthma  rather  than  aggravate 
it. 

Histamine-like  substances  are  the  con- 
sequence of  an  antigen-antibody  reaction. 
Drugs,  such  as  antihistaminics,  adrenalin, 
and  other  .sympatheticomimetic  drugs 
block  the  effects  of  them.  Antihistamines 
were  thought  of  no  value  in  acute  asthma, 
in  fact  their  use  seemed  contraindicated, 
becau.se  of  the  atropine-like  drying  effect 
on  the  bronchial  secretion.  Recent  work 
on  Tedral-Anti-H  suggests  its  superiority 
over  plain  Tedral,  especially  in  the  pre- 
vention of  oncoming  attacks.  Although 
their  use  alone  provides  no  relief  in  acute 
asthma  and  is  contraindicated  in  severe 
asthma,  their  use  in  conjunction  with 
bronchodilators  merits  a trial.  I suggest 
the  use  of  a long-acting  antihistaminic  at 
night  time,  together  with  liberal  amino- 
phylline,  for  such  cases.  Teldrin®  8 or  12 
mg.  or  Di-Paralene®  are  few  examples  of 
many  of  this  group. 

The  inflammatory  mononuclear  cell  re- 
sponse of  intrinsic  asthma  is  suppressed 
by  anti-inflammatory  compounds  such  as 
ACTH,  corticosteroids  and  nitrogen  mus- 
tard. The  latter  is  not  used  for  the  treat- 
ment of  bronchial  asthma.  ACTH  and 
steroids  are  to  be  used  as  desperate  last- 
ditch  measures,  after  any  efforts  of  ther- 
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apy  have  failed.  Since  the  advent  of  these 
drugs  the  mortality  due  to  bronchial  asth- 
ma has  increased,  many  undesirable  com- 
plications have  occurred,  such  as  diabetes, 
peptic  ulcer,  psychoses,  hypertension  and 
the  like. 

B.  Combat  Bronchospasm. 

In  mild  asthma  oral  aminophylline  tab- 
lets, either  plain  or  enteric  coated,  are 
quite  satisfactory.  Aminophylline  100  mg. 
or  200  mg.  tablets  are  given  three  times 
a day,  preferably  after  meals,  to  reduce 
gastric  irritation,  which  is  observed  as  a 
common  side  effert,  especially  if  given  on 
an  empty  stomach.  A liquid  theophylline 
preparation,  Elixophylline®,  enjoys  con- 
siderable favor,  as  it  permits  quicker  ab- 
sorption, quicker  blood  levels  and  less  gas- 
trointestinal distress.  The  dose  of  15  ml. 
t.i.d.  p.c.  and  15  ml.  at  bed  time  is  an 
average  adult  requirement,  with  half  of 
the  dose  for  children  from  five  to  four- 
teen years  of  age. 

Choledyl  (choline  theophyllinate)  200 
mg.  t.i.d.  p.c.  is  another  oral  tablet  medica- 
tion for  the  same  purpose.  Aminophylline 
can  also  be  given  in  many  combinations, 
with  ephedrine  and  barbiturates  added, 
the  latter  to  overcome  the  CNS  stimulant 
effect  of  ephedrine.  Tedral®,  Amodrine®, 
Amesec®  are  examples  of  such  triple  com- 
binations. Ephedrine  sulfate,  in  24  to  48 
mg.  capsules,  can  be  given  alone.  It  is 
effective  in  mild  asthma,  but  has  side 
effects  such  as  depression  of  appetite,  if 
given  before  meals,  CNS  stimulation  and 
interference  with  sleep,  if  taken  too  late 
in  the  afternoon.  Slightly  more  effective, 
but  with  more  side  effects  such  as  over- 
stimulation  and  tachycardia  are  Isuprel® 
and  similar  compounds,  which  are  given 
sublingually.  The  dosage  of  10  mg.  t.i.d. 
of  Isuprel®  for  adults  is  average. 

Eronchodilator  medication  can  be  com- 
bined with  an  antihistaminic.  Although 
there  are  theoretical  objections  to  the  use 
of  antihistaminics  in  symptomatic  asthma 
(antihistamines  have  an  atropine-like  ef- 
fect, leading  to  inspissation  of  mucus), 
recent  controlled  studies  suggest  that  such 
compounds  (as  for  instance  Tedral-Anti- 


H)  are  superior  over  plain  bronchodilator 
combinations  without  antihistaminics  (as 
for  instance  Tedral).  It  probably  is  wise, 
however,  not  to  employ  antihistaminics  in 
very  severe  bronchial  asthma  where  in- 
spissation of  mucus  might  be  a more  dan- 
gerous factor.  These  bronchodilator-anti- 
histamine  combinations  also  have  a place 
in  the  prophylactic  sense,  especially  in  the 
pediatric  age  group. 

The  compounding  of  a capsule,  contain- 
ing each  ephedrine  sulfate  U.S.P.  25  mg., 
Aminophylline  U.S.P.  100  mg.,  Phenobar- 
bital  U.S.P.  15  mg.  to  be  given  t.i.d.  or 
q.i.d.  may  be  less  expensive  than  the  use 
of  pre-made  registered  trade  items.  Bron- 
chodilators,  in  more  severe  cases,  can  also 
be  administered  by  vein,  intramuscularly, 
subcutaneously,  by  nebulizer  inhalation 
either  plain  or  with  intermittent  positive 
pressure  or  by  rectum.  Intravenous  Ami- 
nophylline, either  250  mg.  or  500  mg.,  in 
10  or  20  ml.  volume  or  in  500  to  1000  ml. 
of  an  intravenous  solution  such  as  5 per 
cent  dextrose  in  water,  or  physiological 
saline,  or  others,  is  a most  superior  drug. 
In  small  volume,  it  must  be  given  not 
faster  than  1 ml.  per  minute  to  avoid  in- 
travenous speed  shock.  Aminophylline  can 
also  be  given  rectally,  either  as  Amino- 
phylline Rectal  Supositories  in  250  mg.  or 
500  mg.  There  is  a significant  qualitative 
diffei’ence  from  one  manufacturer  of  sup- 
positories to  another,  due  to  their  using 
suppository  bases,  more  or  less  irritative 
to  the  rectal  mucosa  after  prolonged 
use.  A ready-made  “enema-unit”,  Clys- 
mathane®,  is  a more  expensive  but  more 
satisfactory  form  of  aminophylline  ther- 
apy, one  such  rectal  unit  to  be  inserted 
into  the  rectum  each  night.  Aminophyl- 
line can  also  be  given  as  a retention  enema 
(Aminophylline  500  mg.  in  20  cc.  per  ene- 
ma). As  most  of  the  asthmatics  have 
symptoms  late  at  night  or  early  in  the 
morning,  bronchodilators  with  delayed  ac- 
tion should  be  prescribed  at  bedtime.  En- 
teric coated  Tedral  or  Aminophylline  are 
such  choices,  in  addition  to  rectal  medica- 
tion, as  described  above. 

The  intramuscular  or  subcutaneous  ad- 
ministration of  aqueous  Adrenalin  1 :1000 
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in  doses  between  0.15  ml.  to  0.(50  ml.  is 
potent,  but  has  more  annoying  side  ef- 
fects than  that  due  to  intravenous  Amino- 
phylline,  but  the  latter  reciuires  a physi- 
cian for  its  administration.  For  prolonged 
Adrenalin  effect  Adrenalin  in  oil  1 :500, 
1 cc.,  can  be  administered,  but  “Sus- 
Phrine”,  in  doses  between  0.2  to  0.6  ml., 
accomplishes  the  same  in  more  elegant 
fashion. 

Using  a good  nebuliser,  such  as  De- 
\’ilbiss  No.  40  or  44,  a Vapo-Nephrine 
nebuli.ser  or  others,  either  operated  by 
hand  pump,  an  air  compressor  motor,  and 

o. xygen  or  compressed  air  tank,  with  or 
without  an  intermittent  positive  pres- 
sure unit  attached,  bronchodilator  aerosol 
treatment  is  most  effective.  For  this  the 
aerosolization  of  10  drops  of  Adrenalin 
1:100  in  10  drops  of  normal  .saline  suf- 
fices for  an  average  treatment  of  fifteen 
to  thirty  minutes.  Isuprel  1 :200  or  Aero- 
lone®  may  be  sub.stituted  for  Adrenalin. 
The  treatments  may  be  given  every  two 
hours  to  four  hours. 

C.  Combat  Hronchial  Secretion. 

Everybody  uses  a saturated  solution  of 
potassium  iodide,  10  drops  in  water  t.i.d. 

p. c.,  if  inspissated  secretions  are  a factor. 
Whether  or  not  this  actually  liquifies  the 
sputum,  is  controversial.  Equally  contro- 
versial is  the  inhalation  of  Tergemist® 
and  Alevaire®,  as  advocated  in  many  cen- 
ters. Cold  or  warm  continuous  steam  in- 
halations are  probably  equally  effective 
without  leading  to  side-effects  of  iodine 
administration,  referred  to  as  iodism,  such 
as  acne,  parotid  gland  swelling  and  thy- 
roid dysfunction.  Potassium  iodide  can  be 
given  in  tablet  form.  One  tablet  of  KI-N 
equals  ten  drops  of  the  above  solution, 
probably  eliminating  the  metallic  taste  of 
the  latter.  Drugs  such  as  Mudrane®  and 
Quadrinal®,  contain  the  triple  effect  of 
Aminophylline,  Ephedrine  and  Phenobar- 
bital,  together  with  potassium  iodide.  Am- 
monium chloride  tablets,  300  or  600  mg. 
3 times  a day,  are  given  occasionally  as 
an  expectorant,  as  is  Syrup  of  Ipecac 
U.S.P.  4 cc.  every  thirty  minutes  until  the 
pre-nausea  stage. 


A new  approach  for  combatting  thick 
viscid  .secretions  is  that  of  enzymatic  de- 
bridement of  fibrinopurulent  and  mucus 
bronchial  secretions.  The  buccal  adminis- 
tration of  one  tablet  of  Varidase  Buccal®, 
four  times  a day,  for  five  days,  is  valuable. 
Also  valuable  is  pancreatic  dorna.se  (Dor- 
navac®)  in  1 ml.  saline,  daily  for  .seven 
days.  The  latter  drug  can  also  be  given 
intramuscularly,  or  intravenously  1,000,- 
000  units  once  or  twice  daily.  In  ca.se  of 
extreme  airway  obstruction  with  inspis- 
sated secretions  causing  atelectasis,  thera- 
peutic bronchoscopy  on  an  emergency 
basis  should  be  employed.  If  .secretions 
are  liable  to  recur  shortly,  a tracheotomy 
may  be  neces.sary  in  extreme  cases. 

D.  Combat  apprehension. 

At  times,  the  fear  and  anxiety  are  worse 
than  actual  impairment  of  pulmonary  ven- 
tilation. Sometimes  the  patient  requires 
.sedation,  while  at  others,  the  parents  of 
asthmatic  children  require  it  more.  The 
simple  expedient  of  putting  a patient  to 
bed  in  a single  quiet  room,  without  any 
visitors,  may  do  the  trick,  in  an  acute 
asthmatic.  When  indicated,  long  term  se- 
dation by  Phenobarbital,  15  mg.  q.i.d., 
tranquilizers  or  combinations  of  them 
with  other  drugs,  are  useful,  h^or  .severe 
acute  a.sthma,  25  mg.  or  50  mg.  of  oi’al 
or  subcutaneous  Demerol®  is  mo.st  effec- 
tive without  considerable  respiratory  de- 
pression. Many  other  .sedative  drugs  are 
available. 

The  most  important,  although  most  for- 
gotten item  is  that  of  the  presence  of  a 
mature  sympathetic  and  confidence-in 
spiring  physician,  both  in  the  acute  as 
well  as  the  long  term  management  of  ap- 
prehension. On  the  other  hand,  psycho- 
analysis and  other  less  superficial  forms 
of  psychiatric  treatments,  create  results, 
not  well  correlated  with  their  expense  and 
consumption  of  time.  They  may  be  indi- 
cated for  the  patient  as  a whole,  but  not 
specifically  for  his  problem  of  bronchial 
asthma. 

The  use  of  morphine  is  definitely  con- 
traindicated, due  to  its  depressive  effect 
on  respiration.  In  severe  cases,  equal 
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parts  of  60  ml.  each  of  ether  and  olive  oil 
may  be  given  by  rectum.  Ether  anesthesia 
may  be  tried  in  extreme  cases. 

E.  Combat  Dehydration. 

The  presence  of  severe  bronchial  asth- 
ma over  prolonged  periods  of  time  may  be 
associated  with  more  or  less  severe  de- 
hydration, especially  in  children.  If  at  ail 
possible,  such  dehydration  should  be  cor- 
rected by  the  oral  route,  either  by  plain 
drinking  of  fluids  such  as  water  or  fruit 
juices,  or  by  intubation  into  the  small  in- 
testine or  stomach.  In  the  latter  the  defi- 
nite complication  of  aspiration  pneumoni- 
tis is  ever  present.  Fluids  can  also  be 
given  subcutaneously  by  hypodermoclysis 
with  or  without  Hyaluronidase  added  to 
the  needle  site.  This  latter  may  be  a prac- 
tical way  to  administer  fluids  to  adults 
and  children,  using  about  10  ml.  per  pound 
of  body  weight  of  5 per  cent  dextrose  in 
water  or  normal  saline,  if  there  is  no  con- 
traindication to  the  latter.  Finally,  solu- 
tions can  be  given  intravenously,  alone  or 
as  a vehicle  for  other  symptomatic  drugs 
and  multiple  vitamins,  if  such  are  indi- 
cated. The  prevention  of  excessive  pers- 
piration, on  hot  days,  is  a further  measure 
in  combatting  dehydration. 

F.  Combat  superimposed  infections. 

The  lack  of  recognition  of  an  infection 
as  a primary  or  secondary  factor  is  the 
most  common  factor,  which  accounts  for 
the  progression  into  severe  status  asth- 
maticus  from  simple  uncomplicated  asth- 
ma. This  infection  is  usually  an  upper  or 
lower  respiratory  infection,  although  focal 
infections  in  distant  oi’gan  sites,  frequent- 
ly nonsuspected,  at  times  are  very  impor- 
tant to  cause  or  flare-up  an  acute  asth- 
matic episode. 

Sites  to  be  examined  are  the  paranasal 
sinuses,  a possible  apical  tooth  abscess, 
the  gallbladder,  the  prostate  gland  and 
many  other  foci.  These  foci  may  aggi’a- 
vate  the  asthma  by  its  ability  to  set  up 
a cellular  antibody-antigen  reaction  (the 
antigen  being  the  bacteria,  the  antibody 
carried  in  the  circulating  lymphocite) 
rather  than  by  their  effects  as  purely  in- 
fective agents.  Nonpathogens,  therefore. 


are  equally  as  important  as  known  patho- 
genic offenders. 

The  criteria  for  the  use  or  non-use  of 
antimicrobial  therapy  require  consider- 
able judgment.  At  the  onset,  proper  bac- 
terial, viral,  fungal,  or  parasite  studies 
need  to  be  made  of  the  respective  organ 
sites  to  delineate  the  etiologic  problem. 
As  stated,  it  is  not  necessary  that  the  ob- 
tained culture  material  has  to  belong  to 
the  group  of  known  pathogens.  Sensi- 
tivity studies  are  then  in  order,  although 
the  correlation  between  in  vitro  sensitivi- 
ty between  organism  and  antimicrobial  is 
not  necessarily  established  wdth  its  be- 
havior in  vivo.  If  one  were  to  wait  for 
a sore  throat  and  fever  as  the  criterion 
for  the  beginning  of  antibiotic  therapy, 
one  would  probably  fail  to  treat  many  less 
obvious  infections  in  the  chronic  asth- 
matic. The  change  of  character  of  the 
sputum  from  a clear  white  to  that  of  a 
purulent  yellow  may  be  an  important  help, 
to  recognize  a superimposed  infection. 
More  has  been  said  concerning  the  infec- 
tions in  their  role  as  acting  as  cellular 
delayed-type  antigens. 

The  choice  of  the  proper  antimicrobial 
agent  is  either  indicated  by  sensitivity 
studies  or  by  the  knowledge  of  the  known 
pi'eference  of  a drug  for  a known  organ- 
ism. It  is  accepted  as  a calculated  risk 
that  allergic  reactions  to  any  of  the  em- 
ployed antimicrobial  drugs  will  occur  more 
frequently  in  this  group  of  patients.  Skin 
tests  of  fresh  aqueous  solutions  of  potas- 
sium penicillin  in  a dilution  of  100  units 
per  ml.,  may  detect  some  of  the  possible 
penicillin  reactors,  although  they  do  not 
safeguard  against  anaphylactic  shock  or 
other  allergic  reactions.  With  above  res- 
ervations, the  use  of  Procaine  Penicillin  G 
6,000,000  units  every  12  hours.  Chloram- 
phenicol 250  mg.  every  six  hours.  Strep- 
tomycin, Oxytetracycline,  Sulfonamides, 
Oleandomycin  and  others,  is  indicated  for 
bacterial  infections.  The  combined  use  of 
Nystatin  may  prevent  complications  of 
fungal  overgrowth  of  the  intestinal  flora, 
although  its  single  use  to  combat  respira- 
tory monilia  infection  is  unimpressive. 

The  antimicrobial  treatment,  once  start- 
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ed,  should  be  continued  for  ten  to  fourteen 
days  to  prevent  relapses  and  the  emer- 
gence of  antibiotic  resistant  strains.  The 
administration  of  antibiotics  by  aerosol 
administration  no  longer  is  very  popular, 
because  of  potential  sensitization  to  the 
aerosolized  antibiotic.  There  are  those 
who  in  cases  of  prolonged  intrinsic  asth- 
ma favor  long-term  prolonged  antibiotic 
therapy  with  drugs  such  as  Tetracycline. 
The  majority  of  us,  however,  limit  the 
use  of  antibiotics  to  the  single  episodes  of 
infectious  flare-ups. 

In  closing,  less  emphasis  should  be 
placed  on  eradication  of  infections  and 
more  on  the  prevention  of  the  latter  by 
utilizing  some  of  the  newer  biological 
agents,  such  as  Influenza  virus  vaccine. 
Adenovirus  vaccine  and  others.  The  pres- 
ence of  other  antigenic  substances  in  these 
materials,  such  as  egg  white,  does  not  ex- 
clude their  judicious  use  in  most  asthmatic 
patients,  who  are  insensitive  to  that  par- 
ticular foreign  substance. 

G.  Combat  Hypercapnia. 

Simple  asthma  alone,  without  emphy- 
sema, rarely  causes  this  complication  of 
increased  CO2  content  in  the  blood  due  to 
uneven  and  impaired  pulmonary  alveolar 
ventilation.  Measures  designed  to  improve 
the  latter,  are  those  directed  against  bron- 
chospasm,  secretions  and  infection.  At- 
tempts at  direct  lowering  of  blood  COo 
by  carbonic  anhydrase  inhibitors  (Dia- 
mox®  and  others),  have  not  yielded  im- 
pressive results. 

H.  Combat  hypoxia. 

Uncomplicated  asthma  rarely  if  ever 
causes  hypoxia  in  the  absence  of  other 
chronic  lung  disease.  Hypoxia,  in  this 
case,  is  associated  with  hypercapnia  and 
there  is  chronic  depression  of  the  medul- 
lar receptor  mechanisms  of  respiratory 
regulation.  As  high-flow  O2  removes  the 
chemoreceptor  drive  to  respiration,  caus- 
ing apnea  and  mental  confusion,  nasal  O2 
should  not  be  administered  in  amounts  ex- 
ceeding 2 L min.,  except  in  mechanical 
respirators. 


I.  Combat  Respiratory  Acidosis. 

Respiratory  acidosis  subsides,  as  overall 

pulmonary  status  becomes  compensated. 
Direct  manipulation  of  the  pH  by  “CO2 
organic  buffers”  is  possible,  but  still  in  an 
experimental  .stage.  The  drug  Tham  (Tri- 
shydroxymethylaminomethane)  appears 
promising  in  treatment  of  respiratory  aci- 
dosis but  requires  further  trials. 

J.  Mechanical  Aids  to  Respiration. 

Measures  to  improve  pulmonary  alveo- 
lar ventilation  on  a long-term  or  short- 
term basis  are  valuable.  Abdominal 
breathing  exercises,  all  .stressing  dia- 
phragmatic breathing,  are  very  helpful. 
They  are  usually  supervised  by  a physio- 
therapist. In  acute  situations,  mechanical 
aids  to  ventilation  include  mechanical  res- 
pirators, such  as  the  portable  one,  a pneu- 
matic belt  or  the  “iron  lung”. 

6.  Handling  One  Specific  Patient  with 
Bronchial  Asthma 

History:  Mr.  A.  F.  was  born  in  Italy  in  1890. 
He  had  an  uneventful  childhood  history,  the  fam- 
ily history  could  not  be  elicited,  as  the  patient 
failed  to  remember  much  about  his  parents  in 
Italy. 

While  working  as  a baker,  in  1928,  he  noticed 
a sudden  attack  of  wheezing,  which  occurred  in 
the  bakery  shop,  in  the  winter  months.  A day 
later,  he  was  fine,  had  no  more  wheezing  or 
trouble.  Two  months  later  he  had  an  attack 
of  “pneumonia”,  associated  with  wheezing  with 
slow  onset,  lasting  one  week.  After  this,  he  again 
felt  well.  In  1932,  he  again  became  vei’y  ill,  had 
an  attack  of  “double  pneumonia”,  for  which  he 
was  hospitalized  for  eighteen  days. 

He  had  been  wheezing  ever  since.  The  history, 
since  1932,  is  that  of  progressive  increase  of  his 
wheezing,  associated  with  bouts  of  “pneumonia” 
and  “U.R.I.”,  associated  with  cough,  fever  and 
purulent  sputum. 

The  patient  complained  of  nasal'  blockage  and 
sneezing,  associated  with  some  periods  of  asthma, 
and  he  believed,  that  certain  foods  such  as  milk 
and  egg,  definitely  aggravated  his  wheezing.  At 
times  he  complained  of  a generalized  piniritus, 
although  no  urticaria  or  actual  rash  was  appar- 
ent. It  was  difficult  for  the  patient  to  indicate 
seasonal  aggravation  of  perennial  w’heezing,  but 
he  believed  he  had  more  difficulty  in  the  early 
summer.  The  patient  quit  smoking  ten  years  ago. 

In  cases,  in  which  it  is  difficult  to  ob- 
tain a seasonal  story,  a careful  search  of 
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old  hospital  records  can  be  most  valuable. 
Figure  4 shows  the  results  of  such  sur- 
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Figure  4.  Review  of  old  Charity  Hospital 
Chart  on  Mr.  A.  F. 


vey  of  the  old  Charity  Hospital  record, 
when  entries  in  the  record  were  plotted 
per  month  and  year.  Giving  each  attack 
a certain  numerical  figure,  this  seasonal 
behaviour  becomes  more  apparent,  if  plot- 
ted in  a graphical  form  (Figure  5). 

Asthmotic  Symptoms 

A.F.  (I46-204I8I) 

4 

3. 

2. 

■ 1 I "I I 

Jan  Mor.  May  Jul.  Sep.  Nov 

Figure  5.  Graphic  interpretation  of  old  chart 
review  on  Mr.  A.  F. 

On  a basis  of  a careful  history  alone,  utilizing 
some  of  the  more  searching  techniques  of  gather- 
ing information,  it  appears  that  there  are  two 
peaks,  in  which  the  patient’s  asthma  is  more 
prevalent,  these  peaks  correspond  with  the  grass 
and  ragweed  seasons,  suggesting  some  extrinsic 
component  to  this  asthma. 

Physical  Examination: 

General — Thin,  elderly  white  male  who  ap- 
peared comfortable  flat  in  bed,  subjectively  not 
short  of  breath,  while  at  bed  rest.  T.  100°,  P.  82, 
R.  20,  B.P.  120/68. 

Skin — Areas  of  vitiligo  on  lower  arms,  shoul- 
ders and  neck,  lower  leg.  Signs  of  scratching  and 
excoriation  on  arms  and  shoulders. 

KENT — Posterior  pharynx  inflamed,  edemat- 
ous. Postnasal  drip,  nasal  mucus  membranes  pale 
and  boggy.  Conjunctivae  normal. 

Lunys  and  Thorax — A-P  diameter  increased. 
Chest  expansion  2 inches  difference  between  ex- 
piration and  inspiration.  Retraction  of  inter- 


spaces with  inspiration.  High  pitched  sibilant 
wheezes  are  heard  in  all  lung  fields.  Resonant 
note  upon  percussion  increased  in  all  areas.  Ex- 
cursion of  diaphragms  2 cm.,  bilateral  and  equal. 

Heart — Normal  sinus  rhythm.  Rate  83 /min. 
regular.  No  clinical  evidence  of  cardiomegaly. 
No  thrills,  murmers,  or  rubs,  A2  = Po,  no  neck 
vein  distention. 

The  physical  examination  still  shows  a good 
chest  mobility  of  2 inches  difference  between  in- 
spiration and  expiration.  This  was  encouraging, 
suggesting  a considerable  reversible  element  to 
the  airway  obstruction.  Furthermore,  nothing  in 
the  physical  examination  points  to  Cor  pulmonale. 
Laboratory : 

Hb.  14  grams.  Sedimentation  Rate:  44  mm/h. 
WBC  13350,  Diff:  PMN:  78,  L:  12,  Eo  8,  M 1, 
B 1. 

Urine  analysis:  negative. 

Cultures:  throat:  Neisseria  catarrhalis.  Spu- 
tum: Neisseria  catarrhalis.  Alpha  hemolytic 

streptococcus.  Staphylococcus  aureus  (sensitive  to 
Chloromycetin — Albamycin — Erythromycin) . 

It  appeared  that  infection  played  a role  here 
and  considerable  eosinophilia  suggested  bacterial 
hypersensitivity,  in  short  intrinsic  factors  were 
suggested  by  laboratory  tests. 

X-rays : 

May  16,  1955:  Possible  basal  bronchiectasis. 

June  6,  1958:  Markedly  emphysematous — No 

definite  pneumonia  or  bronchiectasis  suspected. 

July  31,  1958:  Density  left  lung  base. 

September  1959:  Fibrotic  changes  throughout 
both  lung  fields,  no  evidence  of  an  active  consoli- 
dation. 

March  1960 : Fibrotic  changes  both  lung  fields. 
Electrocardiograms : 

November  1956:  Normal 

May  1957:  Suggestive  of  chronic  pulmonary 

disease. 

June  1958:  Suggestive  of  chronic  pulmonary 

disease. 

June  1959:  Suggestive  of  chronic  pulmonary 

disease.  Possible  healed  anterior  lesion. 

Prior  to  any  further  allergy  work-up  we  must 
judge  if  there  is  sufficient  reversibility  and  re- 
turn to  normal  values,  after  bronchodilators.  Only 
then  could  we  expect  significant  help  by  treat- 
ment of  this  patient.  (Table  2) 

Marked  improvement  was  rioted  after  our  pw- 
tient  inhaled  Isuprel  by  the  IPPB  technique.  This 
suggested  that  extHnsic  asthma  was  his  main 
problem,  that  he  ^vas  a candidate  for  hyposensi- 
tization therapy,  together  with  aggressive  symp- 
tomatic care. 

A diagnostic  hos])ital  study  is  the  most  con- 
venient way  to  study  a difficult  and  complicated 
problem  of  asthma.  Various  steps  in  such  study 
are  described  in  Table  3. 

This  diagnostic  hos/ntal  study  produced  the 
following  information : On  admission  there  was 
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TABLE  2 

PULMONARY  VENTILATORY  STUDIES 


Before  IPPB  with  Isuprel 

After  IPPB  with  Isuprel 

VC 

TVe 

MBC 

VC 

TVe 

MBC 

Oct.  8, 

1957 

2218 

80% 

33 

3006 

75% 

52 

July  3, 

1959 

1119 

69% 

22 

3130 

65% 

60 

\ = Vitiil  cnpucily 

T\’(’  = It  sc‘i-onil  HmmmI  vital  oaimclty 
Mltr  = iiiaxiiiial  lircat hiii);  ''apacity 
11’1’It  = iiit«'rinittont  positive  pressure  i>reathliij' 


TABLE  3 

Date: 

Action  Taken: 

Reason  for  This: 

Observed  Effect: 

June  26,  1959 

Admitted  to  hospital;  no 
symptomatic  treatment 

Evaluate  effect  of  removal 
from  home  environment 

No  significant  change 

June  29, 1959 

Sputum  culture 
treat  with  antibiotics 

Evaluate  importance  of 
infection 

Slight  improvement 

July  3,  1959 
July  5,  1959 

Double  spirograms 
(one  dose  of  Isuprel  after 
baseline  pulm.  function 
studies 

No  treatment  except  antibi- 
otics, pt’s  sputum  no  longer 
purulent 

Evaluate  reversibility  of 
bronchospasm 

Completely  free  of  wheez- 
ing immediately  after 
Isuprel  IPPB 

Wheezing  70% 

July  7, 1959 
July  12,  1959 

Strict  elimination  diet 
(“only  bananas”) 

Evaluate  foods 

Best  night  in  7-8  weeks 

Wheezing  (40%) 

Wheezing  (20%) 

“but  getting  weak” 

July  14,  1959 
July  15, 1959 

Intradermal  skin  tests  to 
pollens  and  dust 
Allowed  to  recover  from 
Hare-ups  caused  by  skin  test 

Evaluate  treatable  inhalant- 
factors 

Acute  attack  2-4  hrs. 
after  skin  testing 

July  16,  1959 

Back  on  full  unrestricted 
diet 

Provocation  test  with  foods 
(unrestricted  diet) 

Wheezing  worse  (70%  ) 

an  associated  pulmonary  infection  which  aggra- 
vated the  asthma.  The  treatment  of  it  left  the 
patient,  hoivever,  with  nearly  the  satne  ainount  of 
wheezing,  again  suggesting  that  extrinsic  factors 
were  most  unpoi-tant.  This  teas  further  sup- 
ported by  the  double  spirogram  values,  the  his- 
tory and  the  physical  examination.  The  improve- 
ment on  a strict  elimination  diet  and  the  worsen- 
ing on  resinning  an  unrestricted  normal  diet  sug- 
gested food  allergy  factors,  requiHng  further 
study  in  this  patient. 

In  Table  4 are  given  the  results  of  multiple 
scratch  tests  with  food  antigens,  done  throughout 
the  years,  by  others  and  by  us: 

Therefore  we  used  foods  fi-om  group  III  as  a 
basic  diet.  No  flare-up  of  his  asthma  w'as  ob- 
served on  this  basic  allergy  diet.  We  are  not 
saying,  that  this  patient  could  eat  only  the  foods 
in  group  III,  but  these  were  the  safest  to  start 
with  on  a base-line  diet.  Weekly,  since,  one  food 
has  been  added  to  the  list,  which  is  evaluated 
on  the  basis  of  whether  it  clinically  produces 


symptoms  or  not.  After  being  stabilized  on  this 
diet,  the  patient  was  discharged  home,  with  the 
medications  unchanged  from  what  he  received  in 
the  hospital.  There  was  a slight  increase  of  his 
wheezing,  immediately  on  returning  home.  This 
suggested  some  home  allergenic  contacts  to  be 
operative  here  likewise.  On  a return  visit  the 
patient  admitted  that  he  had  had  a small  puppy 
dog  in  his  home  for  the  last  five  years.  This 
pointed  out  one  important  fact.  One  should  never 
consider  a history  completed.  Additional  bits  of 
infonnation  must  be  sought  after,  at  each  fur- 
ther clinic  visit.  The  removal  of  the  dog  led  to 
some  improvement  of  his  symptoms,  but  there 
still  was  a residual  amount  of  wheezirg  present. 

Without  skin-testing  we  have  arrived  at  the  fol- 
lowing diagnostic  impressions: 

1.  Chronic  bronchial  asthma,  mixed  type,  ex- 
trinsic and  intrinsic. 

2.  Possible  bilateral  basal  bronchiectasis. 

3.  Minimal  diffuse  obstructive  emphysema. 
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TABLE  4 


SCRATCH  TESTS 


I.  Positive  on 

one  test  only 

Buckwheat 

Okra 

Beef 

Peanut 

Chicken  meat 

Pecan 

Coffee 

Pea,  green 

Cabbage 

Potatoe,  white 

Cocoa  (chocolate) 

Rice 

Egg,  whole 

Squash 

Fish 

Tomatoe 

Lettuce 

Wheat 

II.  Positive 

on  two  tests 

Bean, soy 

Pork 

Celery 

Rye 

Lamb  meat 

Spinach 

Milk,  cows 

Shrimp 

III.  Negative  on  two  tests 

Apple 

Cantaloupe 

Avocado 

Mustard 

Artichoke 

Oat 

Bean,  lima 

Orange 

Banana 

Potatoe,  sweet 

Cauliflower 

Oleomargarine 

Carrot 

Milk,  goat’s 

Corn 

On  the  basis  of  a history  and  the  hospital  work- 
up alone  we  have  established  the  following  sus- 
pects for  etiologic  factors: 

1.  Grasses 

2.  Ragweed 

3.  Foods 

5.  Environmental  molds  and  housedust  (?) 

5.  Dog  dander 

6.  Bacterial  hypersensitivity 


Immediate  Intradermal  Skin  Tests  (10-20  min.)  : 


House  dust  + + 
Ragweed  + + + + 
Mixed  trees  + 
Bermuda  grass  + 
Marsh  Elder  + + 


Alternaria  + 
Hormodendrum  + 
Mucor  + + 

Candida  Albicans  + + 
Penicillium  — 
Aspergillus  + + 


A small  one  plus  reaction  to  bermuda  grass 
assumes,  therefore,  equal  clinical  importance  as 
a four  plus  reaction  to  ragweed,  on  the  basis  of 
the  history.  On  the  other  hand,  the  one  plus  re- 
action to  trees,  has  no  or  little  importance,  as 
there  are  no  increased  symptoms  during  the  tree 
pollination  season.  The  molds  appear  clinically 
important  as  the  patient’s  symptoms  were  ob- 
served to  increase,  when  other  clinic  patients  with 
known  pure  mold  allergy  also  got  worse. 


Treatmev  t : 

Specific:  Weekly  hyposensitizations  were  start- 
ed, using  ragweed,  marsh  elder,  bermuda  gi’ass, 
housedust,  and  the  various  molds.  They  were 
given,  with  good  local  swelling  response  at  the 
site  of  injection.  After  twenty  weeks  of  weekly 


injections  the  patient  was  on  the  perennial  sched- 
ule, receiving  a maintenance  antigenic  dose  every 
month  or  earlier,  if  symptoms  required  it. 

He  continued  to  follow  a liberal  elimination 
diet,  adding  one  item  of  food  each  week,  to  decide 
whether  or  not  it  clinically  caused  symptoms.  He 
was  carefully  followed  for  flare-ups  of  bacterial 
infections,  for  which  antibiotics  were  required 
from  time  to  time. 

Non-specific : Active  bronchodilator,  antisecre- 
tion and  anti-apprehension  medication  is  main- 
tained, according  to  principles  outlined  previously. 
It  has  not  been  necessary  to  resort  to  steroid  med- 
ication at  any  time. 

Results:  Mr.  A.  F.  had  no  seasonal  increase  in 
symptoms  April  1960  to  June.  He  was  no  longer 
restricted  to  activity  around  the  house,  because 
of  extreme  pulmonary  disability.  He  has  not 
needed  to  go  to  the  Emergency  Room  for  six 
months,  no  adrenalin  injections  were  required,  he 
can  now  walk  10  blocks  without  becoming  short 
of  breath.  He  still  wheezes,  as  he  has  a certain 
irreversible  element  of  diffuse  obstructive  emphy- 
sema. 


7.  Prognosis  and  Complications 

The  prognosis  of  complete  freedom  of 
asthmatic  wheezing,  in  extrinsic  asthma, 
is  70  per  cent,  on  good  and  competent 
combined  specific  and  nonspecific  therapy. 
In  early  “virgin”  cases  this  percentage  of 
good  results  is  even  better.  The  most  im- 
pressive results  are  obtained  with  house 
dust  hypersensitivity,  and  with  pollen 
cases  (trees,  grasses,  weeds).  Mold  hy- 
persensitivity requires  greater  skill  and  is 
less  successful.  The  results  in  intrinsic 
asthma  are  nonimpressive  and  each  sub- 
sequent infection  will  lead  to  a flare-up 
of  symptoms.  The  success  here  depends 
on  the  skill  to  avoid  and  treat  infections, 
as  they  recur.  The  use  of  bacterial  vac- 
cines, to  reduce  the  incidence  of  infec- 
tions, is  controversial  and  requires  fur- 
ther unbiased,  well-controlled  study. 

At  times  constitutional  reactions  occur 
with  injection  of  antigen  material.  These 
are  not  too  serious  in  the  hands  of  those 
who  are  well  trained  to  cope  with  such 
emergency,  but  are  extremely  dangerous, 
when  good  knowledge  on  treatment  is  de- 
ficient. A tourniquet  proximal  to  the  in- 
jection site  is  applied  on  the  slightest  sus- 
picion of  a systemic  anaphylactic  reaction, 
while  adrenalin  1:1000  0.3  ml.  is  injected 
into  the  other  arm  and  a similar  amount 
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into  the  antigen  injection  site.  At  times, 
larger  amounts  are  required.  The  con- 
comitant use  of  an  intravenous  antihista- 
minic  or  steroid  will  at  times  be  very 
helpful,  to  reduce  discomfort  to  the  pa- 
tient. 

Other  complications,  in  the  management 
of  bronchial  asthma,  are  those  of  progres- 
sive lung  disease,  with  increasing  pulmo- 
nary ventilatory  dysfunction,  severe  em- 
physema and  later  cor  pulmonale.  This 
should  really  not  occur  in  a well  cared  for 
asthmatic  patient. 

The  most  serious  complications  are  the 
iatrogenic  complications,  primarily  due  to 
the  injudicious  use  of  steroid  drugs,  which 
are  mostly  employed  not  after  a careful 
work-up,  but  rather  instead  of  one.  It 
appears  that  the  mortality  rate  has  in- 
creased since  the  advent  of  steroids,  in  the 
field  of  bronchial  asthma.  The  complica- 
tions are  those  due  to  adrenal  cortical 
atrophy  and  a failure  to  appreciate  the 
extreme  exogenous  steroid  dependence  of 
some  of  those  patients,  the  other  effects 
are  those  known,  such  as  mental  changes, 
osteoporosis,  hypertension,  hyperglycemia, 
gastric  ulcers  and  the  like. 

Summary 

Anybody  can  treat  early  simple  extrin- 
sic asthma  with  pills.  This  requires  no 
skill.  A good  physician,  however,  will  not 


procrastinate  with  symptomatic  treatment 
alone,  as  this  is  short-sighted.  The  ex- 
act etiologic  factors  should  be  identified 
promptly,  avoided  or  treated  by  hyposen- 
zitation,  in  the  case  of  extrinsic  bronchial 
asthma.  The  sudden  disappearance  of 
wheezing,  after  adrenalin,  or  a good  re- 
sponse on  a double  spirogram,  are  the 
most  important  prognostic  clues,  indicat- 
ing the  degree  of  I’eversibility  of  the  dis- 
ea.se.  If  wheezing  is  still  present  after  six 
to  twelve  months  of  aggressive  and  con- 
.scientious  management,  with  specific  and 
nonspecific  therapy,  a complete  reapprais- 
al or  a consultation  appears  indicated. 

Today,  there  is  every  reason  to  be  most 
optomistic  and  enthusiastic  in  the  treat- 
ment of  bronchial  asthma,  especially  in  its 
“virgin  state”,  before  irreversible  changes 
have  complicated  the  disease.  Under  any 
physician’s  management,  there  is  no  ex- 
cuse for  any  simple  extrinsic  asthmatic 
patient,  who  continues  to  wheeze.  You 
have  the  right  to  get  complete  freedom 
from  .symptoms,  and  you  should  expect  it. 
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Treatment  of  Upper  Respiratory 
Tract  Infections  with  Oxytetracycline 

• The  success  of  this  drug  in  the  treatment  of  106  patients  is  pointed 
out.  Most  of  the  failures  occurred  in  ear  infections  caused  by  patho- 
gens resistant  to  other  antibiotics. 

ARMAND  A.  JACQUES,  M.  D. 
VAL  H.  FUCHS,  M.  D. 

New  Orleans 


tN  a monograph  covering  the  first  six 

years  of  oxytetracycline  therapy,  Mus- 
selman  ^ pointed  out  that  this  is  an  anti- 
biotic of  first  choice  in  infections  not  re- 
sponding to  penicillin,  and  this  fact  has 
been  confirmed  by  experience  of  the  ensu- 
ing four  years.  Infection  of  the  respira- 
tory tract,  noteworthy  for  the  variety  of 
pathogens  involved,  has  been  found  one  of 
the  best  fields  for  oxytetracycline. 

Denenholz  et  al.,^  who  reported  success 
in  the  majority  of  cases  unresponsive  to 
penicillin,  began  treatment  with  intramus- 
cular oxytetracycline  and  continued  with 
oral  administration.  Now  that  a precon- 
stituted intramuscular  preparation  of  oxy- 
tetracycline is  available,  this  method  has 
much  to  recommend  it,  the  more  so  as 
there  appears  to  be  no  other  broad  spec- 
trum antibiotic  for  intramuscular  use  that 
is  at  once  convenient,  stable  and  effec- 
tive.^- ^ It  is  thus  feasible  to  treat  serious 
infections  with  a broad  spectrum  antibi- 
otic that  has  rapid  action,  and  to  continue 
with  the  same  antibiotic  given  orally  as 
soon  as  the  infection  is  brought  under  con- 
trol. 

Materials  and  Methods 

The  present  study  is  based  on  the  treat- 
ment of  106  patients,  50  of  them  male  and 
56  female;  9 were  infants,  50  were  chil- 


Louisiana  State  University  School  of  Medicine 
and  Charity  Hospital,  New  Orleans,  Louisiana. 

The  preparations  used  were  supplied  by  Pfi- 
zer Laboratories  as  Cosa-Terramycin®  capsules, 
Cosa-Terrabon®  suspension  and  pediatric  drops, 
and  Terramycin  intramuscular.  Tbe  drops  were 
used  in  infants,  the  suspension  in  children,  and 
the  capsules  in  older  patients. 

t Supplied  by  Pfizer  Laboratories  as  Terramy- 
cin otic  with  polymyxin  B sulfate  and  benzocaine. 


dren  and  adolescents,  and  47  were  adults 
with  an  age  range  of  21  to  61.  The  diagno- 
sis was  otitis  media  in  41  cases,  mastoid 
infection  in  20,  tonsillitis  or  adenoiditis  in 
19,  rhinitis,  pharyngitis  or  sinusitis  in  12, 
bronchitis  in  2,  and  furunculosis,  cellulitis 
or  abscess  in  12.  Many  of  the  patients  had 
chronic  infections  previously  treated  wdth 
penicillin,  tetracycline  or  other  antibiotics 
with  only  partial  success  or  complete  fail- 
ure. 

The  infecting  organisms  were  identified 
in  nearly  all  cases,  and  their  susceptibility 
to  various  antibiotics  was  tested.  Virtu- 
ally all  the  patients  were  first  seen  in  the 
outpatient  clinic  of  the  Charity  Hospital, 
and  treatment  was  usually  prescribed  on 
ambulatory  or  domiciliary  basis,  with  fol- 
low-up visits  as  frequent  as  was  warranted 
by  the  severity  of  the  infection.  Seven 
patients  were  hospitalized,  either  because 
of  the  gravity  of  their  condition  or  because 
home  treatment  had  proved  unsatisfactory 
because  of  failure  to  follow  directions. 

All  patients  were  treated  with  oxytet- 
racycline,* and  oral  dosage  was  preceded 
by  intramuscular  administration  in  44 
cases.  Infants  and  children  had  100  mg 
injections,  twice  in  2 of  the  13  cases,  and 
continued  for  two  or  three  days  in  6 of 
them.  Older  patients  had  250  mg.  injec- 
tions, sometimes  repeated  two  to  four 
times  daily,  and  continued  for  two  or  three 
days.  Oral  dosage  for  infants  was  250  to 
375  mg.  daily;  children  were  given  500 
mg.  to  1 g.  daily;  and  adult  do.sage  was  1 
to  2 g.  per  day,  the  higher  amount  being 
sometimes  decreased  to  1 g.  after  a few 
days.  Oxytetracycline  was  continued  for 
five  days  in  most  cases,  but  in  some  for 
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as  loiip  as  fifteen  days.  Many  of  the  pa- 
tients with  otitis  media  or  mastoid  infec- 
tion had  topical  application  of  oxytetracy- 
cline.t  often  in  conjunction  with  oral  med- 
ication, and  sometimes  replacing  it  after 
a few  days.  Vasoconstrictors,  analgesics, 
antihistamines,  gargles  and  sinus  irriga- 
tion were  prescribed  in  appropriate  cases. 
Abscesses  were  incised  and  drained,  some- 
times with  application  of  local  oxytetra- 
cycline.  Myringotomy  was  performed  in  5 
cases  of  otitis  media. 

Hesult.s 


Generally  speaking,  there  was  good  cor- 
relation between  susceptibility  and  clini- 
cal results.  For  example,  all  5 strains  of 
proteus  were  resistant,  and  these  infec- 
tions were  not  cleared  up.  Staphylococcal 
infections,  however,  did  not  follow  the 
.same  pattern.  Out  of  15  strains  found  to 
be  resistant  in  vitro,  5 were  completely 
controlled  and  2 were  partially  controlled. 
Of  all  bacteria  tested,  77  per  cent  were 
sensitive,  indicating  that  oxytetracycline 
had  a greater  range  of  effectiveness  than 
the  other  broad  spectrum  antibiotics. 


Results  of  therapy  arranged  according 
to  primary  clinical  diagnosis  are  summar- 
ized in  Table  1,  and  in  Table  2 they  are 
arranged  according  to  bacterial  diagnosis. 
Table  2 contains  data  on  103  infecting  or- 
ganisms recovered  from  98  patients.  The 


All  but  one  of  the  failures  were  among 
the  cases  of  otitis  media  and  mastoid  in- 
fection (mastoiditis  and  postmastoidec- 
tomy infection).  Nearly  all  of  them  wei'e 
stubborn  and  chronic  cases  that  had  failed 
to  respond  to  a variety  of  other  antibi- 


pathogens  were  not  identified. 

or 

their  otic.s. 

They  were  cla.s.sed  a.s  failure.s  if  the 

susceptibility  to  antibiotics  was 

not  deter-  ba.sic 

condition 

did  not  improve  signifi- 

mined  in  the  other  8 cases. 

cantly,  yet  there  wa.s  .some  improvement 

TABLE  1 

Number  Cure 

Improvement  Failure 

Otitis  media 

41 

29 

12 

Mastoid  infection 

20 

7 

13 

Tonsillitis,  adenoiditis 

19 

16 

• 2 1 

Rhinitis,  pharyngitis 

4 

4 

Sinusitis 

8 

8 

Furunculosis,  cellulitis 

4 

4 

Bronchitis 

2 

1 

1 

Abscesses 

8 

8 

Totals: 

106 

77(73%) 

3(3%)  26(25%) 

TABLE  2 

Number 

sensitive 

Improve- 

Number 

or  resistant 

Cure 

ment  Failure 

Beta-hemolytic  streptococcus  13 

13  S 

13 

Enterococcus  5 

4 S 

3 

1 

1 R 

1 

Staphylococcus  42 

27  S 

27 

15  R 

5 

2 8 

Pneumococcus  2 

2 S 

2 

Paracolon  bacillus  12 

10  S 

9 

1 

2 R 

2 

Escherichia  4 

3 S 

3 

1 R 

1 

Aerobacter  5 

3 S 

3 

2 R 

2 

Alcaligenes  1 

1 S 

1 

Proteus  5 

5 R 

5 

Pseudomonas  14 

5 S 

5 

9 R 

9 
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in  most  of  them.  Fever,  leucocytosis  and 
upper  respiratory  symptoms  subsided  in 
most,  as  did  a mastoiditis  complicating  a 
resistant  case  of  otitis  media. 

Symptomatic  improvement  was  appar- 
ent in  an  average  of  five  days,  and  in  the 
successful  cases  cultures  became  negative 
and  the  ears  clear  in  one  to  two  weeks. 
Some  of  the  best  results  were  seen  in  pa- 
tients who  were  most  severely  ill.  In  a 
case  of  acute  otitis  media  with  mastoiditis, 
abscess  foi’mation  and  bronchopneumonia, 
the  response  was  both  rapid  and  complete. 

The  only  failure  not  included  among  the 
ear  infections  was  a case  of  tonsillitis  in 
which  a peritonsillar  abscess  developed, 
caused  by  a resistant  staphylococcus.  The 
infection  was  cleared  by  incision  and  drain- 
age under  cover  of  oxytetracycline.  The 
response  in  sinusitis  was  particularly  grat- 
ifying, as  both  acute  and  chronic  cases 
were  controlled  within  an  average  of  five 
days. 

A typical  patient  was  a nurse  of  44 
who  had  bilateral  maxillary  and  ethmoid 
sinusitis,  with  excruciating  pain.  Medica- 
tion consisted  of  a single  intramuscular 
injection  of  250  mg.  of  oxytetracycline, 
followed  by  oral  dosage  of  1 g.  daily  in 
conjunction  with  a vasoconstrictor.  Symp- 
toms were  promptly  relieved  and  all  signs 
of  infection  disappeared  in  eight  days.  A 
similar  infection,  two  years  previously, 
had  responded  poorly  because  the  patient 
had  a severe  reaction  to  the  sulfonamide 
used  in  treatment. 

The  only  undesirable  side  effects  were 
slight  pain  at  the  injection  site  in  1 case, 
mild  nausea  in  2,  black  tongue  in  1,  and 
diarrhea  in  3 . The  diarrhea  was  controlled 
in  1 case  by  reducing  the  dose  from  2g. 
to  1 g.  daily,  and  with  an  antidiarrheal 
agent  in  the  other  2.  Otherwise  oxytetra- 
cycline was  perfectly  tolerated,  and  medi- 
cation never  had  to  be  discontinued  pre- 
maturely. It  was  the  impression  of  the 
hospital  staff  that  oxytetracycline  was  not 
only  better  tolerated,  but  more  effective 
than  other  antibiotics  habitually  used. 

Discussion 

An  interesting  and  confusing  aspect  of 
this  study  was  the  response  of  staphylo- 


coccal infections  in  relation  to  bacterial 
resistance.  Only  36  per  cent  of  the  42 
strains  tested  were  resistant  to  oxytetra- 
cycline. This  is  lower  than  usually  re- 
ported in  the  literature,  no  doubt  in  part 
because  the  patients  were  not  hospital- 
ized ; but  it  has  been  pointed  out  that  the 
overall  incidence  of  resistance  is  not  so 
high  as  it  was  because  there  is  now  a 
certain  equilibrium  between  emergence 
and  disappearance  of  resistant  strains.^' 
Antibiotic  combinations  have  been  widely 
recommended  for  overcoming  recalcitrant 
staphylococcal  infections,  and  considerable 
clinical  success  has  been  reported,®  ^ 

In  the  present  series,  about  half  of  the 
resistant  strains  were  completely  or  par- 
tially controlled.  Perhaps  this  proportion 
could  have  been  improved  by  adding  a 
second  antibiotic.  Four  of  the  resistant 
infections  cured  by  oxytetracycline  had 
failed  to  respond  to  previous  administra- 
tion of  tetracycline,  although  there  were 
a number  of  others  resistant  to  both. 
There  is  often  no  difference  between  the 
antibacterial  spectrum  of  the  two  anti- 
biotics, but  in  some  instances  it  has  been 
found  that  oxytetracycline  has  a wider 
spectrum  clinically  and  a lower  minimal 
inhibitory  concentration  in  vitro. 

The  results  reported  here  are  not  brilli- 
ant, as  a quarter  of  the  cases  were  classed 
as  failures.  But  since  nearly  all  of  the  in- 
fections were  serious,  since  most  of  the 
failures  had  been  unresponsive  to  other 
antibiotics,  and  since  oxytetracycline  was 
often  successful  when  other  antibiotics 
had  failed,  there  is  good  reason  to  consider 
it  one  of  the  most  effective  agents  for 
treatment  of  infection  of  the  upper  respir- 
atory tract. 

An  added  advantage  is  the  fact  that  it 
is  extremely  well  tolerated ; despite  dosage 
as  high  as  2 g.  daily,  it  was  never  neces- 
sary to  interrupt  treatment.  For  serious 
infections  requiring  rapid  action,  the  avail- 
ability of  a convenient  and  well  tolerated 
intramuscular  preparation  makes  it  pos- 
sible to  use  the  parenteral  and  oral  routes 
concomitantly  or  serially  without  the  ne- 
cessity of  changing  antibiotics. 
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Most  of  the  infections  which  did  not  re- 
spond to  oxytetracycline  therapy,  especi- 
ally mastoid  infections  and  otitis  media, 
occurred  in  patients  who  were  exposed  to 
various  and  prolonjjed  antibiotic  therapies, 
sometimes  for  a period  of  years.  Most  of 
the  infections  were  chronic  and  sometimes 
resistant  so  that  the  blood  supply  was 
poor.  Due  to  that  fact  a high  concentra- 
tion of  the  drug  could  not  be  obtained. 

Summary 

A series  of  106  patients  with  infections 
of  the  upper  respiratory  tract  were  treat- 
ed with  oxytetracycline  for  five  to  fifteen 
days.  Adult  dosage  was  1 to  2 g.  daily 
by  mouth,  and  dosage  for  infants  and 
children  was  proportionately  less  accord- 
ing to  weight. 

In  44  cases  oxytetracycline  was  given 
intravenously  at  the  beginning  of  treat- 
ment, and  it  was  applied  topically  in  suit- 
able cases  of  otitis  media  and  mastoid  in- 
fection. The  medication  brought  about 
complete  cure  in  73  per  cent  of  the  cases 
and  significant  improvement  in  an  addi- 
tional 3 per  cent. 

Most  of  the  failures  occurred  in  ear  in- 
fections caused  by  resistant  pathogens, 
which  had  not  responded  to  other  antibi- 
otics. Some  of  the  patients  responded  well 
to  oxytetracycline  even  though  there  was 
in  vitro  evidence  of  resistance  and  there 
had  been  no  response  to  previous  anti- 
biotics, including  tetracycline. 


Undesirable  side  effects  were  minimal, 
and  it  was  never  necessary  to  discontinue 
therapy  prematurely.  It  is  concluded  that 
oxytetracycline  is  highly  effective  in  the 
treatment  of  infections  of  the  upper  res- 
piratory tract. 
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The  Impact  Of  Dynamic  Psychiatry 
In  Louisiana* 

• The  spread  of  a new  approach  to  psychiatric  problems  throughout 
Louisiana  is  described. 

CARL  P.  ADATTO,  M.  D. 

New  Orleans 


vyrHEN  one  is  confronted  with  a task 
of  putting  facts  together  in  a fluid 
situation,  which  is  relatively  in  its  in- 
fancy, there  is  a tendency  to  be  all  inclu- 
sive. This  inclination  is  tempered  by  the 
fact  that  it  would  be  presumptious  to  draw 
broad  inferences.  Dynamic  psychiatry  in 
Louisiana  is  in  just  such  a situation. 

While  there  were  forerunners  of  this 
trend  earlier,  its  beginnings  in  a concrete 
way  came  in  the  turmoil  of  World  War  II, 
which  awakened  people  to  the  need  for 
greater  understanding  of  human  behavior. 
Psychiatry  realized  it  had  to  abandon  its 
descriptive  and  diagnostic  approach  and 
turn  to  the  treatment  of  patients  through 
understanding  human  emotions,  behavior, 
and  interactions.  Prior  to  this  time  psy- 
chiatry in  Louisiana,  as  in  most  other  sec- 
tions of  the  nation,  was  a medical  special- 
ty dealing  only  with  mentally  sick  people. 
Today,  psychiatry  has  developed  beyond 
that  point,  and  has  expanded  to  join  forces 
with  other  social  sciences  in  under-stand- 
ing the  human  mind.  In  Louisiana,  psy- 
chiatrists not  only  treat  patients,  but  un- 
der the  influence  of  the  dynamic  approach, 
also  engage  in  cooperative  efforts  with 
such  disciplines  as  social  welfare,  educa- 
tion, psychology,  anthropology,  sociology, 
law,  and  public  health. 

Nature  and  Development 

Before  discussing  the  status  of  dynamic 
psychiatry  in  Louisiana,  let  us  briefly  con- 
sider the  nature  and  evolution  of  this  ap- 
proach. While  there  are  many  theoretical 
variations,  and  limitations  of  the  scope  of 
treatment,  for  all  practical  purposes  dy- 

*  Presented  at  the  Annual  Meeting  of  the  Lou- 
isiana Association  for  Mental  Health,  New  Or- 
leans, April,  19fi0. 


namic  psychiatry  is  synonymous  with  psy- 
choanalytic psychiatry.  Others  have  con- 
tributed to  the  field,  and  enlarged  on  psy- 
choanalysis, but  the  fountainhead  of  the- 
ory and  therapeutic  techniques  is  the  psy- 
choanalysis developed  by  Sigmund  Freud. 
In  the  latter  part  of  the  nineteenth  cen- 
tury, Freud  turned  away  from  the  cellular- 
pathological  and  mechanistic  approach  to 
mental  patients  and  emerged  with  the- 
ories which  commanded  the  attention  of 
those  who  were  dissatisfied  with  the  tra- 
ditional approach  to  medicine.  His  the- 
ories were  based  on  two  basic  hypothe- 
ses: ^ psychic  determinism  and  unconsci- 
ous mental  processes  existing  in  all  human 
beings,  normal  or  mentally  ill.  These  hy- 
potheses were  buttressed  by  his  theories 
of  resistance  and  repression,  the  etiologi- 
cal significance  of  sexual  life,  and  the  im- 
portance of  infantile  experience.-  Later 
came  the  structural  approach  of  id,  ego, 
and  superego.  Today,  we  speak  of  these 
concepts  in  terms  of  ego  psychology, 
defenses,  relationships,  and  reactions.-* 
Freud’s  theories  of  instincts,  libido,  and 
biological-sexual  origins  of  neuroses  have 
been  subjected  to  severe  criticism  both 
within  the  ranks  of  psychoanalysis  as  well 
as  from  those  not  so  trained.  Neverthe- 
less, his  theories  have  formed  the  basis  of 
what  today  we  call  dynamic  psychiatry. 
The  term  dynamic  is  a Freudian  designa- 
tion for  the  interplay  of  mental  forces. 

Along  with  the  dynamic  approach,  other 
important  contributions  to  psychiatry  in- 
fluenced American  psychiatry.  Kraeplin’s 
descriptive  psychiatry  was  the  first  ma- 
jor step  in  trying  to  categorize  and  diag- 
nose psychiatric  disorders.  In  the  United 
States,  Adolph  Meyer  did  much  to  achieve 
the  understanding  of  the  total  personali- 
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ty,  and  its  development.  However,  the 
awareness  and  study  of  psychic  forces  and 
their  vicissitudes  commands  a dominant 
position  in  our  approach  to  psychiatry. 

The  development  of  dynamic  psychiatry 
in  the  United  States  took  time,  and  re- 
quired the  ovei'coming  of  considerable  re- 
sistance, especially  from  medicine.  It  is 
not  strange  that  it  became  more  readily 
accepted  in  the  related  fields  interested 
in  understanding  human  conduct.  Nowa- 
days students  more  often  than  not  are  ex- 
posed to  psychoanalysis  for  the  first  time 
in  nonmedical  college  courses. 

Psychoanalytic  training  was  at  first  in- 
formal and  highly  individualized,  but  later 
became  organized  into  Institutes  for  train- 
ing of  psychoanalysis.  These  Institutes  be- 
came and  today  still  are  the  major  centers 
for  training  and  teaching  of  psychoanaly- 
tic theory  and  techniques.  Only  much  later 
was  this  training  introduced  into  the  Uni- 
versities and  Medical  Schools.  Medical 
school  affiliations  displeased  Freud  be- 
cause he  considered  this  would  dilute  his 
theories,  and  more  important,  because  he 
felt  psychoanalysis  should  not  be  bound  to 
psychiatry.  Instead  he  looked  at  it  as  a 
field  of  study  as  broad  as  psychology,  be- 
cause it  encompassed  both  normal  and 
abnormal  mental  functioning.  Today  in 
the  United  States,  psychoanalysis  has  be- 
come closely  affiliated  with  medicine  and 
essentially  through  this  alliance  has  spread 
to  other  fields. 

Development  in  Louisiana 

Let  us  now  return  to  Louisiana  and  see 
how  dynamic  psychiatry  evolved  here.  In 
the  pre-World  War  II  era  there  were  a 
handful  of  psychiatrists  who  drove  the 
wedge  in  introducing  this  approach  in  the 
State.  These  physicians  were  not  trained 
as  psychoanalysts  but  were  familiar  with 
dynamic  concepts  and  introduced  them  in 
a small  but  definite  way  into  the  practice 
of  psychiatry,  medical  schools,  and  social 
agencies.  They  attempted  to  understand 
the  meaning  of  symptomatology  in  addi- 
tion to  diagnosing  and  empirically  treat- 
ing emotionally  disturbed  patients.  It 
should  also  be  said  that  descriptive  and 
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diagnostic  psychiatry  contributed  much  to 
the  treatment  and  understanding  of  men- 
tally ill  patients.  Unfortunately  at  times 
this  approach  is  forgotten  in  an  effort  to 
free-float  into  people’s  minds.  It  would  be 
accurate  to  say  that  psychoanalytic  the- 
ories added  to  the  existing  knowledge  of 
psychiatric  patients.  The  humane  relief 
of  suffering  with  drugs,  physical  methods 
of  treatment,  hospitalization,  and  other 
measures  has  in  no  way  been  supplanted 
by  the  understanding  of  the  human  mind. 
It  only  makes  us  use  these  techniques 
more  appropriately  and  go  beyond  these 
bounds  when  acute  suffering  subsides. 

In  1942,  Doctors  Henry  and  Anna  Co- 
lomb  came  to  Louisiana  from  St.  Eliza- 
beth’s Hospital  in  Washington,  D.  C., 
which  was  then  and  still  is  a great  psy- 
chiatric center.  In  addition  to  treating 
patients.  Doctor  Henry  Colomb  has  con- 
tributed much  to  such  matters  as  helping 
write  the  Mental  Health  Act  for  the  State 
of  Louisiana,  developing  the  School  of  So- 
cial Welfare  and  Department  of  Psychi- 
atry at  Louisiana  State  University.  Doc- 
tor Anna  Colomb  was  the  first  trained 
psychoanalyst  to  -settle  in  Louisiana,  hav- 
ing had  her  training  in  the  Washington, 
D.  C.,  area.  She  is  a charter  member  of 
the  Washington  Psychoanalytic  Society, 
one  of  the  first  American  Psychoanalytic 
Societies  to  be  formed.  Her  arrival  on  the 
scene  was  an  impetus  in  the  direction  of 
educating  physicians  and  others  in  psycho- 
analysis through  the  basic  route  of  per- 
sonal analysis.  Through  her  knowledge  of 
the  ingredients  necessary  for  properly 
training  and  teaching  psychoanalysis,  she 
did  much  spade  work  for  the  onset  of  for- 
mal psychoanalytic  training.  In  1944,  Doc- 
tor Samuel  Barkoff  returned  to  New  Or- 
leans, having  been  trained  and  accredited 
as  a psychoanalyst  in  the  Washington- 
Baltimore  Psychoanalytic  Institute.  The 
demand  for  his  services  immediately  put 
a big  load  on  his  shoulders,  and  he,  too, 
began  psychoanalyzing  patients,  engaging 
in  teaching  at  the  medical  schools,  and 
consulting  with  social  agencies. 

Doctors  Anna  Colomb  and  Samuel  Bark- 
off together  with  the  assistance  of  Doctor 
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Ei-nest  Hadley  of  Washington,  D.  C.,  and 
Doctor  Lewis  Hill  of  Baltimore,  began 
classes  in  psychoanalytic  training  for  psy- 
chiatrists in  1947.  This  was  the  begin- 
ning of  formal  training  in  psychoanalysis 
locally.  In  1948,  the  New  Orleans  Psycho- 
analytic Study  Group  was  recognized  as 
a training  facility  of  the  American  Psy- 
choanalytic Association.  The  latter  or- 
ganization has  since  1911  been  the  dom- 
inant scientific  organization  for  exchange 
of  psychoanalytic  information  and  main- 
tenance of  high  standards  of  training  and 
practice  of  Freudian  psychoanalysis.  Con- 
siderable assistance  for  the  local  develop- 
ment was  given  by  many  eminent  psycho- 
analysts including  Doctors  Therese  Bene- 
dek,  Edward  Bibring,  Maxwell  Gitelson, 
Russell  Anderson,  Philip  Wagner,  Edith 
Weigert,  Frieda  Fromm-Reichmann,  Em- 
my Sylvester,  Bertram  Lewin,  Helen  Ross, 
and  Phyllis  Greenacre,  all  of  whom  con- 
tributed heavily  both  in  teaching  and  ad- 
vice regarding  the  training  of  psychoana- 
lysts. In  1949,  Doctor  Norman  Rucker, 
who  was  trained  as  a psychoanalyst  at 
Columbia  University,  became  the  third 
local  member  to  contribute  in  a substan- 
tial way  to  this  program. 

The  Washington-Baltimore  Psychoana- 
lytic Institute  was  the  sponsoring  train- 
ing facility,  and  later  the  Washington  In- 
stitute continued  as  it  still  does  today  in 
assisting  what  is  now  known  as  the  New 
Orleans  Psychoanalytic  Training  Center. 
Doctor  Rex  Buxton  of  Washington,  with 
assistance  from  Doctors  Robert  Morse, 
Alexander  Halperin,  Leo  Bartemeier,  and 
Lucie  Jessner,  took  over  from  the  earlier 
advisers  and  teachers,  giving  heavily  of 
themselves  to  make  the  Training  Center 
succeed. 

It  is  difficult  to  conceive  how  these  in- 
dividuals in  New  Orleans  who  were  pri- 
marily engaged  in  the  private  practice  of 
psychiatry  and  psychoanalysis  could  give 
so  much  time  and  energy  to  what  is  equiv- 
alent to  a post-graduate  university  edu- 
cation for  a doctoral  degree.  They  had  to 
personally  psychoanalyze  patients,  teach 
classes  in  theory  and  technique,  as  well 
as  supervise  the  candidates’  treatment  of 


patients.  Without  their  efforts  it  is  un- 
likely that  we  would  have  the  Psychoana- 
lytic Training  Center  here.  Much  like  the 
early  radiologists  who  were  exposed  to  the 
ill  effects  of  x-rays  and  radioactive  ma- 
terials, these  early  leaders  in  breaking 
through  the  social  crust  to  analyze  the 
intense  primitive  mental  forces  frequent- 
ly were  the  recipients  of  unleashed  psychic 
energies.  It  took  a great  deal  out  of  them 
in  terms  of  time  and  from  their  personal 
lives.  It  was  only  last  year  that  Doctor 
Colomb  could  retire  to  her  home  and  of- 
fice and  assume  an  inactive  status  as  a 
teacher  and  leader  because  her  active  par- 
ticipation had  been  mandatory  to  the  suc- 
cess of  the  Training  Center.  Doctor  Bark- 
off,  at  the  height  of  his  career,  died  sud- 
denly from  an  acute  infectious  disease. 
His  untimely  death  was  a great  personal 
loss  to  many  people  throughout  the  state 
and  elsewhere,  and  left  a large  gap  in  the 
training  program. 

Today  the  New  Orleans  Psychoanalytic 
Training  Center  continues  actively  in  its 
role  of  training  psychoanalysts,  but  even 
more  important,  as  a force  in  disseminat- 
ing dynamic  psychiatry  in  areas  far  be- 
yond its  confines.  In  1953,  the  New  Or- 
leans Psychoanalytic  Society  was  organ- 
ized and  was  approved  as  an  affiliate  so- 
ciety of  the  American  Psychoanalytic  As- 
sociation in  1955.  This  is  the  organization 
which  deals  with  the  scientific  aspects  of 
psychoanalysis,  and  was  formed  as  a joint 
organization  with  Louisiana  and  Texas 
psychoanalysts.  The  initial  leadership  of 
Drs.  Anna  Colomb  and  Samuel  Barkoff 
was  continued  by  Doctors  Henry  Miles, 
Theodore  Watters,  and  Kenneth  Beach. 

Development  at  the  Universities 

While  the  stress  to  this  point  has  been 
mostly  on  traditional  psychoanalytic  fa- 
cilities, of  equal  importance  locally  has 
been  the  evolution  of  the  departments  of 
psychiatry  in  the  Louisiana  State  Uni- 
versity and  Tulane  University  Medical 
Schools.  In  1949,  Doctor  Robert  Heath 
came  to  Tulane  University  Medical  School 
to  head  the  department  of  psychiatry  and 
brought  with  him  the  concepts  of  dynamic 
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psychiatry.  His  training  as  a psychoana- 
lyst, coupled  with  his  other  interests,  has 
brought  not  only  the  teaching  and  re- 
search in  the  psychological  aspects  of  dy- 
namic psychiatry,  but  also  in  the  anatomi- 
cal-physiological basis  for  the  sources  of 
psychic  forces.  The  students  and  resi- 
dents in  psychiatry  at  Tulane  Medical 
School  have  been  exposed  to  psychoana- 
lytic psychiatry  and  have  made  it  an  in- 
tegral part  of  their  armamentarium.  In 
1951,  Doctor  Robert  Matthews  reorgan- 
ized the  department  of  psychiatry  at  Lou- 
isiana State  University  Medical  School, 
and  fostered  the  growth  of  dynamic  psy- 
chiatry as  well  as  teaching  the  total  ap- 
proach to  psychiatry  in  general.  He  en- 
couraged psychiatric  residents  to  get  per- 
sonal analysis  and  go  on  with  psychoana- 
lytic training  if  their  interests  developed 
in  that  direction.  He  was  later  succeeded 
by  Doctor  Charles  Watkins.  Louisiana 
State  University  Medical  School  has  been 
an  important  contributor  to  the  growth 
of  dynamic  psychiatry. 

The  New  Orleans  Neuro-Psychiatric  So- 
ciety has  been  instrumental  in  gathering 
together  the  psychiatrists  from  Louisiana 
and  Mississippi  and  fostering  the  dissemi- 
nation of  concepts  of  dynamic  psychiatry. 
Much  active  work  with  public  education, 
assistance  with  teaching  and  training,  and 
encouraging  modern  legislation  has  been 
accomplished  by  the  Louisiana  Association 
for  Mental  Health  under  the  direction  of 
Doctor  Lloyd  Rowland. 

Not  only  have  the  medical  schools  in  the 
last  decade  been  teaching  psychoanalytic 
theory,  but  other  departments  of  the  uni- 
versities throughout  the  state  such  as  the 
Schools  of  Social  Welfare,  have  been  edu- 
cating students  in  this  theoretical  frame- 
work as  a part  of  their  general  back- 
ground. 

Spread  Throughout  State 

The  impact  of  these  educational  trends 
has  been  significant.  Psychiatrists  trained 
in  Louisiana  are  now  spreading  through- 
out the  state,  and  all  through  the  South, 
treating  patients  with  the  use  of  these 
new  techniques.  There  is  no  question  but 


that  people  with  mental  illness  in  Louisi- 
ana today  are  receiving  the  finest  psychi- 
atric care  available  anywhere  in  the 
United  States.  This  has  had  its  impact 
logically  enough,  in  the  decrease  in  length 
of  period  of  hospitalization  of  patients, 
and  more  solid  and  substantial  recovery. 
While  few  patients  can  be  treated  by  for- 
mal psychoanalysis,  many  are  being  treat- 
ed with  techniques  developed  from  psy- 
choanalytic theories.  A psychiatric  con- 
sultation today  is  not  merely  the  render- 
ing of  an  opinion  but  also  brief  treatment. 

Another  effect  of  this  training  is  the 
dissemination  of  dynamic  theories  to  peo- 
ple via  the  other  routes  mentioned.  Social 
workers  involved  in  the  task  of  handling 
aid  to  dependent  children,  for  instance, 
handle  their  problems  with  dynamic  prin- 
ciples in  mind.  They  not  only  evaluate  fi- 
nancial needs,  they  are  also  better  equipped 
to  deal  with  the  whole  human  being  and 
family  picture,  and  to  understand  some  of 
the  motivation  for  the  behavior  of  their 
clients.  It  is  customary  for  social  workers 
and  psychologists  from  all  corners  of  the 
state  to  get  together  periodically  to  learn 
more  about  such’  theories  and  techniques 
so  that  they  can  bring  back  to  their  com- 
munities knowledge  of  practical  use.  Pro- 
bation workers  from  the  Juvenile  Courts 
all  over  the  state  are  exposed  to  these  the- 
ories, and  use  them  in  coping  with  the 
thorny  problems  of  juvenile  delinquency. 
Institutes  for  teachers  have  for  many 
years  in  this  state  included  lectures  on 
dynamic  psychiatry  so  as  to  bring  into 
the  classroom  an  approach  to  understand- 
ing children.  Sociological  studies  with 
teams  of  sociologists,  anthropologists,  psy- 
chiatrists, and  psychologists  are  emerging 
in  attempts  to  understanding  social  phe- 
nomenon. Nurses,  clergymen,  physicians, 
parents,  and  nursery  school  personnel  are 
now  sitting  in  on  seminars  or  attending 
lectures  soaking  up  this  knowledge. 

Mental  Hygiene  Clinics 

An  important  aspect  of  the  effect  of 
dynamic  psychiatry  has  been  the  develop- 
ment of  mental  hygiene  clinics  throughout 
the  state.  The  first  one  was  started  out- 
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side  of  New  Orleans  in  1947  through  the 
sponsorship  of  the  New  Orleans  Guidance 
Center,  State  of  Louisiana,  and  Junior 
League  in  Shreveport.  This  was  a child 
guidance  center,  but  its  success  led  to  the 
state  starting  and  fully  supporting  mental 
hygiene  clinics  throughout  the  state  for 
the  treatment  of  out-patients.  Without 
dynamic  psychiatry,  there  would  be  few 
practical  techniques  in  dealing  with  out- 
patients. The  preventive  aspect  of  this 
program  is  hard  to  fathom. 

The  formation  of  Acute  Intensive  Treat- 
ments units  in  the  State  Hospital  system, 
and  research  programs  has  been  stimulat- 
ed by  the  impact  of  dynamic  psychiatry. 
Patients  are  no  longer  looked  at  as  alien 
individuals  whom  we  cannot  understand. 
While  we  do  not  always  understand  them, 
at  least  we  have  an  approach  in  trying  to 
work  with  such  patients.  We  know  if  we 
translate  their  language,  the  fact  that  con- 
flicts exist  in  their  unconscious  minds,  and 
that  there  is  a reason  for  their  behavior, 
we  stand  a chance  of  getting  access  to 
them  in  a helpful  way.  There  has  been  an 
evolution  from  chains  to  straight  jackets, 
and  prison  security,  to  open  ward  manage- 
ment, and  outpatient  treatment  of  psychi- 
atric patients. 

Influence  on  Children 

Children,  too,  have  benefited  from  this 
development.  Freud  pointed  out  that  events 
in  childhood  were  of  etiological  signifi- 
cance in  emotional  illnesses.  This  started 
a movement  towards  better  understanding 
child  development  and  looking  at  the  child 
not  as  an  amorphous  human  being,  but  a 
human  being  with  a mind  similar  to  adults. 
The  understanding  of  childhood  neurosis 
and  psychoses  was  the  beginning  of  under- 
standing of  normal  childhood  development. 
We  have  a fairly  good  idea  today  as  a re- 
sult of  this  body  of  knowledge  regarding 
matters  such  as  why  children  have  night 
terrors,  refuse  to  go  to  school,  are  anti- 
social, cannot  learn,  are  delinquent,  or  en- 
gage in  habits  that  are  repulsive  or  dis- 
turbing to  adults.  Unfortunately  we  can- 
not always  cure  these  problems,  but  we 
have  gone  a long  way  in  understanding 


them  sufficiently  so  as  to  guide  parents 
in  helping  their  children  grow  up  with 
healthy  minds.  Direct  psychoanalysis  of 
children,  observations  of  children  in  vari- 
ous settings,  infant  studies,  are  some  of 
the  important  ways  we  have  of  collecting 
pertinent  data.  The  enigma  of  adolescence 
has  long  been  a hiatus  in  the  body  of 
dynamic  understanding.  Today  we  are 
creeping  up  on  this  problem,  despite  vig- 
orous efforts  of  the  adolescent  community 
to  both  set  up  decoys  in  our  way  and  give 
us  much  help  by  presenting  themselves. 
Children  in  Louisiana  today  are  benefiting 
from  this  knowledge,  much  of  it  coming 
from  studies  now  being  made  in  the  state. 
Parents  turn  to  professional  people  so 
trained  to  assist  them  in  guiding  their 
children.  The  Guidance  Center  in  New 
Orleans  began  with  dynamic  orientation 
towards  childhood  problems  and  through 
it,  and  the  Institute  of  Mental  Hygiene, 
has  trained  personnel  and  disseminated 
knowledge  in  a consulting  capacity  for 
many  years. 

Limitations 

While  one  can  get  carried  away  and 
speak  of  psychoanalytic  theory  influenc- 
ing the  state  in  such  a broad  way,  one 
should  also  note  its  limitations.  Although 
most  of  the  psychoanalytic  theory  has 
come  from  the  psychoanalysis  of  patients, 
the  treatment  of  patients  with  this  tech- 
nique leaves  much  to  be  desired.  It  is  long, 
expensive,  and  available  to  very  few  peo- 
ple. Therapeutic  results  are  ill  defined, 
although  unquestionably  beneficial.  Its 
main  impact  has  come  through  applica- 
tion of  this  theoretical  framework  to  mod- 
ified techniques  and  to  other  fields.  Yet 
the  other  fields  are  limited  in  developing 
this  theory  because  it  requires  delving 
into  the  unconscious  mind  through  psy- 
choanalytic technique  to  expand  the  the- 
ory. The  problem  of  human  beings  having 
to  observe  themselves  presents  a tremen- 
dous obstacle  in  the  further  development 
of  dynamic  theories.  It  is  of  critical  im- 
portance to  maintain  facilities  not  only 
for  the  training  of  psychoanalysts,  but 
also  encouraging  and  supporting  further 
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research  into  the  ill  defined  areas.  Fasci- 
nating research  into  the  neui'o-physiolojji- 
cal  basis  for  human  behavior,  psycholog'i- 
cal  studies,  infant  studies,  group  observa- 
tions, etc.,  all  .seem  to  be  pushing  toward 
the  same  goal — that  is,  to  fathom  the  na- 
ture and  functioning  of  the  human  mind. 
Louisiana  has  made  tremendous  strides  in 
the.se  areas,  and  will  continue  to  because 
it  not  only  has  the  professional  people 


working  on  these  problems,  but  also  the 
support  of  the  public  in  a most  responsive 
way. 
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New  Orleans  Charity  Hospital  Training  School  for  Nurses 

The  Administrators  of  the  New  Orleans  Charity  Hospital  have  made  arrange- 
ments for  giving  a two  years’  course  of  training  to  w’omen  desirous  of  becoming 
professional  nurses. 

Those  wishing  to  receive  such  a course  of  instruction  must  apply  to  the  House 
Surgeon  of  the  Charity  Hospital,  New  Orleans. 

The  most  desirable  age  for  candidates  is  from  twenty-five  to  thirty-five  years 
of  age;  they  must  be  in  sound  health,  and  must  present,  on  application,  a certificate 
from  two  responsible  persons  (one  a physician)  as  to  their  good  character  and  good 
health.  Upon  the  recommendation  of  the  House  Surgeon  of  the  Hospital  and  the 
approval  of  the  administrators,  they  will  be  received  for  one  month  on  probation ; 
during  this  month  they  are  boarded  and  lodged  at  the  hospital,  but  receive  no  com- 
pensation. 

4:  ♦ « * 

All  nurses  are  required  to  be  sober,  honest,  truthful,  trustworthy,  punctual, 
quiet,  orderly,  cleanly,  neat,  patient,  kind  and  cheerful. 

New  Orleans  M.  & S.  J.  10:621  (February)  1882 
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Radiation  Hazards  in  Diagnostic  Radiology 


“ * * * But  in  these  cases 

We  still  have  judf^ment  here;  that  we  but  teach 
Bloody  instructions,  which,  being  taught,  return 
To  plague  the  inventor;”  Macbeth,  Act  I,  Sc.  6 

Such  thoughts  as  these  apply  today 
when  one  considers  radiation  hazards  in 
the  field  of  diagnostic  use  of  x-ray.  This 
extraordinary  device  has  been  in  use  a 
little  over  sixty  years. 

Radiologists  have  acquired  increasing 
knowledge  as  to  the  dangerous  effects  of 
radiation.  As  the  result  of  researches  in 
this  and  related  fields,  the  dangers  have 
been  reduced  and  protection  increased. 
Measures  to  this  end  have  been  recom- 
mended by  successive  groups  and  com- 
missions, who  have  done  research  in  this 
field  since  1920.  As  increasing  knowledge 
became  available,  a greater  degree  of  se- 
curity was  attained. 

Following  the  massive  radiation  effects 
of  the  atomic  bomb,  and  later  the  effects 
produced  by  increasing  use  of  radioactive 
isotopes,  a widespread  interest  has  devel- 
oped on  the  part  of  hemotologists,  bio- 
physicists, and  geneticists,  as  well  as  radi- 


ologists, on  the  remote  effects  of  small 
doses  of  radiation,  as  well  as  on  the  im- 
mediate effects  of  massive  doses  of  radia- 
tion. 

From  authorities  set  up  to  study  radia- 
tion recommendations  and  proposed  laws 
have  come  which  would  have  far  reaching 
effects.  Deductions  from  experimental  da- 
ta by  investigators  in  some  fields  have 
been  expanded  to  imply  a risk  to  the  race 
which  is  not  susceptible  of  proof.  In  vari- 
ous fields,  contradictory  observations  have 
come  from  competent  investigators. 

Certain  sections  of  the  public  have  been 
misled  as  to  the  practical  aspects  of  diag- 
nostic radiation.  Naturally,  its  uncertain- 
ties are  principally  concerned  with  the  re- 
mote effect  of  small  do.ses  of  radiation. 
From  this  field,  which  is  amazingly  exact 
in  its  technical  aspects,  and  highly  con- 
jectural in  its  racial  effects,  have  come 
certain  statements,  plans,  and  recommen- 
dations upon  which  most  common  sense 
radiologists  can  agree.  It  apjiears  that 
the  whole  globe  and  its  inhabitants  are 
subject  to  constant  radiation.  This  has  its 
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origin  in  cosmic  influences  and  this  radia- 
tion is  more  noticeable  at  high  altitudes, 
in  the  area  of  minerals,  and  in  certain 
portions  of  the  earth.  Whatever  damage 
this  radiation  may  have  on  biologic  proc- 
esses through  the  eons  of  time  cannot  be 
scientifically  stated,  but  at  least  we  know 
we  are  still  here. 

As  regards  man  made  radiation,  no 
statement  as  to  a safe  dose  for  the  nation 
as  a whole  has  been  attempted,  but  it  has 
been  stated  that  for  practical  purposes, 
minimum  possible  exposure  is  always  a 
desired  goal.  Maximum  permissable  lim- 
its have  been  set  up  by  the  National  Com- 
mittee on  Radiation  Protection  and  in 
diagnostic  radiology  the  hazard  is  to  lim- 
ited portions  of  the  body  from  small  doses 
of  repeated  radiation.  The  effects  thus 
produced  are  considered,  on  the  one  hand, 
as  somatic,  in  which  certain  tissues  ex- 
posed to  the  rays,  undergo  degenerative 
effects.  The  other  aspect  is  the  genetic 
hazard  and  the  ability  that  x-ray  has  to 
produce  mutation  in  the  genes  of  the 
gonads  which  might  extend  to  all  poster- 
ity. 

Elaborate  mechanical  devices  and  tech- 
nical procedures  have  been  devised  to  get 
the  ma.ximum  diagnostic  effect  out  of  a 
minimum  of  radiation.  The  genetic  ef- 
fects are  regarded  as  unimportant  after 
the  approximate  age  of  thirty,  and  under 
thirty,  the  gonads  should  be  protected 
whenever  possible.  Radiation  of  women 
in  pregnancy  should  be  avoided  during  the 
first  three  months  and  held  to  a minimum 
in  urgent  situations  after  that  time.  The 
somatic  effects  of  radiation,  after  thirty, 
are  not  sufficient  to  constitute  any  deter- 
rant  to  a necessary  diagnostic  procedure. 
This  is  provided  that  the  technical  aspects 
of  radiological  directions  are  properly 
followed. 

In  regard  to  proper  procedure,  certain 
matters  are  essential.  It  is  stated  that 
there  are  about  two  hundred  thousand  x- 
ray  machines  in  use.  Only  four  thousand 
of  them  are  in  the  hands  and  under  the 


direction  of  qualified  radiologists.  Those 
who  operate  these  machines,  not  under 
radiologists,  must  be  meticulous  in  their 
adherence  to  recommended  practice.  The 
machines  should  be  inspected  and  cali- 
brated. Those  which  are  unfit  and  can- 
not be  made  safe  should  be  discarded. 
These  are  matters  to  be  carried  out  by 
the  technical  radiologists  who  are  not  phy- 
sicians. 

Radiation  exposure  in  fluoroscopy 
should  be  reduced  to  the  minimum.  This 
is  accomplished  by  adequate  attention  to 
technical  details,  by  using  radiography  in 
place  of  fluoroscopy  whenever  possible, 
and  the  avoidance  of  routine  fluoroscopy, 
particularly  of  the  chest,  whei-e  a specific 
indication  is  not  present.  It  is  generally 
.stated  that  radiation  exposure  in  a rou- 
tine detailed  fluoroscopic  examination  of 
the  chest  is  a thousand  times  that  which 
would  exist  in  a radiographic  examina- 
tion. Adherence  to  this  principle  would 
eliminate  much  of  the  routine  fluoroscopy 
of  children  and  entirely  eliminate  the  use 
of  fluoro.scopic  machines  for  the  fitting  of 
shoes  for  which  there  is  no  sound  rea.son. 

In  substance,  therefore,  the  radiologist 
and  the  physician  using  x-ray  machines 
should  follow  a procedure  which  is  tech- 
nically and  radiologically  correct,  and  the 
public  should  understand  that  diagno.stic 
procedures  under  these  conditions  which 
are  necessary  are  not  to  be  withheld  be- 
cause of  a theoretical  radiation  hazard. 

When  the  x-ray  was  discovered  by  Ro- 
entgen great  enthusiasm  was  tempered  by 
considerable  anxiety.  “X-ray  proof  cloth- 
ing was  advertised.  A London  paper  ad- 
vised against  revolting  indecency,  and  in 
New  Jersey,  a bill  tried  to  ban  x-rays  in 
opera  glasses.”  In  view  of  such  exhibi- 
tions of  faulty  perspective  and  loss  of 
sense  of  proportion,  sixty  years  ago,  let 
us  not  move  in  a similar  direction  and  be- 
come panicky  about  minimal  doses  of  x- 
ray  radiation  where  we  have  some  quali- 
tative experience  but  vei’y  little  quantita- 
tive knowledge. 
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The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana  State 
Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contribute  to  the 
understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


REPORT  OF  THE  PRESIDENT 

1961 A Year  of  Challenge 

And  the  Year  of  Crucial  Decision 

Each  new  year  brings  the  oppoi'tunity  to  sur- 
vey our  past  activities  and  to  plan  such  revisions 
and  expansions  as  seem  indicated.  It  seems  to 
me  that  during  the  past  year  we  have  had  more 
challenge  in  our  lives,  and  more  to  challenge  our 
future  operations  than  in  any  other  recent  year. 

On  the  national  level  we  have  seen  both  major 
political  parties  endorse  platforms  which  differ 
chiefly  in  the  degree  of  socialization  advocated. 
We  have  witnessed  an  indecisive  election  which 
reflected  a large  crossing  over  of  party  lines. 
We  have  witnessed  a new  administration  coming 
into  office,  in  which  it  seems  that  practically 
every  appointment,  every  pronouncement,  every 
measure  of  proposed  legislation,  and  every  device 
known  to  influence  the  minds  and  actions  of  men 
were  being  applied  toward  a rapid  and  complete 
socialization  of  our  entire  economy.  No  longer 
are  we  asked  if  this  is  what  we  want,  or  if  we 
feel  that  the  action  is  good  for  our  Country. 
There  has  been  a thoroughly  organized  and  ex- 
pertly manipulated  program  for  convincing  the 
American  people  that  they  will  be  given  what 
they  need,  from  a beneficent  federal  govern- 
ment, without  concern  to  them  about  tbe  cost, 
and  without  their  apparent  recognition  of  the 
inevitable  resulting  collapse  of  our  economy.  The 
individual  examples  of  this  are  too  numerous  and 
too  widely  known  to  require  tabulation  here. 

On  the  other  hand,  the  very  close  margins 
by  which  these  actions  have  gained  endorsement, 
and  the  extent  of  outspoken  concern  for  the 
continued  well  being  of  our  Country,  with  its 
free  institutions,  its  free  people,  its  private  en- 
terprise history  of  attaining  its  present  position 
of  greatness,  and  the  concern  of  the  thinking 
segment  of  the  population,  present  a great  chal- 
lenge. It  appears  that  the  crucial  decision  is 
now  before  us.  Either  America  will  permit  itself 
to  fall  rapidly  and  completely  into  the  hands 
of  national  and  international  governing  groups 
which  are  completely  socialistic  in  nature,  or  we 
will  rise  to  the  occasion  and  sustain  and  reassert 
the  principles  of  state  and  local  regulation  of 
most  phases  of  our  lives. 

It  appears  now  that  the  supporting  pressures 
are  about  equal  on  the  opposing  sides,  hence  the 
outcome  would  seem  to  depend  on  the  extent 
of  activity  to  determine  the  choice  of  oui’  future. 
Therein  lies  the  crux  of  the  matter.  What  are 
you  going  to  do  about  it  personally,  profession- 


ally, politically,  and  in  relation  to  the  general 
public? 

As  a physician,  you  enjoy  a large  measure  of 
confidence  of  the  people  who  live  in  your  com- 
munity. Even  if  medical  groups  have  been  made 
the  whipping  boy,  collectively,  in  recent  years, 
the  people  love  us  individually  and  have  confi- 
dence in  our  leadership.  There  is  a greater  de- 
sire on  the  part  of  our  people  that  doctors  pro- 
vide leadership  in  all  their  community  projects 
than  has  ever  before  been  expressed.  Though 
they  may  not  realize  the  impossibility  on  your 
part,  of  finding  time  and  being  able  to  enter 
into  all  the  activities,  and  yet  be  found  in  your 
office  when  needed,  as  well  as  keeping  abreast 
of  the  progress  of  modern  medicine,  they  want 
you,  and  will  listen  to  you.  Therein  lies  your 
opportunity.  Go  to  your  people  and  tell  them 
frankly  and  simply  what  you  think  is  in  store  if 
we  continue  to  spend  billions  on  foreign  aid, 
continue  to  increase  the  national  debt,  (the  in- 
terest on  which  is  calculated  to  be  $17,000.00 
per  minute),  continue  to  increase  taxes,  give 
more  and  more  of  their  earnings  to  the  federal 
government,  and  seek  to  obtain  more  and  greater 
benefits  from  federal  agencies,  whether  needed, 
deserved,  or  even  wanted. 

These  expressions  constitute  the  crystalized 
impression  that  comes  from  my  year  of  labor  as 
youi-  president.  It  is  the  burden  of  my  soul  and 
the  topic  which  I feel  should  have  your  most 
serious  study. 

It  goes  without  saying  that  the  year  has  been 
full  of  meetings,  conferences  and  travel.  At- 
tending the  AMA  meetings  in  Miami  and  in 
Washington  were  highly  informative  experi- 
ences. The  Public  Relations  Institute  of  the 
AMA  in  Chicago  was  enlightening,  as  were  the 
special  committee  meetings  and  conferences  in 
which  I was  privileged  to  represent  our  State 
Society.  The  big  impression  that  came  from 
every  such  meeting  was  a recognition  of  the 
problems  facing  our  people  and  our  profession, 
tbe  fact  that  many  of  those  involved,  do  not  as 
yet  show  any  recognition  of  this  impending  so- 
cialization, and  the  search  for  ways  and  means 
by  which  to  enlist  and  interest  others  of  our 
group  to  take  up  part  of  the  program  and  help 
in  the  task. 

After  working  long  and  earnestly  in  seeking 
to  find  ways  and  means  to  adequately  provide 
for  the  assistance  to  the  aging,  where  needed, 
through  the  cooperative  efforts  of  many  groups 
and  many  people,  in  the  Louisiana  State  Confer- 
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t*nci“  on  A{fin>j,  it  was  a sevc're  shock  to  atteiul 
the  White  House  Conference  on  A^inK.  The 
I)ele}>:ates  went  there,  some  2800,  as  serious 
minded  men  and  women  earnestly  seeking  the 
solution  to  a leal  problem.  Many  of  us  came 
away  disillusioned  hy  the  smooth  manipulations 
of  politicians,  social  workers,  representatives 
of  labor  oiganizations,  federal  employees,  and 
above  all  the  biased  reporting  of  the  “liberal” 
press,  all  with  the  same  propaganda  theme — 
“expansion  of  Social  Security”  to  meet  the  needs 
of  all  segments  of  the  population. 

The  Kerr-Mills  Law  passed  by  the  last  session 
of  Congress  has  been  implemented  in  eight  states 
and  is  in  the  proce.ss  of  being  implemented  in 
36  others.  In  a few  other  states  the  needed  laws 
are  in  preparation  or  are  under  consideration. 
It  appears  that  the  program  can  be  put  in  opera- 
tion in  Louisiana  within  a few  months  if  legisla- 
tion providing  for  a legal  body  to  set  standards 
for  hospitals  can  be  passed.  With  the  extensive 
charity  hospital  system  and  the  existing  Welfare 
Department,  it  appears  that  the  supplementary 
grants  in  aid  to  the  states  provided  for  by  that 
legislation  will  enable  Louisiana  to  provide  amp- 
ly for  the  needy  aged. 

Within  our  profession,  our  greatest  problem 
is  the  failure  on  the  part  of  so  many  physicians 
to  realize  the  extensive  efforts  being  put  forth 
by  our  fellow  practitioners  who  carry  on  the 
work  of  our  State  Society  and  the  AMA.  One 
good  way  to  come  to  know  these  men  and  their 
work  toward  the  preservation  of  American  living 
at  its  best,  is  to  attend  the  meetings  of  the 
AMA,  its  House  of  Delegates,  its  regional  and 
sectional  meetings,  and  to  read  the  reports  of 
its  activities  and  services  performed,  in  its  pub- 
lications. Through  the  years  this  has  been  the 
most  stimulating  experience  of  my  practice  and 
I cannot  see  how  we  can  be  really  effective  in 
our  efforts  unless  we  are  fully  cooperative  with 
our  fellow  workers.  It  hurts  deeply  to  hear  the 
criticism  of  these  workers  by  people  who  have 
not  attended  the  meetings  and  been  a part  of 
the  working  team. 

Other  pressing  and  as  yet  unsolved  problems 
of  great  importance  to  our  profession  include 
legislative  activities  at  both  the  state  and  the 
national  levels,  improved  public  relations  through 
further  improving  our  working  relationships  with 
the  news  media,  the  relationships  with  the  fields 
of  insurance,  law,  nui'sing,  hospitals,  our  office 
personnel,  mental  health  both  in  and  out  of  in- 
stitutions, and  the  relationships  of  the  private 
patient  and  the  physician.  This  latter  field  con- 
stitutes the  keystone  of  the  w'hole  system  of  the 
private  practice  of  medicine.  Many  of  these  will 
be  covered  through  committee  reports  being  pro- 
vided you. 

Several  committees  have  been  earnestly  en- 
gaged during  the  past  year  in  efforts  to  promote 
better  relationships  with  these  and  other  groups. 


1 hereby  express  my  sincere  gratitude  to  all  of 
them  for  their  diligence  and  their  accomplish- 
ments. Where  they  report  their  work  unfinished, 

I would  certainly  feel  that  a continuance  of  such 
committees  would  be  in  the  best  interest  of  the 
profession. 

There  are  other  committees  which  for  years 
have  been  active  in  the  preservation  of  that 
which  we  know  to  be  good  for  our  people,  com- 
posed of  men  who  devote  long  periods  of  their 
time  (juite  unselfishly  to  these  duties.  They  are 
often  the  unsung  heioes  of  difficult  encounters. 
I want  to  thank  them  collectively,  in  the  name 
of  the  entire  Society.  I have  an  abiding  grati- 
tude foi’  their  performance. 

The  work  of  the  Society  has  been  most  effi- 
ciently and  promptly  handled  through  the  office 
of  Dr.  Cole  and  his  associates.  His  pleasing  per- 
sonality, his  calm  efficiency,  and  his  keen  insight 
and  good  judgment  have  served  the  Society  well 
at  the  national  level  as  well  as  within  our  State. 
I shall  always  be  grateful  to  him  for  his  advice 
and  counsel. 

With  the  year  drawing  to  a close,  I must  re- 
port to  you  that  I have  found  in  our  membership 
as  fine  and  dedicated  group  of  men  and  women 
as  could  be  found  anywhere.  1 am  grateful  to 
all  of  them  for  the  many  kindnesses  extended 
to  me,  and  for  the  opportunity  I have  had  of 
serving  them.  I hope  to  reflect  that  gratitude 
by  my  continued  efforts  to  promote  the  best 
interests  of  our  people  and  our  profession. 

0.  OWENS,  M.  D.  President 


GOVERNOR  DAVIS  TO  SPONSOR 
KERR-MILLS  LEGISLATION 

Governor  Jimmie  H.  Davis  reported  in  a state- 
wide radio  and  television  broadcast  April  19  that 
legislation  would  be  introduced  at  the  May  fiscal 
session  of  the  Legislature  to  provide  for  the  medi- 
cal and  health  requirements  of  needy  aged  in  I^ou- 
isiana.  The  progi-am  will  mean  more  liberal  hos- 
pitalization benefits  for  the  aged  and  increases 
in  the  amount  of  drug  care  for  those  with  acute 
illnesses.  If  the  Legislature  acts  favorably  on 
Governor  Davis’  proposal,  the  Kerr-Mills  law  will 
be  implemented  in  Louisiana. 


LOUISIANA  TRADE.  BUSINESS  GROUPS 
OPPOSE  SS  EXPANSION 

A group  of  20  Louisiana  business  and  trade 
associations  have  written  the  state’s  congressional 
delegation  protesting  proposed  increases  in  Social 
Security  taxes  and  plans  to  increase  the  scope  of 
the  Social  Security  program.  Specifically,  the 
group  opposed  H.R.  6027  which  would  increase 
Social  Security  taxes  by  $500  million  beginning 
January  1.  In  the  letter  to  Louisiana  congress- 
men and  senators,  the  group  said  there  are  ru- 
mors that  attempts  will  be  made  also  to  tack  on 
medical  care  to  this  bill  without  the  usual  prior 
public  healings.  They  pointed  out  that  since  1954, 
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every  increase  in  Social  Security  tax  has  resulted 
in  a greater  departure  from  a social  insurance 
concept  and  toward  a federal  welfare  program. 
Among  the  groups  endorsing  the  letter  are: 

Automotive  Wholesalers  Association  of  Louisi- 
ana, Chamber  of  Commerce  of  the  New  Orleans 
Area,  Construction  Industry  Association  of  New 
Orleans,  Deep  South  Farm  Equipment  Associ- 
ation, Louisiana  Automobile  Dealers  Association, 
Inc.,  Louisiana  Building  Matei’ial  Dealers  Asso- 


ciation, Louisiana  Delta  Council,  Louisiana  Manu- 
facturers Association,  Louisiana  Oil  Marketers 
Association,  Louisiana  Wholesale  Grocers  Asso- 
ciation, Louisiana  Wine  and  Spirits  Foundation, 
Mid-Continent  Oil  and  Gas  Association  (La. -Ark. 
Division),  New  Orleans  Master  Bakers’  Associ- 
ation, Inc.,  Shreveport  Chamber  of  Commerce, 
Shreveport  Wholesale  Credit  Men’s  Association, 
Southern  Pine  Industry  Committee  and  the  Tri- 
State  Bakers’  Association. 
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PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Ascension 

Third  Tuesday  of  every  month 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Jefferson 

Third  Thursday  of  every  month 

Lafayette 

Second  Tuesday  of  every  month 

Lafayette 

Morehouse 

Third  Tuesday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays  of 

every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

PALM  READING  MAY  OFFER  CLUE  TO 
CONGENITAL  HEART  DISEASE 

The  pattern  of  lines  in  the  palm  of  the  hand 
may  offer  a clue  to  the  presence  of  congenital 
heart  disease,  an  article  in  the  April  8 Journal 
of  the  American  Medical  Association  said. 

A correlation  between  the  location  of  some 
lines  and  congenital  heart  defects  was  reported 
by  Drs.  Alfred  R.  Hale,  John  H.  Phillips,  and 
George  E.  Burch,  Tulane  University  School  of 
Medicine,  New  Orleans. 

The  researchers  drew  their  conclusion  from 
a comparison  of  the  palm  prints  of  157  patients 
suffering  congenital  ailments  and  143  patients 
who  had  acquired  forms  of  heart  disease. 

The  intricate  patterns  on  the  palm  appear  be- 
tween the  fourth  and  sixth  month  following 
conception,  the  physicians  explained.  Defects 
in  development  of  the  unborn  child  during  this 
time  may  influence  the  lines  on  the  palm  and 
thus  reflect  developmental  disturbances  opera- 
tive during  this  period,  they  said. 

Except  for  growth,  they  said,  these  configura- 
tions once  established  never  change  throughout 
a person’s  life. 

The  authors  pointed  out  that  a relationship 
between  particular  palm  line  characteristics  and 


specific  types  of  congenital  heart  defects  “awaits 
the  collection  of  a large  series  of  proved  cases.” 


A.M.A.  AND  CHEST  PHYSICIANS  PLAN 
JOINT  SESSION  IN  N.  Y. 

A full  day  scientific  meeting,  sponsored  joint- 
ly by  the  American  Medical  Association  and  the 
American  College  of  Chest  Physicians,  will  be 
one  of  the  outstanding  features  at  the  110th  an- 
nual A.M.A.  convention  in  New  York  City,  June 
25-30. 

Dr.  Coleman  B.  Rabin,  New  York,  secretary 
of  the  A.M.A.  Section  on  Diseases  of  the  Chest, 
planned  the  program  for  this  joint  meeting, 
which  will  be  held  on  Monday,  June  26.  Chair- 
man of  the  morning  session  will  be  Dr.  Herman 
J.  Moersch,  Chicago,  chairman  of  the  A.M..A. 
Section  on  Diseases  of  the  Chest.  Chairman  of 
the  afternoon  session  will  be  Dr.  Hollis  E.  John- 
son, Nashville,  Tenn.,  president-elect  of  the 
American  College  of  Chest  Physicians. 

The  joint  program,  which  was  arranged  so  as 
to  be  of  interest  to  specialists  and  general  prac- 
titioners alike,  will  follow  the  scientific  assem- 
bly of  the  American  College  of  Chest  Physicians 
which  is  holding  its  27th  annual  meeting  in  New 
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York,  June  22-26,  just  prior  to  the  A.M.A.  ses- 
sion. 

The  program,  first  ever  sponsored  jointly  by 
the  two  medical  organizations,  will  consist  of 
symposiums,  panel  discussions,  the  reading  of 
scientific  papers,  roundtable  luncheon  meetings, 
and  fireside  conferences. 

Subjects  to  be  covered  will  include  new  ap- 
proaches in  the  treatment  of  various  forms  of 
heart  disease;  tuberculosis  in  general  hospitals; 
steroid  treatment  in  lung  diseases;  modern  diag- 
nostic measures  in  heart  disease;  pulmonary  dis- 
eases and  the  best  forms  of  treatment;  asthma; 
chroTiic  bronchitis  and  emphysema;  heart  cathe- 
terization; recent  advances  in  the  treatment  of 
cardiopulmonary  diseases;  modern  treatment  of 
angina  due  to  stress  or  effort,  and  x-ray  find- 
ings in  heart  and  chest  diseases. 

Moderators  of  the  symposium  and  panels  will 
be  Drs.  Arthur  M.  Master,  New  York;  Sol  Katz, 
Washington,  D.  C.,  and  George  C.  Griffith,  Los 
Angeles. 

Other  physicians  who  will  appear  on  the  joint 
program  are: 

Felix  Wroblewski,  Henry  Williams,  Jr.,  Alvan 
L.  Barach,  Daniel  Lukas,  and  Isadore  Rosenfeld, 
all  of  New  York;  William  Hollander,  Boston; 
Eliot  Corday,  Beverly  Hills;  Howard  Burchell 
and  Norman  Hepper,  Rochester,  Minn.;  Irving 
J.  Selikoff,  Paterson,  N.  J.;  Clarence  S.  Thomas, 
Nashville;  W.  Proctor  Harvey,  Washington,  D. 
C.,  and  George  E.  Burch,  New  Orleans. 

One  of  the  scientific  papers  will  deal  with 
the  results  of  operative  and  high  voltage  radia- 
tion in  the  treatment  of  628  cases  of  cancer  of 
the  lung.  It  will  be  read  by  Dr.  David  B.  Boyd 
of  Boston. 

Other  scientific  papers  will  be  delivered  by 
Drs.  Richard  Overholt,  Boston;  John  F.  Briggs, 
St.  Paul;  George  L.  Waldbott,  Detroit;  Gustav 
J.  Beck  and  Hylan  A.  Bickerman  of  New  York, 
and  Krishna  Nanda,  New  Delhi. 

Fireside  conferences,  where  physicians  dis- 
cuss medical  problems  of  the  chest  informally, 
will  be  held  on  Monday,  June  26,  as  part  of 
the  joint  session.  These  fireside  conferences, 
always  a popular  feature  at  the  annual  meetings 
of  the  American  College  of  Chest  Physicians, 
will  be  built  around  36  roundtables  where  at- 
tending physicians,  along  with  prominent  sci- 
entists, will  discuss  recent  advances  in  diagnosis 
and  treatment  in  all  phases  of  heart-lung  dis- 
eases. 

In  addition  to  the  formal  scientific  session. 


the  College  will  sponsor  a new  exhibit,  entitled 
“Physiologic  and  Clinical  Testing  of  Cardiac 
Function.”  This  outstanding  scientific  exhibit, 
approved  by  the  A.M.A.  Council  on  Scientific 
Assembly,  will  be  shown  at  New  York’s  Coliseum 
beginning  on  Sunday  afternoon,  June  25. 


SECTION  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
SOUTHERN  MEDICAL  ASSOCIATION 
The  section  of  Ophthalmology  and  Otolaryn- 
gology of  the  Southern  Medical  Association  an- 
nounces that  they  are  now  accepting  papers  by 
physicians  of  either  specialty,  living  in  the  area 
of  the  Southern  Medical  Association  for  consid- 
eration for  presentation  at  the  next  annual  meet- 
ing to  be  held  in  Dallas,  Texas,  from  November 
6 to  9,  1961. 

The  paper  or  an  abstract  of  the  paper  may  be 
sent  directly  to  the  Secretary,  Dr.  Albert  C. 
Esposito,  Suite  1212,  First  Huntington  National 
Bank  Building,  Huntington,  West  Virginia,  as 
soon  as  possible. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

Applications  for  certification  in  the  American 
Board  of  Obstetrics  and  Gynecology,  new  and 
reopened,  for  the  1962  Part  1 Examinations  are 
now  being  accepted.  All  candidates  are  urged 
to  make  such  application  at  the  earliest  possible 
date.  The  deadline  'date  for  receipt  of  applica- 
tions is  August  the  first,  1961.  No  applications 
can  be  accepted  after  that  date. 

Candidates  for  admission  to  the  Examinations 
are  required  to  submit  with  their  application, 
a plain  typewritten  list  of  all  patients  admitted 
to  the  hospitals  where  they  practice,  for  the  year 
preceeding  their  application,  or  the  year  prior 
to  their  request  for  reopening  of  their  applica- 
tion. This  information  is  to  be  attested  to  by 
the  Record  Librarian  of  the  hospital  or  hospitals 
and  submitted  on  paper  8%  x 11”.  Necessary 
details  to  be  contained  in  the  list  of  admissions 
is  outlined  in  the  Bulletin  and  must  be  followed 
closely. 

Current  Bulletins  outlining  present  require- 
ments may  be  obtained  by  writing  to  the  Secre- 
tary’s office,  2105  Adelbert  Road,  Cleveland  6, 
Ohio. 

All  Diplomates  of  this  Board  are  requested  to 
inform  the  Office  of  the  Secretary  of  a change 
in  address.  Your  cooperation  will  be  appreciated. 
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BOOK  REVIEWS 


Childbearing  Before  and  After  Thirty-Five;  Bio- 
logic and  Social  Implications ; by  Adrien  Bleyer, 
M.  D.,  Vantage  Press,  Inc.,  New  York,  New 
York,  1959,  pp.  119.  Price  $2.95. 

This  119  page  volume  contains  17  tables  and  14 
charts,  some  of  which  are  ectopic. 

In  a very  readable  and  entertaining  manner, 
the  author  presents  facts  which  indicate  that 
young  mothers  bear  the  best  babies;  consequent- 
ly, he  advises  early  childbearing.  Even  though 
the  risk  of  a defective  baby  is  high  after  age 
thirty-five,  it  still  does  not  reach  the  percentage 
that  would  cause  it  to  out-weigh  the  advantages. 

Inasmuch  as  this  book  would  certainly  discour- 
age any  prospective  mother  over  thirty-five  years 
of  age,  rarely  would  we  recommend  that  such  a 
person  read  it.  For  others  who  are  and  should 
be  interested  in  the  subject,  this  volume  is  recom- 
mended. 

Woodard  D.  Beacham,  M.  D. 


Aids  to  Gynecology ; by  William  Ralph  Winter- 

ton,  12th  ed.,  Williams  & Wilkins,  1960,  pp.  214. 

Price  $3.00. 

This  small  text  should  be  an  aid  to  students  in 
Gynecology,  but  as  intended,  certainly  should  not 
replace  the  more  detailed  larger  texts. 

The  chapter  devoted  to  pelvic  infections  is 
rather  abbreviated  as  well  as  that  on  granulo- 
matous conditions  of  the  external  genitalia. 

The  importance  of  relating  diseases  of  the  pel- 
vic organs  to  other  organ  systems  and  of  exam- 
ining the  entire  patient  by  thorough  history  and 
physical  was  not  emphasized. 

The  lack  of  statistics  was  pleasing  and  the  il- 
lustrations adequate.  The  style  was  smooth  and 
the  organization  made  reading  enjoyable. 

George  Ball,  M.  D. 


What  Price  Medical  Care?;  by  Sir  Earle  Page, 

Lippincott,  1960,  pp.  160.  Price  $3.50. 

Sir  Earle  Page  was  the  originator  of  the  Aus- 
tralian Health  Plan.  This  plan  contains  an  ar- 
rangement by  which  government  aid  is  provided 
to  strengthen  voluntary  medical  insurance.  This 
book  devotes  much  space  to  the  author’s  opinion 
of  the  similarity  of  Australia  to  the  United 
States.  This  comparison  is  made  in  order  to  point 
out  that  a plan  similar  to  the  Australian  Health 
Plan  could  work  in  the  United  States.  Too  little 
space  is  given  to  a factual  report  of  the  Aus- 
tralian Health  Plan.  General  terms  are  used  en- 
tirely. Very  few  specific  points  are  taken  up  and 
adequately  discussed. 

The  writing  style  lends  itself  to  quick  reading. 
In  light  of  the  present  trend  toward  governmental 
support  to  the  care  of  the  patient,  the  book  is 
worth  reading.  Some  insight  can  be  gained  on 
the  steps  taken  by  other  countries  in  meeting  the 
prolbems  of  the  increasing  cost  of  medical  treat- 


ment. However,  much  is  left  unsaid  in  this  short 
book. 

Thomas  D.  Darby,  M.  D. 


Sight:  A Handbook  for  Laymen;  by  Roy  0. 
Scholz,  M.  D.,  Doubleday  and  Co.  Inc.,  Garden 
City,  New  York,  pp.  166,  13  illustrations.  Price 
$3.50. 

Dr.  Scholz  has  prepared  a handbook  which  will 
be  of  considerable  value  to  both  the  ophthalmolo- 
gist and  the  intelligent  layman  who  is  concerned 
with  understanding  ocular  problems.  Dr.  Scholz 
has  written  the  book  in  a brief  but  clear  style 
and  discusses  structure,  function,  malfunctions 
and  diseases  of  the  eye.  He  discusses  principles 
of  treatment  but  makes  adequate  allowances  for 
the  various  acceptable  variations  in  the  methods 
of  care  of  ocular  problems.  He  briefly  summar- 
izes the  prognoses  for  these  various  problems. 

The  busy  ophthalmologist  will  find  this  a handy 
reference  to  save  his  time  in  dealing  with  intelli- 
gent patients  and  their  relatives  for  they  will  be 
able  to  obtain  adequate  information  on  their 
ocular  problems  from  this  book.  However,  some 
inquisitive  individuals  will  find  it  a stimulus  to 
seek  further  information. 

James  H.  Allen,  M.  D. 


PUBLICATIONS  RECEIVED 

Doubleday  & Co.,  Inc.,  Garden  City,  N.  Y. : 
Childbirth  with  Hypnosis,  by  William  S.  Kroger, 
M.  D.,  edited  by  Jules  Steinberg;  Lose  Weight 
and  Live,  by  Robert  P.  Goldman  with  a foreword 
by  Dr.  Harold  Willard;  Mirage  of  Health,  by 
Rene  Dubos;  The  Changing  Years,  by  Madeline 
Gray;  The  Family  Handbook  of  Home  Nursing 
& Medical  Care,  by  I.  J.  Rossman,  M.  D.  and 
Doris  R.  Schwartz,  R.  N. 

Paul  B.  Hoeber,  Inc.,  New  York,  N.  Y. : Clini- 
cal Obstetrics  and  Gynecology,  Volume  4,  Num- 
ber 1 : Obstetric  Anesthesia  and  Analgesia,  edited 
by  Robert  A.  Hingson,  M.  D.;  Vaginal  Surgery, 
edited  by  Abraham  F.  Lash,  M.  D. 

Lange  Medical  Publicataions,  Los  Altos,  Cali- 
fornia: Handbook  of  Pediatrics  (4th  Edition), 
by  Henry  K.  Silver,  M.  D.,  C.  Henry  Kempe, 
M.  D.  and  Henry  B.  Bruyn,  M.  D.;  Handbook  of 
Surgery,  edited  by  John  L.  Wilson,  M.  D.  and 
Joseph  L.  McDonald,  M.  D. 

C.  V.  Mosby  Co.,  St.  Louis,  Mo.:  Management 
of  Hypertensive  Diseases,  by  Joseph  C.  Edwards, 
M.  D. 

W.  B.  Saunders  Company,  Philadelphia,  Pa.: 
Medical  Almanac  1961/1962,  compiled  by  Peter 
S.  Nagan,  A.  B.,  M.  A.,  M.  S. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Strangulation  Obstruction,  by  Isidore  Cohn,  Jr., 
M.  D.,  with  a preface  by  I.  S.  Ravdin,  M.  D.  and 
a foreword  by  James  D.  Rives,  M.  D. 
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Winslow  Homer  "IHt  HERRING  UL'l"  Art  tr\sUlute  ot  Chicago. 


Strain  is  a necessary  component  of  man’s  efforts  to  move  his  external 
environment,  but  all  too  often  brings  on  extreme  pain  and  trauma  when  hard 
stools  are  moved  after  repair  of  rectal  disorders.  Metamucil  adds  soft,  bland 
bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis  and  also  hold 
water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus  Metamucil, 
with  an  adequate  water  intake,  is  of  great  help  in  minimizing  painful  trauma 
to  postsurgical  rectal  tissue.  Metamucil  promotes  regularity  through 
“smoothage”  in  all  types  of  constipation. 

e t a m u c I I 

Available  as  regular  Metamucil  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 


SEARLE 
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Put  your  I 

low-back  patient  I 
back  on  the  payroll  , 

Soma  relieves  stiffness  p 

stops  pain,  too 

YOUK  CONCERN:  Rapid  relief  from  pain  for  your  H 
patient.  Get  him  back  to  his  normal  activity,  fast!  H 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief  H 
while  it  relaxes  muscle  spasm,  H 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone,  H 
your  patient  is  soon  restored  to  full  activity — often  ^ 
in  days  instead  of  weeks. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 


Wallace  Laboratories,  Cranbury,  New  Jersey 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Sbrna,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosaoe: 
1 tablet  q.i.u. 


COMPANY.  INC 
Elkhart  • Indiana 
Toronto  • Conodo 


AN  AMES  CLINIQUICK' 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

glt^effsuria  • • • 
danger  sign 

"Benign"  glycosuria  can  be  the  first  sign  of  impending  dia- 
betes when  observed  in  predisposed  persons  during  the  “silent” 
period  preceding  frank  diabetes.  In  one  series  of  1,140  dia- 
betics, 96  had  been  informed  of  "benign”  glycosuria  prior 
to  development  of  diabetes.* 

If  these  patients  had  periodically  tested  their  urine  after 
the  first  finding  of  glycosuria,  many  of  them  might  have  de- 
tected recurrence  of  glycosuria— thus  permitting  earlier 
diagnosis  of  diabetes  by  the  physician  and  possible 
avoidance  of  degenerative  complications.  Slight 
glycosuria,  even  when  only  occasional, 
should  always  arouse  suspicion  of 
latent  diabetes. 

•Pomeratiie,  J.:  J.  New  York 
M.  Coll.  /:32.  t959. 


Periodic  urine-sugar  test- 
ing at  home  is  an  integral  part  of 
the  follow-up  of  “benign”  glycosuria.  Its 
practicality  is  increased  when  the  patient  charts 
his  findings  on  the  Clinitest®  Graphic  Analysis 
Record.  This  chart  frees  the  physician  from  dependence 
on  the  patient’s  memory  and  enables  him  to  follow  at  a 
glance  the  trend  and  degree  of  any  glycosuria. 

jor  follow-up  of  “benign”  glycosuria  and 
earliest  detection  and  control  of  Diabetes 

color-calibrated 

CLINITEST 

BRAND  Reagent  Tablets 

Standardized  urine-sugar  test  for  reliable  quantitative  estima- 
tions . familiar  blue-to-orange  spectrum  — easily  interpreted  _ 
results  . “plus”  system  covers  entire  critical  range— includ-  ^ 
ing  Ya%  (+-I-)  and  1%  (-I--I--I-)  • patient  cooperation^ 
encouraged  by  use  of  Graphic  Analysis  Record 
-supplied  with  Clinitest  Set  and  each 
tablet  refill  package. 


AMES 
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In  each  yellow  enUric^coated 
PaBALATE  tablet: 


mutually  potentiating  nonsteroid  antirheumatics 

'^superior  to  aspirin”^  and  witli  a 'Miigher  'therapeutic  index’’’^ 


Sodium  salicylate  (5  gr.) 

O.J  Cm. 

Sodium  para-aminobeuzoaie 
(5  gr.)  0.3  Cm. 
Ascorbic  acid 50.0  mg. 


once  again, 
an  active 
hand  in 
"doing”- 


When  sodium  should  be  avoided — 

PABALATE- SODIUM  FREE 


When  conservative  steroid  therapy  is  indicated — 

PABALATE- HC 

Pabalatc  with  Hydrocortisone 


I . Barden,  K.  VV.,  et  al.:  J.  Maine  M.  A.  4C:99,  1 955. 
2.  I’ord,  R.A.,  and  Blancliard,  K.:  Journal-Lancet  78;  1 85,  1958. 


In  each  pink  enleric-coated 

Pabalate-Sodium  Free 

tablet: 

Satne  fortnula  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 


In  each  light  blue  enter ic-evated 
PABALATE-HC  tablet: 

Saitie  rormula  as  PaBALA'I’E- 
SODIUM  Free, plus  bydrocor- 
tisone  (alcohol)  . . . 2.5  mg. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRCINIA 


Making  tvday*s  mrdidnes  with 
inttgrity. . .serking  tomoTrow*s 
with  peniUence. 


Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 

P^l  Data  based  on  pH  measurements  in  11  patients  with  peptic  ulcer' 


peptic 

ulcer 


15 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Minutes 


20 


40 


60 


SO 


100 


120 


New  PPCAI 

yiAl  IM^antacid 

UKtfll 

VIHLIN  TABLETS 

New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  show  that  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T..  Jr.;  Fisher,  M.  P„  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384.  July.  1959. 

for  peptic  ulcers  gastritis ■ gastric  hyperacidity 

14«7M 
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QUAL IT  Y 

avoids  price-buying  penalties 

When  applied  to  a fine  precision  instrument,  "quality”  implies  the  use  of  the  best  basic 
materials,  workmanship  of  unsurpassed  skill,  and  superior  methods  and  facilities  essential 
to  quality  production. 


BARD-PARKER  RIB-BACK  BLADES 


afford  an  excellent  example  as  they  are  built  up  to  a quality — not  down  to  a price.  Their 
superior  cutting  efficiency  and  longer  periods  of  satisfactory  utilization  are  factors  that 
reduce  blade  consumption  to  an  economic  minimum. 

RIB-BACK  quality  avoids  price-buying  penalties. 


PEA€©€5€., 


SURGICAL  COMPANY  'nc 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA’^' 


THE  EARLE  JOHNSON 
SANATORIUM 

DEMPSEY  T.  AMACKER,  M.  D. 

Medical  Director 

VICTOR  HUGO  BEAN,  M.  D. 

Psychiatric  Consultant 
American  Board  Certified 
Member  American  Psychiatric  Association 

Specialized  treatments  in  mental  disorders  and 
alcoholic  and  drug  addictions. 

A limited  number  of  custodial  cases  accepted. 

Fireproof  Buildings 
Lovely  Gardens  and  Grounds 
Healthful  Location  — All  Private  Rooms 
Excellent  Staff 

"The  Hospital  Atmosphere  is  Avoided" 

WRITE  P.  O.  DRAWER  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


N.  KLAM,  M.  D.,  Pathologist 
J.  R.  BROWN,  M.  D„  Pathologist 

Are  pleased  to  announce  the  opening 

of 

THE  MONROE  MEDICAL  DIAGNOSTIC 
LABORATORIES 

506  Hall  Street — Box  1 134 

Complete  Clinical  and  Anatomical 
Pathology  Services 

Supervised  by  Pathologists 

Service  with  quality  control  FA  5-1734 

Consultations  Welcomed 
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you  can’t  prescribe  a more 
effective  antibiotic  than 


ERYTHROCIN' 

Erythromycin,  Abbott 


How  much  “spectrum”  do  you  need  in  treating  an 
infection?  Clearly,  you  want  an  antibiotic  that  will 
show  the  greatest  activity  against  the  offending  or- 
ganism, and  the  least  activity  against  non-patho- 
genic  gastro-intestinal  flora. 

Weigh  these  criteria— and  make  this  comparison— 
when  treating  your  next  coccal  infection.  Erythrocin 
is  a medium-spectrum  antibiotic,  notably  effective 


against  gram-positive  organisms.  In  this  it  comes 
close  to  being  a “specific”  for  coccal  infections  — 
which  means  it  is  delivering  a high  degree  of  activity 
against  the  majority  of  common  infection-producing 
bacteria. 

And  against  many  of  the  troublesome  “staph”  strains 
—a  group  which  shows  increasing  resistance  to  peni- 
cillin and  certain  other  antibiotics— Erythrocin  con- 
tinues to  provide  bactericidal  activity.  Yet,  as  potent 
as  Erythrocin  is,  it  rarely  has  a disturbing  effect  on 
normal  gastro-intestinal  flora.  Comes  in  easy-to- 
swallow  Filmtabs®,  100  and  250  mg. 

Usual  adult  dose  is  250  mg.  every  six 
hours.  Children,  in  proportion  to  age 
and  weight.  Won’t  you  try  Erythrocin? 

®Filmtab— Film-sealed  tablets,  Abbott. 
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DORNWAL®  HAS  BEEN  CALLED 
"THE  GENERAL  TRANQUILIZER 
FOR  GENERAL  PRACTICE.” 

Suppose  the  physician  visiting  this  patient  finds 
that  he  has  to  be  hospitalized.  Certainly  he  wants 
an  alert  but  not  excited  fellow  who  can  respond 
to  the  history  and  physical  on  admission.  De- 
pending on  the  condition,  of  course,  the  thing  to 
do  is  to  give  the  patient  one  or  two  tablets  of 
Dornwal  before  he  ever  leaves  his  home. 

Dornwal  will  calm  the  patient  but  won’t  make 
him  drowsy  or  give  him  feelings  of  depersonali- 
zation. And  what’s  more,  while  Dornwal  most 
assuredly  tranquilizes,  it  won’t  interfere  with  most 
other  medications  that  your  subsequent  examin- 
ation or  laboratory  studies  may  indicate. 

Since  every  man  in  general  practice  encounters 
such  situations  almost  daily,  it  makes  good  sense 
to  keep  some  tablets  in  one’s  bag,  doesn’t  it? 

We  will  be  glad  to  send  you  a supply. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg.  | 
tablets  two  times  a day. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  “Genericist”,  Dornwal  is  amphenidone. 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known. 
There  have  been  no  reports  or  evidence  of  habituation,  addic- 
tion or  drug  tolerance  in  animal  or  clinical  studies.  Dornwal  is 
relatively  free  from  untoward  effects  when  administered  at 
recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc., Belleville  9,N.J. 

POW-12 


Invest  in  the 
future  health 
of  the  nation 
and  your  profession 


V' 

Give  to 
medical  edLication 

througli  AMEF 

To  train  the  doctors  of  tomorrow,  the 
nation’s  medical  schools  must  have 
your  help  today.  It  is  a physician’s 
unique  privilege  and  responsibility 
to  replenish  his  own  ranks  with  men 
educated  to  the  highest  possible 
standards.  Medical  education  needs 
your  dollars  to  stay  strong  and  free. 

Send  your  eheek  today! 


American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 
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B 


against  relapse 

against  “problem” 
pathogens 


E CLOMYCIN 


an 

added 

measure 

of 

protection 

for 

little 

patients 


pediatric  drops 
syrup 


• full  antibiotic  activity  • lower  milligram  Intake  per  dose  • up  to  6 days’  activity  with  4 days'  dosage  • uni- 
formly high,  sustained  peak  activity  ■ syrup  (cherry-flavored),  75  mg./5  cc.  tsp,,  bottles  of  2 and  16 
fl.  oz.  Dosage:  3 to  6 mg./lb./day— in  four  divided  doses,  pediatric  drops,  60  mg./cc.,  3 mg./drop,  10  cc. 
bottles  with  calibrated  dropper.  Dosage:  1 to  2 drops/lb./day— in  four  divided  doses. 

PRECAUTIONS:  As  with  many  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  or 
dermatitis.  A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although  reversible  by  discontinuing  therapy,  patients 
should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs  discontinue  medication.  Overgrowth  of  nonsusceptible  organisms  is  a 
possibility  with  DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should  be  kept  under  observation. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederie  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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‘B.W.  & Co.'  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


I®  Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


\ 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

'Cortisporln'® 

'Aerosporin'®  brand 
Polymyxin  B Sulfate 

10.000  Units 

5,000  Units 

5.000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

10  mg. 

Supplied: 

Tubes  of  I oz.. 

Vi  oz.  and  Ve  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Vi  oz.  and  Vi  oz. 
(with  ophthalmic  tip) 

Tubes  of  Vi  oz.  and 
Vi  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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You  see  an  improve- 
ment within  a few  days 
Thanks  to  your  prompt 
treatment  and  the 
smooth  action  of  Deprol, 
her  depression  is 
relieved  and  her  anxiety 
and  tension  calmed  — 
often  iti  a fetv  days.  She 
eats  well,  sleeps  well 
and  soon  returns  to  her 
normal  activities. 


Lifts  depression. ..as  it  calms  anxiety  I 


Smooth,  balanced  action  lifts  depression  as 
it  calms  anxiety. . . rapidly  and  safely 


Balances  the  mood  — no  “seesaw”  effect 
of  amphetamine -barbiturates  and  ener- 
gizers. While  amphetamines  and  energizers  may 
stimulate  the  patient  — f/iei/  often  aggravate 
anxiety  and  tension. 

And  although  amphetamine-barbiturate  combina- 
tions may  counteract  excessive  stimulation  — they 
often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol’s 
smooth,  balanced  action  lifts  depression  as  it  calms 
anxiety  — both  at  the  same  time. 


Acts  swiftly— the  patient  often  feels 
better,  sleeps  better,  within  a few  days. 

Unlike  the  delayed  action  of  most  other  antide- 
pressant drugs,  which  may  take  two  to  six  weeks 
to  bring  results,  Deprol  relieves  the  patient  quickly 
—often  within  a few  days.  Thus,  the  expense  to  the 
patient  of  long-term  drug  therapy  can  be  avoided. 

Acts  safely  — no  danger  of  liver  damage. 

Deprol  does  not  produce  liver  damage,  hypoten- 
sion, psychotic  reactions  or  changes  in  sexual 
function— frequently  reported  with  other  anti- 
depressant drugs. 


Dosage:  Usual  starting  dose  is  1 tablet 
q.i.d.  When  necessary,  this  dose  may  be  grad- 
ually increased  up  to  3 tablets  q.i.d. 

Composition;  1 mg.  2-diethylaniinoethyl  benzi- 
late  hydrochloride  (benactyzine  HCl)  and  400  mg. 
meprobamate.  Supplied : Bottles  of  50  light-pink, 
scored  tablets.  Write  for  literature  and  samples. 


‘Deprol 


A® 


WALLACE  LABORATORIES/ Cranburj/,  N.  J. 


CD-2839 
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A REALISTIC  AID  TO  PROPER  WEIGHT  MAINTENANCE 


At  Last...New  Cook  Book  Designedl 


Prevent  Overweight 
Through  Better  Eating  Habits 

Recipes  and  Menus  with  Satiety  and  Appetite  Appeal  in  Mind 


The  Cook  Book  of  Glorious  Eating  for  Weight  Watchers 

fills  the  long-felt  need  for  a weight  control  plan 
that  is  workable  for  everybody  in  the  family. 
Realistic  regimens  are  built  around  good,  nat- 
ural, readily-available  foods  enhanced  by  de- 
licious methods  of  preparation.  In  place  of  “fad 
diets”  or  tasteless  formulas,  it  provides  for  truly 
appetizing  meals.  It  teaches  and  encourages  the 
development  of  the  healthful  eating  habits  that 
can  prevent  overweight,  America’s  #1  Health 
Problem.  This  full-color  cook  book  contains  100 
pages — 248  delicious  recipes  each  with  calorie 
counts.  Complete  menus  are  here  at  3 calorie 
levels — 1200,  1800,  2600.  Calorie  levels  are  re- 
lated to  best  weights  by  sex,  age,  size  and  extent 
of  activity. 

Many  diets  fail  because  they  are  crash  programs 
only  temporary  in  effect.  Other  diets  are  unbear- 
able because  they  are  monotonous  and  tasteless. 

The  Wesson  way  is  not  a crash  program.  It  offers 
calorie  controlled  menus  with  appetite  appeal,  vari- 
ety and  satiety  in  mind.  They  fulfill  the  recom- 
mended dietary  allowances  of  the  Food  & Nutri- 
tion Board  of  the  National  Research  Council. 

All  menus  provide  the  proper  amount  of  protein, 
carbohydrates,  fat  and  the  other  essential  nutri- 
ents. The  principles  of  good  nutrition  are  in- 
cluded to  help  the  homemaker  plan  her  own 
properly  balanced,  calorie  controlled  menus. 
With  simple  subtractions  or  additions  to  the 
same  basic  menu,  each  family  member  can  be 
served  delicious  satisfying  menus  according  to 
his  individual  needs. 

Not  a reducing  manual.  It  should  be  explained 
that  “The  Cook  Book  of  Glorious  Eating  for 
Weight  Watchers”  is  a guide  to  the  prevention 
of  obesity.  Its  publication  marks  the  first  time 


that  a food  manufacturer  like  Wesson  has  taken 
so  important  a step  to  help  combat  this  serious 
public  health  problem. 

Copies  for  physicians.  “The  Cook  Book  of  Glo- 
rious Eating  for  Weight  Watchers”  is  being 
offered  to  the  general  public.  If  you  would  like 
a copy  for  yourself,  together  with  forms  to  en- 
able patients  to  obtain  their  own  copies,  please 
fill  in  coupon  below. 

Note:  Please  do  not  confuse  this 
booklet  with  the  Cholesterol  De- 
pressant Diet  Book,  published  by 
Wesson  as  an  aid  to  physicians 
and  for  professional  distribution 
only.  The  concept  of  the  Choles- 
terol Depressant  Diet  Book  stems 
from  Wesson’s  value  in  choles- 
terol depressant  diets.  Where  a vegetable  (salad) 
oil  is  medically  recommended  for  a cholesterol 
depressant  regimen,  poly -unsaturated  Wesson  is 
unsurpassed  by  any  readily  available  brand. 


The  Wesson  People,  Dept.  M,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send  me  my  copy  of  “The  Cook  Book  of  Glorious  Eating  for 
Weight  Watchers",  plus  two  dozen  order  blanks  for  distribution  to 
my  patients. 


M.D. 


ADDRESS 


CITY,  ZONE,  STATE 


OiU/^rol 
DrprtiMmi  Dief 
Honk 


Poly-un saturated  Wesson,  the  Pure  Vegetable  Oil,  is  Never  Hydrogenated 


SPECIAL  ONE-DAY  JOINT  MEETING  OF  THE  AMA  SECTION  ON  DISEASES 
OF  THE  CHEST  AND  THE  AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS^ 


For  the  first  time  during  an  AMA  Annual 
Meeting,  one  full  day  — Monday,  June  26— will 
be  devoted  to  bringing  you  up-to-date 
on  all  new  advances  in  the  fast-changing 
cardiopulmonary  field.  On  hand  will  be  top 
researchers  and  practitioners  to  discuss 
the  most  recent  clinical  findings  in 
the  treatment  of  chest  diseases,  and  several 
sessions  will  be  open  to  questions  and 
answers.  Take  advantage  of  this  unprecedented 
opportunity- plan  now  to  attend. 


Pfogfam  Synopsis-Monday,  June  26  only 


Presiding: 

Dr.  Herman  Mosrsch,  Rochester,  Minnesota 
Director  of  Medical  Education  and  Research  of 
the  American  College  of  Chest  Physicians 
and  Chairman  of  the  AMA  Section  on  Diseases  of 
the  Chest 

Symposium: 

NEW  APPROACHES  TO  ACQUIRED  HEART 
DISEASE- Dr.  Arthur  M.  Master,  New  York, 
Moderator.  Coliseum,  9:15  a.m. 

Panel: 

STEROID  TREATMENT  IN  PULMONARY  DISEASE 
Dr.  Sol  Katz,  Washington,  D.  C.,  Moderator 
Coliseum,  10:45  a.m. 

‘N,  ■ ' 

Luncheons: 

SIX  SEPARATE  LUNCHEONS-SIX  SEPARATE 
TOPICS.  Park-Sheraton  Hotel.  Reservations  necessary. 

• . \ 

■ \ '■ 

Symposium: 

MODERN  DIAGNOSTIC  MEASURES  IN  CARDIAC 
DISEASE-Dr.  George  C.  Griffith,  Los  Angeles,  Moderator 
Coliseum,  2:15  p.m. 

Conferences: 

36  tables,  each  headed  by  a prominent  chest 
physician,  discussing  recent  advances  in  treatment  of 
cardiopulmonary  diseases.  Commodore  Hotel,  8:15  p.m. 

■■ 

V 

See  Convention  Number,  J.A.M.A.,  April  29,  for  complete  scientific  program, 
advance  reservation,  hotel  housing  applications  and  luncheon  reservation  form, 

AMA  noth  Annual  Meeting  • New  York  • June  25-30 


noth 

ANNUAL  MEETING 


NEW  YORK  COLISEUM 
JUNE  25-30,  1961 


Here,  and  only  here  in  all  the  world,  can  you  pause 
to  “catch  up,”  to  discover  everything  that’s  really 
7ie>v  . . . slimulating  . . . important  in  every  field  of 
medicine.  Nowhere  else  can  you  find  conveniently 
under  one  roof: 

Operations  performed  on  closed  circuit  color  TV. 

650  scientific  and  industrial  exhibits,  the  largest, 
newest,  most  fascinating  collection  ever  assembled. 

Physicians  and  allied  groups  working  together,  giv- 
ing meaning  to  our  theme.  Teamwork  in  Medicine. 

Practical  panel  discussions  and  symposiums,  offering 
new  ways  to  help  solve  work-a-day  problems. 

New  developments  in  fracture  treatment. 

20  specialty  meetings. 

Your  own  personal  health  check-up,  free. 

Plan  now  to  attend  this  most  significant  and 
stimulating  AMA  Meeting.  In  these  rapidly- 
changing  times,  can  you  really  afford  not  to? 

Make  your  reservations  now! 


FOR  ADVANCE 


REGISTRATION 


OF  PHYSICIANS 


Please  return  this  coupon  to  the  Circulation  and  Records  Department  of  the  American  Medical 
Association,  535  N.  Dearborn  St.,  Chicago  10,  Illinois  before  June  9,  1961.  Your  advance 
registration  card  will  be  sent  to  you  on  June  14  unless  you  request  an  earlier  mailing  date. 


Name 

Address 

I am  a Member  of  the  A.M.A,  thru  the_ 
or  in  the  following  government  service: 


(PLEASE  PRINT) 


CITY 


ZONE  STATE 

state  Medical  Association 


(EVERT  PHYSICIAN  MUST  REGISTER  IN  HIS  OWN  NAME) 


DORNWAL®  IS  THE  TRANQUILIZER 
VERSATILE  ENOUGH  TO 
BE  USED  ALMOST  ANYWHERE. 

Take,  for  instance,  the  woman  in  our  picture, 
suffering  from  a really  severe  tension  headache. 
Aspirin  she  has  tried,  of  course;  but  suppose  she's 
called  you  and  you  prescribed  Dornwal.  What 
would  you  expect? 

First,  let  us  say  you  told  the  druggist  to  indicate 
the  dosage  that  our  clinical  research  has  shown 
is  useful  in  these  cases  — 1 or  2 tablets  t.i.d.  In 
all  probability,  she  would  experience  relief  of  pain 
and  a general  relaxation  in  less  than  an  hour.  If 
she  is  doing  her  housework,  she  could  go  on  with 
it,  because  she  wouldn't  get  sleepy. 

Dornwal  is  one  tranquilizer  that  doesn't  make 
people  sleepy.  It's  a tranquilizer  pure  and  simple. 
Its  effectiveness  you  will  see  clearly  the  next  time 
you  encounter  a patient  given  to  tension  head- 
aches. Try  Dornwal  and  see  the  results. 

Dosage:  One  or  two  200  mg.  tablets  three  times 
a day.  Children,  age  6 to  16,  one  or  two  100  mg. 
tablets  two  times  a day. 

Supplied:  200  mg.  yellow  scored  tablets,  and  100 
mg.  pink  tablets,  each  in  bottles  of  100  and  500. 
P.S.  For  the  “Genericist,”  Dornwal  is  amphenidone 

No  absolute  contraindications  to  the  use  of  Dornwal  are  known. 
There  have  been  no  reports  or  evidence  of  habituation,  addic- 
tion or  drug  tolerance  in  animal  or  clinical  studies.  Dornwal  is 
relatively  free  from  untoward  effects  when  administered  at 
recommended  dosages. 

Maltbie  Laboratories  Division, 

Wallace  & Tiernan  Inc.,  Belleville  9,  N.  J. 

pow-n 


significance 
to  the 
physician 
is  the  symbol 

When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidallv 
standardised,  and  therefore  of 
unvarying  activity  and  quality. 

When  the  physician  writes  “DR” 
(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
a.ssured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 

Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 

Clinical  santples  sent  to  physicians  on  request 

Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 

O-T 
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For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxme  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B12 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

'Theragran'**'  is  a Squibb  trademark 
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^^nutrition... present  as  a modifying  or  complicat- 
ing factor  in  nearly  e\  ery  illness  or  disease  state^^* 

1.  Youmans,  J.  B.:  Am  J.  Med.  25.659  CNov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  rei^air  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  ~ 2.  Kampmeler.  R.H  Am.  J.  Med.  25:662  (Nov  >1958 

arthritis-  It  is  our  practice  to  prescribe  a multiple  \ itamin  preparation  to  patients 
with  rheumatoid  arthritis  simjily  to  insure  nutritional  adeipiacy  . . 


3 Fernandez  Herlihy,  L:  Lahey  Clinic  Bull  11 12  (July-Sept ) 1958 


digestive  diseases  Symptoms  attributable  to  B-\’itamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

U f»c/=»'irrll  Sebrell.  W.  H.  Am.  J Med.  25  673  (Nov.)  1958.  5.  Pollack,  H..  and  Halpern.  S,  L.-  Therapeutic  Nutrition, 

IxC^Ctl  1 Cl  1 Lll ICll.  National  Academy  of  Sciences  and  National  Research  Council.  Washington.  D.  C..  1952,  p.  57. 

degenerative  diseases  “Studies  by  W^exberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”*  * 6,Overholser.  W..  and  Fong.  T.C.C.  in  Stieglitz.  E.  J.:  Geriatric  Medicine.  3rd  edition,  J.  B.  Lipplncott,  Philadelphia.  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.'  7 Goldsmith, g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City.  Oct.  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”® 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders.  Philadelphia.  1959,  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SOUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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Geriatric  Vitamins— Minerals— Hormones— d-Amphetamine  Lederle 


one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  4-  nutritionally  ^ metabolically  ^ mentally 


Each  dry-filled  capsule  contains:  Ethinyl 
Estradiol,  0.01  mtf.  • Methyl  Testosterone, 
2.5  • d-Amphetamine  Sulfate.  2.6  mjf. 

• Vitamin  A (Acetate),  6,000  U.S.P.  Units 

• Vitamin  D,  600  U.S.P.  Units  • Vitamin 
Bia  with  AUTKINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi),  6 m^-  • Kiboflavin 


(Ba),  6 mif.  • Niacinamide,  16  mj?.  • Pyri- 
doxine  HCl  (Bo),  0.5  mg.  • Calcium  Panto- 
thenate, 6 mK.  • Choline  Bitartrate,  26  mif. 
• Inositol.  25  m^.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  60  m^.  • 1-Lysine  Mono- 
hydrochloride, 26  mK.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 
Rutin,  12.6  mR.  • Ferrous  Fumarate  (Ele- 


mental iron.  10  m?.),  30.4  m(r.  * Iodine 
(as  Kl),  0.1  mK.  * Calcium  (as  CaHPO«), 
36  mK.  • Phosphorus  (as  CaHP04),  27  mK. 
• Fluorine  (as  Cat's),  0.1  mK.  • Copper  (as 
CuO),  1 mK.  • Potassium  (as  K2SO4),  6 
mK.  • ManKanese  (as  MnO»),  1 mK.  • Zinc 
(as  ZnO),  0.6  mK.  * MaKnesium  (MkO).  1 
mK.  Supply:  Bottles  of  100  and  1,000. 


REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS.  DOSAGE.  PRECAUTIONS  AND  CONTRAINDICATIONS 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPARTMENT. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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How  to  use 

h’unmmh 

Brond  of  chlormezonone  * 


He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 

Trancopal 


in 

musculoskeletal 

^‘splinting’’ 


Although  “splinting”  of  a joint  by 
skeletal  muscle  spasm  is  often  pro- 
tective, it  can  go  too  far  or  contintie 
too  long.  Then  spasm,  pain  and  dis- 
use may  lead  to  wasting. 

When  you  prescribe  Trancopal, 
you  can  prevent  "oversplinting.” 
Trancopal  will  rela.v  the  spasm,  ease 
the  pain  and  get  the  muscle  work- 
ing again.  Rela.xation  generally  be- 
gins within  half  an  hour,  and  the 
effects  of  one  tablet  last  from  four  to 
six  hours. 

In  addition  to  relaxing  the  muscle, 
Trancopal  will  mildly  tranquilize 
the  patient,  reducing  the  restless- 
ness and  irritability  that  so  often 
accompany  discomfort.  With  Tran- 
copal, the  patient  can  soon  start 
purposeful  exercise  and  physical 
therapy. 

Trancopal  has  been  found  very 
effective  in  the  treatment  of  pa- 
tients with  low  back  pain  (lum- 
bago), neck  pain  (torticollis),  bur- 
sitis, fibrositis,  myositis,  ankle  sprain, 
tennis  elbow,  osteoarthritis,  rheu- 
matoid arthritis,  disc  syndrome  and 
postoperative  muscle  spasm.  Tran- 
copal is  available  in  200  mg.  Caplets'® 
(green  colored,  scored)  and  in  100 
mg.  Caplets  (peach  colored,  scored), 
bottles  of  100. 

Dosage:  Adults,  1 Caplet  ( 200  mg. ) 
three  or  four  times  daily;  children 
(5  to  12  years),  from  50  to  100  mg. 
three  or  four  times  daily. 


LABORATORIES 

New  York  18,N.Y. 
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Percodan  tablets  effectively  relieve  pain  through  a range  of 


intensities  commencing  with  moderate  pain  and  extending 


a^Btotit^Wregions  of  severe 


Percodan 

(Salts  of  DIhydrohydroxycodelnone  and  Homatropine,  plus  APC) 

TABLETS 

for  pain 

prompt  relief 
profound  relief 
prolonged  relief 


ACTS  FASTER— usually  withiu  5-15  minutes,  lasts 
LONGER— usually  6 hours  or  more,  more  thorough 
RELIEF— permits  uninterrupted  sleep  through  the 
night.  RARELY  CONSTIPATES— excellent  for  chronic 
or  bedridden  patients. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit 
forming.  Federal  law  permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxy- 
codeinone  hydrochloride,  0.38  mg.  dihydrohydroxycode- 
inone  terephthalate,  0.38  mg.  homatropine  terephthalate, 
224  mg.  acetylsalicylic  acid,  160  mg.  acetophenetidin,  and 
32  mg.  caffeine. 


Also  available— for  greater  flexibility  in  dosage— Percodan®- 
Demu  The  Percodan  formula  with  one-half  the  amount  of 
salts  of  dihydrohydroxycodeinone  and  homatropine. 


Cnao 


LITERATURE  AVAILABLE  ON  REQUEST 

ENDO  LABORATORIES 

Richmond  Hill  1 8,  New  York 


'U.S.  Patent  Nos.  2,628.185  and  2,907,768 


^Iianles  to  you 


A New  Addition  to 
First  Texas  Pharmaceuticals 
Established  Need  products 


(Buffered  Prednisolone) 
adrenal  Gluco-Corticoid 
for 


• Rheumafoid  Arthritis 


ison  s 


• Bronchial  Asthnna 

• Certain  Dermatoses 

• Ocular  Inflammations 


AVAILABILITy 

In  bottles  of  30  and  100  scored  tablets. 


Serving  the  physician’s  needs  since  1901 


. . . time  after  time,  Patrician  “200”  guarantees 
x-ray  exposures  exactly  as  you  dial  them 


In  periodic  patient  follow-up,  you  really 
come  to  aj)prcciate  the  meaning  of  “True-to- 
Dial”  accuracy  with  the  G-E  Patrician  “200” 
combination.  Film  comparison  is  easier  be- 
cause of  guaranteed  consistent  x-ray  output. 
Performance  holds  predictably  from  range 
to  range  . . . even  from  one  G-E  unit  to 
another!  And  with  it  you  get  so  many  more 
Patrician  features:  full-size  81"  tilting  table 
. . . independent  tubestand  . . . counterbal- 
anced, not  counterpoised,  (iuoroscopic  screen 
or  spot-film  device  . . . radiation  confined  to 
screen  area  by  automatic  shutter  limiting 

DIRECT  FACTORY  BRANCHES 

NEW  ORLEANS 

7716  Edinburgh  St.  • HUnter  8-7742 
SHREVEPORT 

1511-13  Line  Ave.  • Phone  42  2-8743 


device . . . economy  of  purchase  and  operation. 
You  can  rent  the  Patrician.  G-E  Maxiserv- 
ice® plan  provides  an  attractive  alternative 
to  outright  purchase.  Included,  for  a con- 
venient monthly  fee,  are  installation,  mainte- 
nance, parts,  tubes,  insurance,  local  taxes. 
Contact  your  G-E  x-ray  representative  listed 
below  for  details. 

T^grets  k OvrMoif  Imporfint  'Ptoducf 

GENERAL®  ELECTRIC 


RESIDENT  REPRESENTATIVE: 

BATON  ROUGE 
C.  A.  Ebersbaker 

2451  Honeysuckle  Ave.  • Dickens  2-2308 
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C0»*-6  ItM  JAHES  TMUHaC* 


For  a better  way  to  treat  headache, 
prescribe  Tran€Oj»ri/i^ 


How  Trancoprin  relieves  pain:  Because  most  pain  is  accompanied  by  muscle  spasm  and  tension,  good  medical 
practice  suggests  use  of  an  analgesic  that  will  relax  skeletal  muscles  as  well  as  dim  pain  perception.  Such  an  analgesic 
is  Trancoprin  — a combination  of  aspirin  and  Trancopal®,  a proved,  safe,  skeletal  muscle  relaxant  and  tranquilizer. 
Trancoprin  can  be  prescribed  for  any  pain,  except  pain  of  such  severity  that  a narcotic  is  needed. 

Dosage:  Adults,  2 tablets  three  or  four  times  daily;  children  (5  to  12  years), 

1 tablet  three  or  four  times  daily.  Each  tablet  contains  300  mg.  of  aspirin 
and  50  mg.  of  Trancopal  (brand  of  chlormezanone).  Bottles  of  100  tablets. 


LABORATORIES 
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1 'A  Grs.  Ea. 
FLAVORED 


Living  up  to 
a family  tradition 

There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children  — IVa  grain  flavored 
tablets-Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 

Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 

i 

I 
j 

THE  BAYER  COMPANY.  DIVISION  OF  STERLING  DRUG  INC..  1450  BROADWAY,  NEW  YORK  18.  N.  Y. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 
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THK  .JoUKNAI.  ok  tub  lyOUISIANA  STATE  MEniCAI,  SO('JET\ 


effective,  palatable,  economical 


Cremosuxidine®[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 


Chocolate-mint  flavored... readily  accepted  by  patients  of  all  ages. 

Additional  information  on  CreMOSUXIDINE  is  available  to  physicians  on  request. 


MERCK  SHARP  & DOHME,  DIVISION  of  merck  & co.,  Inc.,  west  point,  pa. 

CftEHOSUXiOiNS  AND  SULEASUXIOiNC  ARE  TRADEMARKS  OF  MERCK  A CO.,  INC. 
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jflow  would  you 
a tranquilizer 
specifically 
for  children? 


design 


wouldn’t  you  see  how  closely  these  atarax 
want  it  to  be:  advantages  meet  your  standards: 


efficacious 


remarkably 
well  tolerated 


. . Atarax  appeared  to  reduce  anxiety  and  restlessness,  improve  sleep 
patterns  and  make  the  child  more  amenable  to  the  development  of  new 
patterns  of  behavior. . . .”i 

“The  investigators  were  impressed  with  the  lack  of  toxicity  and  minimal 
side  effects  which  were  observed  even  after  long-term  use.”2 


palatable 


Delicious  atarax  syrup  pleases  even  the  balkiest  patient. 


Nor  is  that  all  ATARAX  has  to  offer.  In  the  allergic  child,  atarax  offers 
added  antihistaminic  action  to  help  control  asthma  and  urticaria.®  In  fact, 
though  outstandingly  useful  in  children, i-"*  atarax  equally  well  meets  the 
needs  of  the  elderly,  and  of  the  tense  working  adult  (it  calms,  seldom 
impairing  mental  acuity).  Why  not  extend  its  benefits  to  all  your  tense 
and  anxious  patients? 

Dosage:  For  children:  under  6 years,  50  mg.  daily;  over  6 years,  50-100  mg.  daily; 
in  divided  doses.  For  adults:  25  mg.  t.i.d.  to  100  mg.  q.i.d.  Supplied:  Tablets  10 
mg.  and  25  mg.,  in  bottles  of  100  and  500.  Tablets  100  mg.,  in  bottles  of  100. 
Syrup,  2 mg.  per  cc.,  in  pint  bottles.  Also  available:  Parenteral  Solution.  Prescrip- 
tion only. 

References : 1.  Freedman,  A.  M.:  Pediat.  Clin.  North  America  5:573  (Aug.)  1958. 

2.  Nathan,  L.  A.,  and  Andelman,  M.  B.:  Illinois  M.  J.  112:171  (Oct.)  1957. 

3.  Santos,  I.  M.  H.,  and  Unger,  L.:  Ann.  Allergy  15:179  (Feb.)  1960.  4.  Litchfield, 
H.  R.:  New  York  J.  Med.  50:518  (Feb.  16)  1960. 


;it;i  MX 

(brand  of  hydroxyzine) 


PASSPORT 
TO  TRANQUILITY 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being's 


VITERRA  Capsules— Tastitab* 
—Therapeutic  Capsules  for 
vitamin-mineral  supplementation 
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CONSISTENTLY  SUCCESSFUL  IN  RELIEVING 

DRY  ITCHY  SKIN 


satis.ac.ory  results  in  88%  of  cases 

comments:  "1"  ";ruent‘«'peHerce^^^^ 

from  dryness  and  pruritus. 

study  2 Lubuwe  1 I . 

Med.  i:is.  I960 

satisfactory  results  in  94%  of  cases 

comments:  Sardo  •'leduced  in« 

itching  ircLli  ‘"''“'"mation, 
discomfm-t  “‘'‘a*’ 


^ ’ T tVeisrt’rrtl’^ 

Clin.W«“ 

. q\0/oofcoso^ 

.atisfactotV  disaPPca^tnev 

common'^-- 

srnootVvei  . 


BATH  OIL 


INDICATIONS 


eczematoid  dermatitis 
atopic  dermatitis 
senile  pruritus 


contact  dermatitis 


nummular  dermatitis 


neurodermatitis 


soap  dermatitis 
ichthyosis 


SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture,  ja. 

Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 

/or  samples  and  literature,  please  tvrite  , . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.'Patent  Pending,  t.m.©i96i 
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PROFESSIONAL  CARDS 

The  Baton  Rouse  Clinic 

134  North  19th  St. 

DI  8-5361 

SURGERY 

J.  Sabatier,  M.  D. 

Charles  Mosely,  M.  D. 

B.  E.  Coggeshall,  M.  D. 

GYNECOLOGY  & OBSTETRICS 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 

Donald  C.  Diefendorf,  M.  D. 

INTERNAL  MEDICINE 
Charles  Prosser,  M.  D. 
Roger  Reynolds,  M.  D. 
(Allergy) 

Bruce  L.  Baer,  M.  D. 

( Gastroenterology ) 
Douglas  Gordon,  M.  D. 
(Endocrinology) 

UROLOGY 

Mortimer  Silvey,  M.  D. 

EYE 

George  H.  Jones,  M.  D. 

KENNETH  A.  RITTER,  M.  D. 
JOHN  L.  WINKLER,  M.  D. 

Psychiatry  and  Neurology 

DR.  IRVING  A.  LEVIN 

ANORECTAL  AND  COLON  DISEASES 
3432  Prytania  Street  TW.  5-2043 

New  Orleans,  La. 

8211  Apricot  Street  New  Orleans 

UN  1-7551  By  Appointment 

CHARLES  I.  BLACK,  M.D. 

FREDERIC  W.  BREWER,  M.  D. 

DISEASES  OF  THE  SKIN 

PRACTICE  LIMITED  TO  PSYCHIATRY 

3369  Convention  Street  Dlcken*  3-2841 

1008  Maison  Blanche  Building 

Baton  Rouge,  Louisiana 

JA  5-4047  By  Appointment 
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PROFESSIONAL  CARDS 


BARRETT  KENNEDY,  AA.  D.  V.  MEDD  HENINGTON,  AA.  D. 

WAA.  J.  PERRET,  AA.  D. 

(Associate) 

DERAAATOLOGY 


Courtesy 

Parking 

Adjacent 
to  Building 


4522  AAAGNOLIA  STREET  TWinbrook  1-4452—1-4453 


Green  Cl 

inic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.  D. 

LaMoyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 

Internal  Medicine 

Carl  L.  Langford,  M.D. 

Henry  S.  Roane,  M.D. 

David  M.  Hall,  M.D. 

Robert  W.  Sharp,  M.D. 

Pediatrics 

Joe  L.  Smith,  Jr.,  M.D. 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Dentistry 

Eye,  Ear,  Nose  and  Throat 

L.  Felton  Green,  D.D.S. 

Harold  H.  Harms,  M.D. 

Benjamin  C.  Baugh,  D.D. 

The  Sellers  and  Sanders  Clinic 

OPPOSITE  SOUTHERN  BAPTIST  HOSPITAI, 

4414  Magnolia  St. 

New  Orleans  15,  La. 

Telephone  TW  5-6635 

Obstetrics  & Gynecology 

General  Surgery 

Thomas  B.  Sellers,  M.  D. 

John  T.  Sanders,  M.  D. 

Simon  V.  Ward,  M.  D. 

L.  Terrell  Tyler,  M.  D. 

Julius  T.  Davis,  Jr.,  M.  D. 

Internal  Medicine 

T.  K.  Dampeer,  Jr.,  M.  D. 

Daniel  W.  Hayes,  M.D. 

Lige  B.  Rushing,  Jr.,  M.D. 

Diagnostic  X-ray  and  Laboratory  Facilities 

PHILIP  RONALD  LORIA,  M.  D. 

DISEASES  OF  THE  SKIN 

Dermoplaning  Removal  of  Excessive  Hair 


1104  Maison  Blanche  Bldg.  New  Orleans  16,  La. 

By  Appointment  524-9621 
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PROFESSIONAL  CARDS 


JOHN  C.  HARDIN,  JR. 
D.D.S.,  M.D.,  F.A.C.S. 
Maxillo-Facial  & Oral  Surgery 
(Head  and  Neck  Surgery) 


Phone  3-6901 


121  Physicians  & 
Surgeons  Bldg.,  West 
Shreveport,  Louisiana 


DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 
2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  2-0171  Res.:  JA  2-3946 

JAMES  W.  BURKS,  JR.,  M.  D. 

DISEASES  OF  THE  SKIN 
SURGICAL  PLANING  FOR  COSMETIC  DEFECTS 
FACILITIES  FOR  REMOVAL  OF  SUPERFLUOUS  HAIR 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La.  529-3322 

DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg.  523-3216 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  JA  2-0202 

DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
TWinbrook  5-4561 

DR.  EUGENE  L.  WENK 

GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 

LEWELL  C.  BUTLER,  JR.,  M.  D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Phone  3-9671 

211-213  Physicians  and  Surgeons  Building  West 

803  Jordan  Street  Shreveport,  Louisiana 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
JAckson  2-7697  By  Appointment 


THE  OWENS-MEADE  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  St.  New  Orleans  13,  La. 

Telephone:  JAckson  2-0106 
After  Hours  — Call  Doctors’  Exchange  WH  6-4141 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
JA.  5-0873  By  Appointment 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-6681 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

444  So.  Ryan  Street  Lake  Charles,  La. 

Phone  HE  3-6361 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

HEARING  AND  DEAFNESS 
DISEASES  AND  SURGERY  OF  THE  EAR 

1109  Pere  Marquette  Building 
JA.  5-2535  By  Appointment 
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The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 

THE  AMERICAN  CANCER  SOCIETY 

is  dedicated  to  saving  lives  from  cancer  and  spear- 
heads the  fight  against  cancer  quackery.  Its  Com- 
mittee on  New  or  Unproved  Methods  of  Treatment 
of  Cancer  has  a membership  of  physicians,  lawyers, 
educators,  and  public  relations  specialists.  This 
committee  has  been  a prime  mover  in  developing 
constructive  action 


Inspired  by  model  legislation  formulated  by  this 
committee  with  the  active  cooperation  of  the  Cali- 
fornia Medical  Association,  California,  Kentucky 
and  Nevada  recently  passed  bills  providing  the  first 
effective  means  of  fighting  cancer  quackery  at  its 
base  of  operations— in  the  local  community.  . 

To  keep  both  the  public  and  the  medical  profession 
informed,  the  Society  has  established,  in  its  national 
office,  a central  repository  of  material  on  new  or 
unproved  methods  of  cancer  diagnosis,  treatment 
and  cure— a principal  source  of  such  information 
in  this  country. 


The  American  Cancer  Society,  in  this  as  in  all  its 
efforts,  serves  both  the  private  citizen  and  the  prac- 
ticing physician— and  is,  in  turn,  served  by  both. 


THE  AMERICAN  CANCER  SOCIETY 

Louisiana  Division,  Inc. 

822  Perdido  Street  New  Orleans  12,  La. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.  D„ 

President 


new. . .unique 
prolonged 
antipruritic  action 
in  a pleasant-tasting 
chewable  tablet 


Itching  in  children  can  now  be  controlled  on  b.i.d.  dosage  with  a long-acting* 
antipruritic/antiallergic  chewable  tablet  your  pediatric  patients  will  enjoy  taking. 

They  can  also  benefit  by  the  effectiveness  of  Tacaryl  Hydrochloride  in  controlling  symptoms 
in  a wide  variety  of  allergic  conditions, 2-8  including  hay  fever  and  perennial  rhinitis. 


do8uee:  One  Chewable  Tablet  (3.6  mg.)  twice  daily.  Adjiistmciu  of  dose  or  interval  may  be  desirable  for  some  patients. 
eontriiindicationH:  There  are  no  known  contraimlications. 

side  effeets:  Drowsiness  has  been  observed  in  a small  percentage  of  patients.  Dizziness,  nausea,  headache,  and  dryness  of  mucous 
membranes  have  been  reported  infrequently. 

e:iuti<ms:  If  drowsiness  occurs  after  administration  of  Tacaryl  Chewable  'tablets  or  'liicaryl  Hydrochloride,  the  patient  should 
not  drive  a motor  vehicle  or  operate  dangerous  machinery.  Since  "lacaryl  Chewable  'tablets  or  Tacaryl  Hydrochloride 
may  display  potentiating  properties,  it  should  be  used  with  caution  for  patients  receiving  alcohol,  analgesics  or  sedatives 
(particularly  barbiturates).  Ilecause  of  reports  that  phenothiazine  derivatives  occasionally  cau.se  side  reactions  such  as 
agranulocytosis,  jaundice  and  orthostatic  hypotension,  the  jrhysician  shoidd  be  alert  to  their  possible  occurrence  . . . though  uo 
such  reactions  have  been  observed  with  'tacaryl  Chewable  Tablets  or 'tacaryl  H)  (lrochloride. 
supplied:  Pink  tablets,  3.6  mg.,  bottles  of  100. 


tacaryl 

eliewsible  tablets 

METHDILAZINE,  MEAD  JOHNSON 

prolonged  antipruritic  / antiallergic  action . . . 
not  dependent  on  delayed  intestinal  release 


referen<»eM:  (1)  Lish,  P.  M.;  Albert,  J.  R.;  Peters,  E.  L.,  and  Allen,  L.  E.:  Arcli.  internal,  pharmacodyn.  729:77-107  (Dec.)  1060. 

{2)Howcll,  C.  M.,  Jr.:  North  Carolina  M.  J.  27:191-105  (May)  I960.  (3)  Clinical  Research  Division,  Mead  Johnson  it-  Company. 

(4)  Wahner,  H.  W.,  and  Peters,  G.  A.:  Proc.  StafF  Meet.  Mayo  Clin.  55:161-169  (March  30)  1960.  (5)  Ciepea,  S.  H.:  J.  Allergy  57:283-285 

(May-Junc)  1960.  (6)  Crawford,  L.  V.,  and  Grogan,  E.  T.:  J.  Tennessee  M.  A.  55:307-310  (July)  I960.  (7)  Spoto,  A.  P.,  Jr.,  and 

Sicker,  H.  O.:  Ann.  Allergy  J8:1G\-76\  (July)  1960.  (8)  Arbe.siiiau,  C.  E.,  and  Ehrcnreich,  R.:  New  York  J.  Med.  67:219-229  (Jan.  15)  1961. 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 
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^Neiv  Product  Announcement 


• predictable  anti-inflammatory  effect 

• low  incidence  of  untoward  reactions 


Available  in 
bottles  of 
30,  100, 
and  500 


Tablets  Haldrone,  1 mg.,  Yellow 
(scored) 


Tablets  Haldrone,  2 mg..  Orange 
(scored) 


a significant  library 
achievement  in  oun  20  isst 
corticosteroid  resear^  me Dic?N*e 

HAIPRONE" 


(paramethasone  acetate.  Lilly) 


o 


TUBERCULOSIS 

Although  morbidity  and  mortality  of  tuberculosis  have 
declined  over  the  years,  there  were  1112  new  cases  of  tuber- 
culosis reported  during  the  year  1960 — almost  100  new 
cases  per  month. 

The  Louisiana  State  Board  of  Health  operates  Regional 
Chest  Clinics  in  Monroe,  Shreveport,  Alexandria,  Lake 
Charles,  Lafayette,  New  Iberia,  Baton  Rouge  and  Metairie, 
and  the  City  of  New  Orleans  Health  Department  operates 
a Tuberculosis  Clinic  in  Orleans  Parish.  These  regional 
chest  clinics  do  follow-up  of  the  post-hospitalized  patient, 
public  health  surveillance  of  the  non-hospitalized  patient, 
periodic  check-ups  on  contacts  of  known  cases,  screening 
of  suspected  cases  to  either  establish  or  rule  out  the  pres- 
ence of  tuberculosis. 

We  have  petitioned  the  Legislature  for  adequate  funds 
to  make  sure  that  no  patient  who  is  in  need  of  antimicrobial 
drug  therapy  would  be  deprived  of  its  benefits  because  of 
inability  to  buy  these  drugs,  regardless  of  whether  he  be 
under  the  care  of  private  physician  or  public  clinic. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D. 

President 


I)  l{  I N K 


Continuous  nunlity 


lOTTliO  UND(I  AUTHOtiTV  INC  COCA-COLA  COMPANY  It 


THE  LOUISIANA  COCA-COLA  BOTTLING  CO.,  LTD. 

Every  Bottle  Sterilized 


Prescription  Headquarters  Since  1905 


It's  your  professional  privilege 
to  replenish  your  ranks  . . . 

Give  to 

medical  education 
through.  AMEF 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicaeo  10,  III. 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

147  South  liberty  St. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 
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Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  10th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 

ANOTHER  YEAR  OF  SYMPOSIA  . . . 


RICHARDSON  SPRINGS,  CALIFORNIA 

Sunday,  June  11,  1961 
Richardson’s  Mineral  Springs 

WICHITA,  KANSAS 

Wednesday,  October  4,  1961 
The  Broadview  Hotel 

SPRINGFIELD,  MASSACHUSETTS 
Wednesday,  June  14,  1961 
The  Schine  Inn 

TRAVERSE  CITY,  MICHIGAN 

Friday,  October  13,  1961 
The  Park  Place  Hotel 

CHEYENNE,  WYOMING 

Monday,  July  24,  1961 
The  Plains  Hotel 

PEORIA,  ILLINOIS 

Thursday,  October  26,  1961 
The  Hotel  Pere  Marquette 

McALESTER,  OKLAHOMA 
Saturday,  July  29,  1961 
The  Aldridge  Hotel 

PROVIDENCE,  RHODE  ISLAND 

Wednesday,  November  1,  1961 
The  Colony  Motor  Hotel 

SEATTLE,  WASHINGTON 

Saturday,  August  5,  1961 
The  Olympic  Hotel 

HARRISBURG,  PENNSYLVANIA 

Thursday,  November  9,  1961 
The  Penn  Harris  Hotel 

KANSAS  CITY,  KANSAS 

Friday,  September  15,  1961 
Battenfeld  Memorial  Auditorium 

JACKSONVILLE,  FLORIDA 
Sunday,  November  12,  1961 
The  Robert  Meyer  Hotel 

TOLEDO,  OHIO 

Thursday,  September  28,  1961 

The  Commodore  Perry  Hotel 

ALLENTOWN,  PENNSYLVANIA 

Wednesday,  November  15,  1961 
The  Americas  Hotel 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pcarl  River,  N.  Y. 


2 


The  Jouhnai.  of  the  1x)Uisiana  State  Medical  Society 


benzthiazide 


in  edema 
and  hypertension 
achieves  82%  of 
its  diuretic  effect 
in  six  hours’ 


‘NaClex  works  fast.  Does  its  work  quickly, 
[thoroughly,  safely— then  lets  your  patient 
,rest.  Completes  82%  of  its  excess  fluid  loss 
within  6 hours,  over  96%  within  12  hours^ 
i.  . . an  unsurpassed  potency.  Useful  also  in 
long  or  short-term  treatment  of  congestive 
heart  failure,  obesity,  pre-menstrual  tension 
50  mg.  tablets. 

1.  Ford,  R.  V.:  “Human  Pharmacology  of  a 
New  Non-Mercurial  Diuretic:  Benzthiazide,’’ 
Cur.  Ther.  Research,  2:51,  1960. 

For  more  information,  ask  your  Robins 
representative  or  write:  ^ 

A.  H.  Robins  Company,  Inc. 

Richmond  20,  Virginia  xH 
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With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives.’^  To  implement  this  goal, 
many  clinicians  rely  on  Dilantin  for  outstanding 
control  of  grand  mal  and  psychomotor  attacks. 
‘1n  most  cases  Dilantin  is  the  drug  of  choice.... 
Toxic  symptoms  are  uncommon  and  when  they  do 
appear  they  are  usually  readily  controlled;  the  drug 
is  inexpensive,  and  widely  available.”'  Dilantin 
Sodium  (diphenylhydantoin  sodium,  Parke-Davis) 
is  available  in  several  forms,  including  Kapseals, 
0.03  Gm.  and  0.1  Gm.,  bottles  of  100  and  1,000. 


other  members  of  the  PARKE-DAVIS 
FAMILY  OF  ANTICONVULSANTS 


SODIUM  KAPSEALS® 


for  grand  mal  and  psycho-  HELPS  KEEP  HIM 

motor  seizures:  Phelantin®  ly  vyr 

r:  MIDST  OFTHIHGS 

oxyephedrine  hydrochloride  2.5  mg.),  bottles  of  1 00. 
for  the  petit  mal  triad:  Milontin®  Kapseals  (phen- 
suximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and 
1,000;  Suspension,  250  mg.  per  4 cc.,  16-ounce 
bottles  • Celontin®  Kapseals  (methsuximide, 
Parke-Davis)  0.3  Gm.,  bottles  of  100.  Zarontin® 
Capsules  (ethosuximide,  Parke-Davis)  0.25  Gm., 
bottles  of  100.  See  medical  brochure  for  details 
of  administration  and  dosage. 


PARKE-DAVIS 


(1)  Carter,  S.;  M.  Clin.  North  America  37:315,  1953, 

(2)  Maltby,  G.  L.;  J.  Maine  M.  A.  48:257,  1957. 

(3)  Crawley,  J.  W.:  M.  Clin.  North  America  42:317,  1958. 


HITKl.  OAV!$  t COmeAMK  DtIrvA  II,  UltAliim 


THIS 

TRACK 

OFFICIAL 

HAS 
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The  cigarette  that  made  the  Filter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

O I 9C  I P LORILLARO  CO 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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how  would  you  design 
a tranquilizer 
specifically 


for  geriatric 
patients  ? 


wouldn’t  you  see  how  closely  these  atarax  ^ 

want  it  to  be : advantages  meet  your  standards 


efficacious  atarax  . . seems  to  be  the  agent  of  choice  in  patients  suffering  from 
removal  disorientation,  confusion,  conversion  hysteria  and  other  psycho- 
neurotic conditions  occurring  in  old  age.”i 

“No  untoward  effects  on  liver,  blood,  and  nervous  system  were  observed. ”2 

well  tolerated 

palatable  Delicious  atarax  syrup  pleases  patients' who  resist  tablets. 


Nor  is  that  all  atarax  has  to  offer.  When  elderly  patients  require  surgery, 
ATARAX  provides  effective  preanesthetic  adjunctive  therapy.  In  fact,  though 
outstandingly  useful  in  geriatric  patients, i>2  atarax  equally  well  meets 
the  needs  of  disturbed  children  and  tense  working  adults  (it  calms,  seldom 
impairing  mental  acuity).  Why  not  extend  its  benefits  to  all  your  tense 
and  anxious  patients? 

Dosage:  For  adults:  25  mg. 't.i.d.  to  100  mg.  q.i.d.  For  children:  under  6 years, 
60  mg.  daily;  over  6 years,  50-100  mg.  daily;  in  divided  doses.  Supplied:  Tablets 
10  mg.  and  25  mg.,  in  bottles  of  100  and  500.  Tablets  100  mg.,  in  bottles  of  100. 
Syrup  2 mg./cc.,  in  pint  bottles.  Also  available;  Parenteral  Solution.  Prescrip- 
tion only. 

References:  1.  Smigel,  J.  O.,  et  al.:  J.  Am.  Geriatrics  Soc.  7:61  (Jan.)  1959. 
2.  Shalowitz,  M.;  Geriatrics  11:312  (July)  1956. 

;it;i  MX 

(brand  of  hydroxyzine  HCI)  PASSPORT  TO  TRANQUILITY 

New  York  17,  N.  Y'. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

VTTERRA®  Capsules— Tastitabs®— Therapeutic  Capsules  for  vitamin-mineral  supplementation 
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Proven 

in  over  six  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 


Outstandingly  Safe 

1  simple  dosage  schedule  produces  rapid,  dependable 
tranquilization  without  unpredictable  excitation 

2  no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

3  does  not  produce  ataxia,  change  in  appetite  or  libido 

. does  not  produce  depression,  Parkinson-like  symptoms, 

^ jaundice  or  agranulocytosis 

^ does  not  impair  mental  efficiency  or  normal  behavior 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  in  bottles  of  50. 

Also  supplied  in  sustained-release  capsules... 

Meprospan’  [I 

Available  as  Meprospan-400  (blue-topped  sustained- 
release  capsules  containing  400  mg.  meprobamate), 
and  Meprospan-200  (yellow-topped  sustained-release 
capsules  containing  200  mg.  meprobamate). 


0H*4}»e  WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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Mayo  Clinic  Diet  Manual 

New  (5rd)  Edition  I — Latest  Information  on  Standard  Diets  Proven  in  Practice 


The  Mayo  Clinic  Dietetic  Committee  has  spared 
no  effort  to  make  this  revision  as  complete  and  as 
accurate  as  possible.  It  clearly  reflects  the  ad- 
vances in  food,  vitamin  and  current  dietary  prac- 
tice that  have  been  incorporated  into  Mayo  Clinic 
procedure.  Once  you  have  established  that  your 
patient  needs  a special  diet,  you  can  turn  to  this 
manual  for  all  the  information  you’ll  need  to  pre- 
scribe it.  Each  diet  can  be  adjusted  easily  to  the 
requirements  of  individual  patients.  There  is  a 
general  description  and  a short  discussion  of  the 
adequacy  of  each  diet,  with  a chart  showing  types 

White— Clinical  Disturbances 
of  Renal  Function 


of  food  to  be  included  and  excluded  in  each  pro- 
gram. Another  chart  shows  the  approximate 
composition. 

Among  the  important  changes  for  this  New  (3rd) 
Edition  you’ll  find:  New  information  on  the  low 
cholesterol  diet  for  atherosclerotic  disease  — Re- 
visions in  the  sections  on  vitamins  and  other  food 
supplements— Inclusion  of  the  new  height-weight 
tables- The  diets  for  children  now  accompany 
those  for  adults,  for  each  condition. 

By  the  Committee  on  Dietetics  of  the  Mayo  Clinic.  About 
276  pages,  6'x9}^',  wire  binding.  About  $5.50. — Just  Ready! 

New  (3rd)  Edition 

Rubin- 

Thoracic  Diseases 


New! — Clarifies  management  problems 

In  this  clear  and  logically  organized  new  book.  Dr. 
White  offers  a thorough  description  of  the  major 
problems  in  understanding  and  managing  kidney 
disease.  He  illuminates  every  possible  avenue  that 
will  help  you  answer  three  pressing  questions: 

1)  Is  the  patient  suffering  from  renal  dysfunction? 

2)  What  is  the  exact  nature  of  the  malfunction- 
ing? 3)  What  can  be  done  to  alleviate  or  correct 
the  condition? 

The  author  shows  how  renal  malfunction  affects 
other  body  systems  and  what  physicians  in  various 
disciplines  should  know  about  kidney  disease.  The 
bulk  of  the  book  deals  with  specific  disorders  — 
their  signs,  symptoms  and  management.  You’ll 
find  sound  advice  on:  Renal  function  in  gout  — 
Inborn  errors  of  renal  (tubular)  metabolism  — 
Renal  cortical  necrosis  — Hypertension  and  renal 
dysfunction  — Acute  renal  failure  — Neuropsychi- 
atric aspects  of  renal  dysfunction  — Effect  of  age 
on  renal  function  — Therapeutic  use  of  water  and 
electrolytes. 

By  Abraham  G.  White,  M.D.,  F.A.C.P.,  Associate  Visiting 
Physician  and  Chief  of  the  Renal  Disease  Clinic,  Queens  Hospit^ 
Center,  Jamaica,  N.Y.  468  pages,  Ulus.  $10.50.  ,/Veu;/ 


New!— Emphasizes  Cardiopulmonary  Relations 

This  volume  gives  you  an  immediately  useful  guide 
to  diagnosis  and  therapy  of  thoracic  disorders, 
both  medical  and  surgical.  Coverage  embraces  a 
host  of  management  problems  relating  to  diseases 
of  the  lungs,  pleura,  mediastinum  and  chest  wall. 
The  entire  presentation  emphasizes  and  integrates 
important  cardiopulmonary  relationships. 

You’ll  find:  Hundreds  of  brilliantly  clear  x-ray 
films  to  aid  you  in  radiologic  diagnosis  — Explana- 
tions of  specialized  procedures  such  as  cardiac 
catheterization  — Practical  discussions  of  hyaline 
membrane  disease,  aspiration  pneumonia,  throm- 
boembolism, pulmonary  embolism,  pulmonary  in- 
farction. Mycotic  diseases  of  lung  and  carcinoma 
of  the  lung  are  discussed  with  extreme  clarity. 
Helpful  material  on  thoracic  diseases  in  the  young 
and  on  perinatal  respiratory  diseases  delineate 
valuable  pediatric  aspects. 

By  Eli  H.  Rubin,  M.D.,  Professor  of  Clinical  Medicine;  and 
Morris  Rubin,  M.D.,  Assistant  Clinical  Professor,  Thoracic 
Surgery,  Albert  Einstein  College  of  Medicine,  Yeshiva  Univer- 
sity, N.Y.;  in  Association  with  George  C.  Leiner,  M.D.  and 
Doris  J.  W.  Escher,  M.D.  About  864  pages,  7"’xl0",  with  400 
illustrations,  some  in  color.  About  $20.00  New— Just  Ready! 
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Available  only  to  physicians  for  their  distribution 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  ...  all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-un.saturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort— 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil, 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand,  where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 
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USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 
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Use  of  pHisoHex  for  washing  the  skin  aug- 
ments any  other  therapy  for  acne  — brings 
better  results.  Now,  pHisoAc  Cream,  a new 
acne  remedy  for  topical  application,  sup- 
presses and  masks  lesions  — dries,  peels  and 
degerms  the  skin.  Together,  pHisoHex  and 
pHisoAc  provide  basic  complementary  topical 
therapy  for  acne. 

pHisoHex,  antibacterial  detergent  with  3 per 
cent  hexachlorophene,  removes  soil  and  oil 
better  than  soap  — provides  continuous  de- 
germing  action  when  used  often.  pHisoHex  is 
nonalkaline,  nonirritating  and  hypoallergenic. 

When  pHisoAc  Cream  is  used  with  pHisoHex 
washings,  it  unplugs  follicles,  helps  prevent 


development  of  comedones,  pustules  and 
scarring.  New  pHisoAc  Cream  is  flesh-toned, 
not  greasy.  It  contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  percent,  and  hexachloro- 
phene 0.3  per  cent  in  a specially  prepared 
base.  pHisoAc  is  pleasant  to  use. 

A new  "self-help”  booklet.  Teen-aged?  Have 
acne?  Feel  lonely?,  gives  important  psycho- 
logic first  aid  for  patients  with  acne  and 
describes  the  proper  use  of  pHisoHex  and 
pHisoAc.  Ask  your  Winthrop  representative 
for  copies. 

pHisoAc  is  available  in  IV2  oz.  tubes  and 
pHisoHex  is  available  in  5 oz.  plastic  squeeze 
bottles  and  in  bottles  of  16  oz. 


pHisoHex"  and  pHisoAc  for  acne 

" * trademark 
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THESE  57,000 
PEOPLE  IN 
LOUISIANA  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Louisiana  there  are  at  least  57,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  RACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 


During  and  after  an  acute  alcoholic  episode.  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  awakens  the  patient’s  desire  for  solid 
food  and  helps  to  control  withdrawal  symptoms.  The 
complications  of  chronic  alcoholism,  including  hallu- 
cinations and  delirium  tremens,  can  often  be  alleviated 
with  Librium. 


During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 


Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


LIBRIUM®  Hydrochloride—7-chloro-2-methylamino- 
ROCHE  4-Oxide  hydrochloride 

laboratories  Division  of  Hoffmann-La  Roche  Inc. 
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How  to  help  your  patient  stick  to  a 
bland  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

How  much  easier  it  is  for  the  patient  to  stay  with  a bland 
diet  if  it  includes  dishes  like  these  that  please  the  eye  as 
well  as  the  palate.  Pictured:  tender  broiled  meat  patties 
made  with  crushed  corn  flakes  and  water,  flavored  with 
salt  and  a touch  of  thyme,  tender  peas  and  carrots  mixed, 
and  buttered  baked  potato.  For  color  there's  molded 
gelatin  salad  and  a pretty-as-a-picture  dessert:  lime  gelatin 
whipped  with  applesauce  and  topped  with  custard  sauce. 
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prednisolone  topical 

topical  “Meti”  steroid  benefits 
in  a fast  and  direct  form  > 


reduces  itching  and  burning  on  contact 
rapidly  clears  inflammatory  edema... 
promotes  healing 

"reaches”  all  areas... leaves  no  residue 


available  in  SO  Gm.  and  150  Gm.  spray 
containers  with  or  without  neomycin; 

10  Gm.  and  25  Gm.  tubes  of  cream; 

10  Gm.  and  25  Gm.  tubes  of  ointment 
with  neomycin. 

For  complete  details,  consult  latest 
Sobering  literature  available  from 
your  Schering  Representative  or 
Medical  Services  Department, 

Schering  Corporation,  Bloomfield,  New  Jersey. 
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to  "the  under-par  child 


""Zentron 

comprehensive  liquid  hematinic 

• corrects  iron  deficiency 

. restores  healthy  appetite 

• helps  promote  normal  growth 

• underweight,  easily  fatigued,  anorexic— due  to 
mild  anemia 

Each  5-cc.  teaspoonful  provides: 

Ferrous  Sulfate  (equivalent  to 


20  mg.  of  iron) 100  mg. 

Thiamine  Hydrochloride 

(Vitamin  Bi) 1 mg. 

Riboflavin  (Vitamin  B2) 1 mg. 

Pyridoxine  Hydrochloride 

(Vitamin  Be) 0.5  mg. 

Vitamin  B12  Crystalline 5 meg. 

Pantothenic  Acid  (as  d-Panthenol)  . 1 mg. 

Nicotinamide 5 mg. 

Ascorbic  Acid  (Vitamin  C) 35  mg. 

Alcohol,  2 percent. 


Usual  dosage: 

Infants  and  children — 1/2  to  1 teaspoonful  (pref- 
erably at  mealtime)  one  to  three  times 
daily. 

Adults— \ to  2 teaspoonfuls  (preferably  at  meal- 
time) three  times  daily. 

Zentron'"  (Iron,  vitamin  B complex,  and  vitamin  C,  Lilly) 
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Ocular  Causes  of  ^ eiTijio 
111  the  Geriatric  I’alieiil^ 

• The  various  ocular  conditions  which  are  capable  of  causing  vertigo 
are  discussed.  Chief  among  these  is  diplopia  of  sudden  onset.  The 
causes  of  diplopia  are  enumerated,  and  the  desirability  of  coopera- 
tion between  ophthalmologist  and  general  practitioner  in  discover- 
ing these  causes  is  stressed.  Treatment  from  the  ophthalmologist's 
viewpoint  is  mentioned. 


T 7ERTIG0  is  the  subjective  sensation  of 
’ a disturbed  relationship  of  one’s  body 
to  surrounding  objects  in  space.  It  results 
from  contradictory  sensations  from  differ- 
ent sensory  organs  which  cannot  be  recon- 
ciled. Dizziness  and  vertigo  are  frequently 
used  synonomously,  but  dizziness  implies 
a sensation  of  whirling  in  space,  whereas 
vertigo  suggests  a sense  of  confusion.  A 
sudden  change  is  necessary  in  order  for 
an  individual  to  experience  vertigo;  there 
is  usually  a sudden  disruption  of  pre-exist- 
ing normal  sensorium.  A condition  exist- 
ing from  early  childhood,  to  w'hich  a per- 
son has  become  completely  adjusted,  does 
not  produce  vertigo,  whereas  the  same 
condition  occurring  suddenly  in  an  adult, 
is  capable  of  causing  a sense  of  confusion. 
Even  in  an  adult  a condition  which  may  at 
its  onset  cause  vertigo,  may,  if  long  contin- 
ued, cease  to  be  disturbing. 

* Presented  at  the  Twenty-fourth  Annual 
Meeting  of  the  New  Orleans  Graduate  Medical 
Assembly,  Wednesday,  March  8,  1961. 


DANIEL  SNYDACKER,  M.  D. 

Chicago,  Illinois 

Condition.s  Causing  Vertigo 

There  are  a variety  of  conditions  which 
may  bring  about  vertigo.  A simple  classi- 
fication is  as  follows: 

1.  Vertigo  as  the  result  of  disturbance 
of  the  inner  ear. 

2.  Vertigo  following  disturbances  of 
the  Central  Nervous  System. 

Toxic,  occurring  in  the  presence  of 
a severe  infection  or  following  the 
absorption  of  various  poisons. 
Anoxic,  resulting  from  diminished 
oxygenation  of  the  central  nervous 
system  as  a whole,  such  as  occurs  in 
anemia,  or  generalized  arteriosclero- 
sis, or  from  focal  lesions  such  as  lo- 
calized cerebral  vascular  accidents. 

3.  Environmental  vertigo  or  motion 
sickness. 

4.  Vertigo  of  ocular  origin. 

Ocular  Origin 

Vertigo  of  ocular  origin  may  occur  when 
there  is  a sudden  change  in  the  way  in 
which  objects  are  visually  perceived.  There 
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are  several  situations  in  which  objects  are 
seen  as  being  different  than  the  individual 
is  accustomed  to  seeing  them.  Most  com- 
monly, new  glasses  may  produce  this  feel- 
ing. Bifocals  worn  for  the  first  time, 
lenses  which  are  markedly  different  in 
power  from  those  previously  worn,  or  new 
frames  which  position  the  lenses  differ- 
ently in  front  of  the  eye  are  all  capable 
of  producing  a sense  of  confusion.  The 
problem  in  such  instances  is  usually  easily 
solved  by  the  patient  who  is  aware  that 
the  minute  he  puts  on  his  new  glasses, 
he  develops  symptoms  which  are  relieved 
when  he  takes  them  off.  These  problems, 
though  vexing  to  both  patient  and  oph- 
thalmologist, are  seldom  serious  and  can 
usually  be  solved  by  suitable  adjustments 
of  the  lenses  or  frames,  or  sometimes  by 
sheer  persistence  on  the  part  of  the  pa- 
tient. 

More  rarely,  a sudden  or  relatively  sud- 
den change  in  vision  of  one  eye,  particu- 
larly the  dominant  eye,  as  the  result  of 
a retinal  lesion  in  or  around  the  macular 
region  may  produce  distortion  of  vision 
and  a consequent  feeling  of  confusion.  The 
patient  is  usually  very  much  aware  of  this 
visual  disturbance  and  the  diagnosis  is 
usually  obvious. 

Still  another  cause  of  vertigo  is  a dis- 
turbance of  binocular  vision  which  is  man- 
ifested either  by  frank  diplopia  or  by  a 
tendency  to  diplopia.  Such  disturbances 
are  relatively  rare,  but  when  they  occur, 
careful  work-up  and  accurate  diagnosis 
are  important.  It  is  interesting  to  note 
that  some  people  recognize  that  they  are 
experiencing  double  vision,  the  moment  it 
occurs,  while  other  people  who  develop  a 
disturbance  of  binocular  vision,  sense  a 
feeling  of  confusion  without  recognizing 
that  they  have  diplopia.  Disruption  of  bi- 
nocular vision  of  this  sort  is  secondary  to 
a paralysis  or  paresis  of  one  or  more  of 
the  extra-ocular  muscles. 

Muscles  Controlling  Movement  of  Eyeball 

As  most  readers  will  recall  from  basic 
anatomy,  there  are  six  extra-ocular  mus- 
cles which  control  the  movement  of  the 
eye  ball.  The  third  cranial  nerve,  the  ocu- 


lomotor, is  the  motor  nerve  which  supplies 
the  medial  rectus,  the  superior  rectus,  the 
inferior  rectus,  and  the  inferior  oblique 
muscles.  In  addition  it  supplies  the  ele- 
vator muscle  of  the  eyelid.  A lesion  of 
the  third  nerve  results  in  a rather  typical 
picture  (Figure  1)  in  which  there  is  a 


Figure  1.  Left  third  nerve  paralysis,  with 
drooping  of  upper  lid  and  outward  and  down- 
ward deviation  of  eyeball.  Note  dilated  left 
pupil.  Reproduced  by  permission  from  Geriatrics, 

drooping  of  the  eyelid  and  a downward 
and  outward  deviation  of  the  eye.  The 
pupil  is  usually  dilated  since  the  sympa- 
thetic nerve  supply  to  the  constrictor  mus- 
cle of  the  pupil  joins  the  third  nerve  in 
its  course.  Since  all  muscles  but  two  are 
involved,  there  is  little  or  no  motion  of 
the  globe  and  the  eye  is  fixed  in  the  down 
and  out  position. 

The  fourth  cranial  nerve  (trochlear) 
supplies  the  superior  oblique  muscle  whose 
principle  function  is  to  rotate  the  eye 
down  and  in.  Lesions  of  this  nerve  do  not 
result  in  any  obvious  displacement  of  the 
globe  but  the  eye  is  limited  in  its  excur- 
sion in  the  main  field  of  action  of  the 
muscle;  hence  the  right  eye  is  unable  to 
follow  an  object  which  is  down  and  to 
the  patient’s  left,  while  a paralysis  of  the 
left  superior  oblique  results  in  a lag  of 
the  left  eye  when  the  patient  looks  down 
and  to  his  right. 

The  sixth  cranial  nerve  (abducens)  sup- 
plies the  lateral  rectus  muscle.  Paralysis 
of  this  muscle  results  in  an  inability  to 
rotate  the  eye  laterally.  If  the  right  lat- 
eral rectus  is  paralyzed  the  right  eye  is 
unable  to  follow  to  the  right;  whereas  if 
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Fijfure  2.  Paralysis  of  left  lateral  rectus,  Note  that  eyes  are  straight  in  center  picture,  and  both 
eyes  rotate  well  on  looking  to  the  right,  but  on  looking  to  the  left,  the  left  eye  does  not  rotate  outward 
beyond  the  mid-line.  Reproduced  by  permission  from  Geriatrics. 


the  left  lateral  rectus  is  paralyzed,  the  left 
eye  is  unable  to  follow  to  the  left.  (Fifrure 
2) 

Diagnosis 

In  many  instances,  particularly  when 
there  is  a complete  paralysis  of  the  3rd 
or  6th  nerve,  the  diagnosis  may  easily  be 
made  by  inspection,  particularly  when  the 
patient  is  asked  to  follow  a moving  object 
into  the  various  fields  of  gaze.  In  in- 
stances where  there  is  only  a paresis,  or 
if  there  is  any  fourth  nerve  involvement, 
diagnosis  may  not  be  so  obvious.  In  such 
instances,  the  simple  expedient  of  having 
the  patient  close  one  or  the  other  eye  may 
point  the  way  to  the  solution  of  the  diffi- 
culty. Closing  the  involved  eye  immediate- 
ly eliminates  the  diplopia  and  the  attend- 
ant confusion.  Closing  the  uninvolved  eye, 
permitting  the  patient  to  see  with  the 
paralyzed  eye,  eliminates  the  diplopia  but 
may  not  eliminate  a feeling  of  confused 
orientation  in  space. 

The  ophthalmologist  employs  an  addi- 
tional diagnostic  test  in  the  form  of  a 
red  glass  which  is  held  over  one  eye  while 
the  patient  fixates  a small  light.  A pa- 
tient with  diplopia  sees  two  separate  im- 
ages, a red  and  a white  one.  By  analyzing 
the  position  of  the  images  in  the  different 
fields  of  gaze,  he  can  obtain  diagnostic 
information  in  puzzling  cases.  Moreover, 
by  properly  charting  the  position  of  the 
images,  he  obtains  a record  which  can  be 
utilized  in  following  the  case  from  time 
to  time. 

Once  the  presence  of  diplopia  has  been 
demonstrated,  a search  must  be  made  to 


determine  the  cause  of  the  impaired  extra- 
ocular muscle  function. 

In  a series  of  cases  in  which  there  was 
no  evidence  of  orbital  disease  or  trauma 
to  the  orbital  structures  and  the  lesion 
was  therefore  due  to  a nuclear  or  infra- 
nuclear  nerve  involvement,  Rucker  ' found 
intracranial  neoplasm  responsible  for  16.5 
per  cent  of  cases  with  extra-ocular  muscle 
paralysis.  Vascular  disease  which  includ- 
ed arteriosclerosis  and  hypertension  and 
intracranial  aneurysm,  accounted  for  26.5 
per  cent.  The  neuropathy  which  occasion- 
ally occurs  in  diabetes  is  included  with 
vascular  disease-.  In  Rucker’s  series,  head 
trauma,  apart  from  trauma  direct  to  the 
orbit  caused  extra-ocular  muscle  paralysis 
in  17  per  cent  of  the  cases.  A miscellane- 
ous group  including  various  infections  and 
multiple  sclerosis  accounted  for  12  per- 
cent of  the  cases.  Lastly  no  etiology  could 
be  determined  in  28  per  cent  of  cases. 

It  is  clear  that  any  case  with  paralysis 
of  one  or  more  of  the  extra-ocular  muscles 
should  have  a complete  physical  examina- 
tion with  special  attention  to  the  cardio- 
vascular system.  A neurological  examina- 
tion is  especially  important.  Laboratory 
work  should  include  a blood  sugar  to  rule 
out  the  possibility  of  diabetes  mellitus. 
Obviously  any  possible  etiologic  factor 
should  receive  treatment. 

Certain  local  orbital  lesions  which  may 
mechanically  interfere  with  the  proper 
function  of  the  extra-ocular  muscles  may 
produce  diplopia.  These  include  various 
tumors  within  the  orbit  such  as  nonspe- 
cific inflammatory  masses,  aneurysms,  or 
neoplasms.  Usually  the  diagnosis  may  be 
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made  by  inspection  in  such  cases,  since 
there  is  usually  a fairly  obvious  displace- 
ment of  the  globe. 

Trauma  involving  the  orbital  structures 
may  also  be  the  cause  of  impaired  function 
of  the  extra-ocular  muscles.  Any  patient 
with  a head  injury  and  unilateral  or  bi- 
lateral subconjunctival  hemorrhage  should 
be  checked  for  diplopia,  since  this  combi- 
nation of  findings  is  pathognomonic  of 
fracture  of  the  orbital  walls.  Immediate 
reduction  of  the  fracture  is  exceedingly 
important  since  a good  end  result  can  be 
expected.  Late  repair  frequently  involves 
refracture  of  the  orbital  walls  or  implan- 
tation of  plastic  prostheses  to  force  the 
globe  back  to  its  normal  position.  Such 
secondary  procedures  give  less  satisfac- 
tory results. 

Treatment 

If  an  orbital  lesion  is  responsible  for 
diplopia,  excision  of  the  lesion  or  other 
appropriate  treatment  is  indicated.  If  the 
diplopia  is  due  to  nerve  paralysis,  local 
treatment  is  palliative.  The  easiest,  tem- 
porary measure  should  be  the  occlusion 
of  one  eye.  If  the  eye  with  the  paralyzed 
muscle  is  covered,  all  symptoms  will  dis- 
appear immediately.  If  a paresis  rather 
than  a paralysis  exists,  there  may  be  some 
advantage  in  occluding  the  sound  eye  part 
of  the  time,  forcing  the  patient  to  use 
the  paretic  eye  in  order  to  prevent  con- 
tractures of  the  uninvolved  extra-ocular 
muscles.  If  the  paralysis  is  complete,  and 
even  sometimes  in  the  presence  of  a pare- 
sis, the  sensorium  may  be  disturbed  when 
the  sound  eye  is  occluded,  and  there  may 
be  past  pointing  and  other  signs  of  con- 
fused spacial  judgment,  so  caution  must 
be  exercised  in  being  too  firm  in  demand- 
ing occlusion  of  the  sound  eye. 


If  the  double  images  are  not  displaced 
too  much,  appropriately  placed  prisms  in- 
corporated in  spectacles  may  afford  some 
symptomatic  relief.  There  are  certain  dis- 
advantages in  the  use  of  prisms,  however, 
so  that  they  are  really  of  occasional  use 
only.  Since  the  use  of  prisms  is  rather 
technical,  it  is  necessary  that  the  ophthal- 
mologist prescribe  them. 

In  patients  with  a lower  motor  neurone 
lesion,  if  four  to  six  months  elapse  with- 
out improvement,  surgery  on  the  involved 
muscles  may  be  advisable.  This  surgery 
which  necessitates  lengthening  some  ten- 
dons, shortening  others,  and  in  some  in- 
stances transplanting  still  others,  gives 
best  results  in  lateral  rectus  paralysis,  but 
even  in  such  cases,  the  result  may  fall  far 
short  of  perfection.  It  is  impossible  to 
achieve  any  kind  of  a functional  result 
in  complete,  permanent  paralysis  of  the 
third  nerve. 

Conclusion 

Although  vertigo  of  ocular  origin  is 
rare,  extra-ocular  muscle  paresis  or  paral- 
ysis must  be  considered  as  a possible 
cause. 

The  diagnosis  may  usually  be  suspected 
from  the  history,  and  a few  simple  tests 
are  confirmatory. 

An  acute  paralysis  of  one  or  more  of 
the  extra-ocular  muscles  calls  for  a com- 
plete physical  and  neurological  examina- 
tion to  discover  the  cause  in  the  absence 
of  an  obvious  local  lesion. 

Treatment  of  permanent  paralyses  is  in 
the  province  of  the  ophthalmologist  and  is, 
unfortunately,  not  always  satisfactory. 
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• An  evaluation  of  the  drug  in  twenty-five  hypertensive  patients. 
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H.  .1.  DIIPUY,  M.  I).§ 
New  Orleans 


pOLLOWING  Maxwell’s,  et  postu- 

lation  that  jruanethidine  sulfate  (Ismel- 
in,  Ciba)  exerts  its  action  at  the  sympa- 
thetic nerve  endings  and  causes  sustained 
lowering  of  both  systolic  and  diastolic 
blood  pressures  in  unanesthetized  neuro- 
genic and  renal  hypertensive  dogs,  there 
was  much  investigation  ^ ' to  determine 
the  antihypertensive  effects  in  man.  This 
investigation  involved  not  only  the  hospi- 
talized hypertensive,^' but  also  the  out- 
patient hypertensive  patient,’’  with  one  in- 
vestigator utilizing  both.’  It  is  the  pur- 
pose of  this  paper  to  present  the  clinical 
antihypertensive  effects  of  guanethidine 
sulfate  on  25  unselected  patients  from  the 
Hypertension  Clinic,  L.S.U.  Service,  Chari- 
ty Hospital,  New  Orleans. 

Methods  and  Materials 
Twenty-five  patients,  consisting  of  17 
Negro  females,  5 Negro  Males,  and  3 
Caucasian  females,  were  selected  at  ran- 
dom, their  range  of  age  from  34  years  to 
66  years,  with  an  average  of  47.8.  All 
previous  antihypertensive  medication  was 
discontinued  for  a minimal  period  of  two 
weeks.  At  the  end  of  this  period  the  pa- 
tients were  graded  according  to  severity. 


* Supplied  as  Su-5864  by  Dr.  W.  Wagner  of 
CIBA  Pharmaceutical  Products,  Inc.,  Summit, 
New  Jersey. 

t Resident,  Department  of  Medicine,  Louisi- 
ana State  University  School  of  Medicine.  Chari- 
ty Hospital,  New  Orleans,  Louisiana. 

f Clinical  Assistant  Professor,  Department  of 
Medicine,  Louisiana  State  University  School  of 
Medicine,  New  Orleans. 

§ Clinical  Assistant  Professor,  Department  of 
Medicine,  Louisiana  State  University  School  of 
Medicine,  New  Oi'leans. 


and  then  were  started  on  guanethidine  in 
a dosage  routine  proportional  to  the  se- 
verity of  their  hypertension.  The  patients 
were  seen  biweekly,  blood  pressures  were 
taken  in  the  sitting  position,  and  dosage 
was  altered  according  to  response.  Any 
side  effects  experienced  by  the  patients 
were  likewise  recorded.  Blood  urea  nitro- 
gen determinations  were  made  prior  to 
and  after  the  study. 

It  was  the  authors’  opinion  that  in  order 
to  fully  evaluate  this  drug,  a minimum  of 
five  months  be  used  for  clinical  trial.  The 
average  length  of  time  utilized  was  20.3 
weeks  (See  Table  1).  It  was  not  felt  that 
a solitary  blood’  pressure  at  the  end  of 
the  study  would  necessarily  reflect  a valid 
response  to  the  agent,  therefore,  to  evalu- 
ate an  “initial  response’’,  an  average  of 
blood  pressures  taken  at  four  and  six 
weeks  was  used,  and  an  average  of  the 
last  three  blood  pressures  taken  was  used 
to  reflect  a “sustained  response’’. 

Dosage 

The  lowest  dosage  utilized  was  10  mgm. 
daily,  and  the  highest  used  was  75  mgm. 
daily,  with  an  average  of  41.3  mgm.  per 
day  (See  Table  1).  In  all  instances  except 
one,  dosage  was  increased  with  the  pass- 
age of  time  in  order  to  maintain  the  anti- 
hypertensive effect. 

Results 

Initial  antihypertensive  results.  — By 
utilizing  the  criterion  that  any  fall  in  the 
diastolic  blood  pressure  represents  a “re- 
sponse’’ and  that  no  change  or  rise  in  di- 
astolic pressure  represents  “no  response”, 
there  were  noted  19  responses,  12  of  which 
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were  greater  than  the  average  of  the  dia- 
stolic responses.  The  average  diastolic  fall 
was  12.2  mm.  of  Hg.,  and  the  average 
systolic  fall  was  19.8  mm.  of  Hg.  There 
were  12  patients  whose  initial  systolic 
pressure  responses  were  greater  than  the 
average  of  the  systolic  responses. 

Sustained  antihypertensive  results.  — 
Using  the  same  criterion  as  above,  we 
noted  a “response”  in  23  of  the  25  pa- 
tients, 12  of  which  were  greater  than  15.1 
mm.  of  Hg.,  which  is  the  average  of  the 
diastolic  response.  It  was  likewise  noted 
that  there  were  14  patients  whose  sys- 
tolic fall  exceeded  that  of  the  average  sys- 
tolic fall  of  20.6  mm.  of  Hg. 

Side  Effects 

True  orthostatic  syncope  was  experi- 
enced by  only  one  patient,  although  6 ex- 
perienced mild  orthostatic  faintness.  One 
patient  went  into  congestive  heart  failure, 
was  digitalized,  and  compensated  without 
any  discontinuance  of  the  drug.  It  was 
noted  in  8 patients  that  there  was  an  in- 
crease in  appetite  and  overall  feeling  of 
well-being  paralleling  that  of  euphoria  in 
one.  Weakness  was  related  by  3 patients, 
and  vague  frontal  headaches  in  2.  Be- 
cause only  5 males  w’ere  used  in  this  study, 
we  encountered  only  1 case  of  ejacula- 
tion becoming  prolonged,  and  interestingly 
enough,  this  was  considered  a beneficial 
effect  by  the  patient.  No  significant 
changes  of  the  blood  urea  nitrogen  w^ere 
noted. 

Summary 

The  antihypertensive  action  of  guaneth- 
idine  sulfate  (Ismelin  Ciba)  on  25  un- 
selected out-patients  from  the  L.S.U.  Hy- 
pertension Clinic,  Charity  Hospital,  New 
Orleans,  is  presented.  The  patients  w^ere 
checked  biweekly  and  were  followed  for 
an  average  of  20.3  weeks.  Dosage  ranged 
from  10  to  75  mgm.  with  an  average  of 


41.3  mgm.  per  day.  Twelve  patients  (48 
per  cent)  showed  a drop  in  systolic  and 
diastolic  pressures  greater  than  the  aver- 
age of  initial  systolic  and  diastolic  re- 
sponses of  19.8/12.2  mm.  of  Hg.,  while  14 
(56  per  cent)  patients  had  a sustained 
drop  in  systolic  pressure  greater  than  the 
average  drop,  and  12  (48  per  cent)  pa- 
tients had  a sustained  diastolic  fall  which 
exceeded  the  sustained  average  of  20.6 
15.1  mm.  of  Hg.  Side  effects  most  often 
elicited  were  orthostatic  faintness,  in- 
crease in  appetite,  weakness,  and  head- 
ache. No  significant  BUN  changes  were 
noted. 

Previous  clinical  observations  on  the 
use  of  antihypertensive  drugs  in  our  Clinic 
have  demonstrated  that  some  drugs  may 
lose  their  effectiveness  even  after  six 
months.  Other  drugs  may  then  produce 
an  antihypertensive  effect.  Resumption 
of  the  original  agent  at  a later  period 
may  again  demonstrate  the  previous  anti- 
hypertensive effect  after  it  has  been  with- 
held because  of  acquired  refractiveness. 

Effective  management  of  a case  of  ar- 
terial hypertension  necessitates  continued 
observation  as  various  drugs  may  be  re- 
quired at  different  periods.  Some  cases 
do  not  require  this  adjustment  and  may 
be  maintained  on  a drug  with  a good  pro- 
longed response. 
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Sarcosporidiosis^ 


• A popular  misconception  is  corrected  concerning  the  identity  of  cer- 
tain minute  bodies  occurring  in  the  breast  meat  of  some  wild  duck 
killed  in  Southwest  Louisiana. 


■\y|'UCH  misinformation  exists  among 
veterinarians,  physicians,  sportsmen, 
duck  hunters,  gourmets  and  interested 
lay  persons  concerning  the  identity  of 
certain  minute  bodies  occurring  in  the 
breast  meat  of  some  vrild  ducks  killed  in 
Southwest  Louisiana.  It  is  important  es- 
pecially for  physicians  to  be  correctly  in- 
formed on  the  exact  nature  of  these  bodies 
since  they  may  be  queried  about  their 
disease  potential  by  misinformed  patients 
and  lay  persons.  With  this  in  mind  a 
study  to  determine  their  identity  was  un- 
dertaken. 

Materials  and  Methods 
In  1958,  Dr.  James  Heard,  D.D.S.,  Lake 
Charles,  Louisiana,  provided  for  investi- 
gation a fresh  frozen  greenhead  mallard 
drake  containing  uniform  intermuscular 
white  structures  similar  to  those  he  had 
noted  in  the  breast  meat  of  other  ducks. 

Naked  eye  examination  of  the  mallard 
revealed  many  glistening  small  white  uni- 
form rice-like  bodies  measuring  4 mm. 
to  5 mm.  in  length  and  1 mm.  to  1.5  mm. 
in  diameter  located  between  and  parallel 
to  the  muscle  fibers  of  the  breast. 

After  formalin  fixation  slides  of  longi- 
tudinal and  transverse  sections  (Figures 
1,  2,  3)  were  prepared  and  stained  and 
when  studied  microscopically,  revealed 
small  elongate  oval  bodies  with  tapering 
rounded  ends.  An  outer  membranous  lay- 
er enveloped  the  body.  Trabeculae  passed 
into  the  interior  from  an  inner  layer  pro- 
ducing compartments  filled  with  crescent- 
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shaped  spores  in  various  stages  of  devel- 
opment. 

Identification  and  Classification 

The  above  characteristics  identify  these 
minute  rice-like  intermuscular  bodies  as 
a parasite.  Placed  at  one  time  in  the  cate- 
gory of  Protozoa  because  of  their  uni- 
cellular character,  they  were  further  sub- 
classified as  belonging  to  the  Sporozoa 
because  of  their  spore-forming  capacity 
in  one  stage  of  development.  Since  the 
spores  eventually  migrated  to  involve  the 
skeletal  muscles  primarily,  these  unicel- 
lular parasites  were  further  classified  as 


Figure  1.  Longitudinal  section  of  a parasitic 
body  between  pectoralis  muscle  fibers  of  a duck 
killed  in  Southwest  Louisiana,  x 35. 


Figure  2.  Transverse  section  of  the  same 
paiasitic  body  showing  two  linings  and  internal 
structure,  x 35. 
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Figure  3.  Longitudinal  section  showing  de- 
tail of  linings,  trabeculae,  and  compartments 
containing  spores,  x 430. 


belonging  to  the  order  Sarcosporidia  and 
hence  the  term,  “Sarcosporidiosis”  was 
coined  to  describe  this  animal  condition.*-^ 
As  in  the  case  of  Rhinosporidiosis  and 
Toxoplasmosis  (parasitic  diseases  of  man 
and  animal),  Sarcosporidiosis  is  tenta- 
tively regarded  as  a parasitic  fungus  in- 
fection principally  of  animals  rather  than 
a parasitic  protozoon  disease.^ 

Birds,  reptiles,  and  mammals  including 
horses,  hogs,  sheep  and  cattle  are  para- 
sitized by  various  species  of  similar  mor- 
phology referred  to  as  Sarcocystis. 

The  striated  or  skeletal  muscles  of  the 
body,  especially  of  the  chest,  tongue  and 
diaphragm  are  involved  primarily.  De- 
pending on  the  species  and  stage  of  de- 
velopment, tubular  masses  of  spores  are 
formed  called  “Miescher’s  tubes”  after 
their  discovei'er  who  first  described  them 
in  mice. 


Life  Cycle 

The  life  cycle  is  uncertain  but  accord- 
ing to  studies  conducted  in  mice  and 
sheep  fed  with  flesh  or  feces  containing 
spores  infections  were  produced.  Her- 
bivorous animals  become  infected  in  in- 
gesting contaminated  food.  The  current 
theory  is  that  spores  liberated  by  inges- 
tion penetrate  the  cells  of  the  intestinal 
lining.  After  multiplication  they  reach 
the  lymphatics  and  eventually  migrate  to 
the  muscles  where  they  develop  into  sar- 
cocy.sts.  From  forty  to  fifty  days  are 
required  before  the  parasites  are  found 
in  skeletal  and  smooth  muscle  tissue  and 
from  eighty  to  ninety  days  before  spores 
are  produced. 

Pathogenesi.s  and  Incidence 

This  parasitic  disea.se  is  very  rarely 
observed  in  man.  No  deaths  or  definite 
symptomotology  have  been  reported.  (3nly 
12  nonfatal  asymptomatic  authenticated 
cases,  mostly  from  India,  Barbados  and 
the  Sudan,  have  been  described  as  due  to 
Sa)-cocijstis  lindemanni  but  in  all  cases 
the  parasites  were  accidentally  noted  at 
autopsy.^  ' These  parasites  can  be  gen- 
erally regarded  as  harmless  to  man  and 
animal. 

Although  they  may  be  spoken  of  as 
“worms”  by  the  lay  person,  in  the  bio- 
logic sense  they  do  not  fit  the  criteria 
for  worms.  Hence  when  questioned  about 
this  problem  it  is  best  and  more  scientific 
to  use  the  term  “animal  parasite”.  The 
destruction  of  parasites  and  bacteria  by 
the  proper  cooking  of  meat  of  edible  ver- 
tebrates is  generally  known. 

There  is  no  evidence  that  properly 
cooked  parasitized  ducks  will  cause  any 
harm.  Local  inquiry  amongst  scientific 
professional  persons  and  the  lay  public 
interested  in  this  problem  reveal  a com- 
mon misconception  that  these  tiny  rice- 
like bodies  are  either  (1)  worms  or 
(2)  collections  of  fat. 

Research 

Research  and  study  of  the  problem 
with  ultimate  steps  toward  eradication 
and  prevention  of  this  nuisance-type  para- 
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site  are  underway  at  many  state  and  na- 
tional biological  laboratories. 

Summary 

One  stage  of  a harmless  parasitic  dis- 
ease known  as  Sarcosporidiosis  is  seen  in 
the  breast  meat  of  wild  ducks  in  Louisi- 
ana. These  parasites  are  easily  recognized 
by  the  unaided  eye  as  small  whitish  rice- 
like intermuscular  bodies  running  paral- 
lel to  muscle  fibers.  Microscopic  study 
identified  these  bodies  as  single-celled 
spore  forming  organisms.  Nonfatal  hu- 
man infection  by  this  parasite  is  very 
rare  and  since  it  gives  rise  to  no  symp- 
toms it  is  not  readily  discovered  except 
at  autopsy.  How  man  acquires  the  infec- 
tion is  uncertain  but  eating  uncooked  or 
contaminated  food  is  the  most  probable 
explanation.  For  obvious  reasons  the  use 
of  the  more  scientific  term  “harmless 
parasite”  is  preferred  to  the  term  “worm” 
when  discussing  this  condition  with  lay 
persons.  A popular  misconception  con- 
cerning the  identity  of  these  bodies  is 
corrected. 
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Discussion 

Dr.  Robert  Worden,  (Lake  Charles) — When 
Drs.  Ranier  and  Newman  asked  me  to  discuss 
this  paper  I thougiht  it  was  rather  odd  for  an 
obstetrician-jrynecologrist  to  discuss  a subject  in 


the  field  of  parasitology.  However,  when  they 
explained  to  me  that  they  were  interested  in  my 
comments  as  a fellow  physician  whose  avocation 
is  hunting,  I agreed  to  discuss  the  subject. 

From  discusions  with  other  hunters  it  is  my 
impression  that  about  50  per  cent  of  the  duck 
population  in  Southwest  Louisiana  is  parasitized 
by  this  “fungus”.  In  our  area  from  my  own  per- 
sonal polling  of  physicians,  veterinarians,  hunt- 
ers, guides,  sportsmen,  housewives  and  wildlife 
reporters  there  seems  to  be  a great  variety  of 
opinions  about  the  exact  nature  and  pathogenicity 
of  these  rice-like  intermuscular  bodies. 

Incidentally,  a recent  short  article  on  this  sub- 
ject which  appeared  in  the  February  1961  issue 
of  Conservation  published  by  the  Louisiana  Wild 
Life  and  Fisheries  Commission  was  based  en- 
tirely on  the  paper  presented  here  today  by  Dr. 
Ranier. 

To  add  further  confusion,  recently  an  article 
appeared  in  the  Wildlife  section  of  our  local 
newspaper  quoting  a state  biologist  as  stating 
that  these  parasitic  fungi  were  merely  fat  bodies, 
a theory  I found  held  by  a significant  number  of 
veterinarians,  sportsmen,  housewives  and  report- 
ers. This  certainly  is  not  the  case  and  I am  glad 
that  Drs.  Ranier  and  Newman  have  set  the  rec- 
ord straight.  I wish  to  commend  the  authors  for 
emphasizing  that  there  is  no  real  health  hazard 
involved  and  that  physicians  may  with  assurance 
calm  the  fears  of  patients  who  believe  eating 
these  parasitized  ducks  could  account  for  their 
illness;  likewise  they  can  be  further  assured  that 
it  will  not  affect  their  health  in  the  future. 

Now  that  “nutria”,  a herbivorous  mammal,  is 
being  promoted  as  satisfactory  for  human  and 
animal  consumption,  similar  bodies  may  soon  be 
reported  in  humans  as  well  as  dogs,  cats,  and 
other  animals  fed  meat  so  parasitized.  Hence  it 
is  important  that  farmers,  veterinarians,  trap- 
pers, meat  packers  and  distributors  as  well  as 
physicians  be  properly  informed  of  the  true  sig- 
nificance of  these  organisms. 

In  conclusion,  I would  like  to  urge  you  to  stim- 
ulate the  members  of  both  State  and  Federal 
Wildlife  Commissions  to  look  into  possible  means 
of  eradicating  this  nuisance  food  problem  par- 
ticularly in  view  of  the  so-called  contemplated 
population  explosion.  It  is  certainly  a shame  to 
waste  edible  food  because  of  a false  notion  of  its 
illness-producing  capabilities. 
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Oral  (iriseoriilvin  in  Siiperficial 
Fungal  Diseases  of  ihe  Skin* 


/.  IntroductorY  Remarks 


tT  whs  at  the  American  Academy  of 

Dermatology  and  Syphilology  Meeting 
in  Chicago,  Illinois,  December  6,  1958, 
that  Blank  and  Roth  ' of  the  University 
of  Miami  (Florida)  Medical  School,  pre- 
sented a preliminary  report  of  their  lim- 
ited but  very  successful  experience  with 
systemic  treatment  of  superficial  fungal 
infections.  I was  in  attendance  at  that 
memorable  meeting  and  shared  in  the  ex- 
citement and  satisfaction  expressed  by 
many,  that  these  men  had  finally  opened 
the  door  to  a new  field  of  clinical  and 
research  medicine  which,  up  to  then,  had 
seemingly  evaded  the  minds  and  efforts 
of  men  in  medical  science.  It  also  meant 
the  beginning  of  a new  era  of  definitive 
treatment  of  a group  of  conditions  which 
would  be  quite  a contrast  to  the  discourag- 
ing and  inadequate  vicissitudes  of  ther- 
apy of  fungal  diseases  of  man  and  animal 
in  the  past. 

Earlier  Work 

Some  of  the  earlier  work  with  this  new 
orally  administered  antibiotic,  griseoful- 
vin,  had  been  done  by  Gentles  - on  guinea 
pigs  and  Lander  and  O’Sullivan  ® while 
treating  calves,  both  animals  having  been 
experimentally  infected  with  fungi  that 
also  infect  man.  It  was  brought  out  in 
discussions  of  Blank’s  ‘ paper  in  Chicago, 
in  1958,  by  G.  A.  Grant  Peterkin  that  he 
had  tried  the  drug  topically  on  human 
dermatomycoses  without  success  and  had 
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not  (much  to  his  later  chagrin)  pursued 
the  oral  possibilities  of  the  drug.  It  had 
not  been  used  successfully  orally  in  man 
until  Blank  et  al.  decided  to  try  it  on  a 
patient  who  had  suffered  a T.  ruhrum  in- 
fection of  the  glabrous  skin  for  over 
twenty  years.  It  was  this  case,  so  we  are 
told,  that  opened  their  eyes  to  its  use  in 
many  others  which  were  the  basis  for 
their  memorable  report.  Those  of  you, 
like  ourselves,  whose  patients  have  bene- 
fited from  this  wonderful  drug  are  now, 
no  doubt,  obtaining  these  same  results. 

Sensitivity 

Griseofulvin  is-  a fermentation  product 
of  three  species  of  (fulvicins)  penicillin, 
P.  patidum,  P.  griseofulvin  and  P.  janc- 
zeu'ski.  Clinically  it  has  not  been  proven 
to  produce  cross  sensitivity  in  penicillin- 
allergic  individuals  which  seems  to  be  a 
blessing  considering  the  rather  extended 
use  of  penicillin  and  griseofulvin  today. 
There  is  reported  in  a recent  JAMA  ‘ 
issue  a rather  severe  angioneurotic  edema 
— urticaria  type  of  case  which  rather  re- 
markably resembles  a true  penicillin  hy- 
persensitivity-type  of  reaction.  This  case 
may  or  may  not  be  one  to  contradict  some 
of  the  earlier  reports  that  griseofulvin 
would  not  cross-react  with  penicillin  sen- 
sitive individuals.  Time  alone  will  tell. 

Griseofulvin  is  apparently  inactive 
against  bacteria  and  hence  has  not  pro- 
voked the  problem  that  so  many  other 
oral  antibiotics  have  done  when  they  re- 
act to  upset  the  normal  intestinal  flora. 
It  does  seem  to  be  inactive,  too,  against 
actinomycetes  and  yeasts.  However,  as 
has  been  the  experience  of  most  of  us  in 
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treating  some  cases  of  T.  rubrum  that 
have  been  existent  for  many  years,  there 
may  be  a secondary  flare-up  of  an  un- 
known monilial  infection  with  the  pro- 
gressive improvement  of  the  trychophy- 
ton  infection.  This  would  make  one  con- 
clude that  T.  rubrum  has  a suppressing 
effect  upon  a coexisting  yeast  infection 
of  the  skin  in  the  same  patient. 

As  others  will  point  out  to  you  today, 
dermatotrophic  fungi  attack  the  keratin 
of  the  skin  and  its  appendages  so  the  ideal 
antifungal  agent  would  naturally  be  one 
to  seek  out  this  material  in  the  skin,  nail, 
hair,  etc.  and  have  its  predisposed  effect 
at  this  site.  Griseofulvin  is  thought  to  go 
even  one  step  further  than  the  formed 
keratin  and  in  so  doing,  penetrates  the 
living  keratogenic  cells  at  a very  early 
stage  in  their  development — a site  not 
affected  by  superficial  fungi.  It  was  Wil- 
son who  is  quoted  as  writing  in  his  text 
on  the  subject: 

“The  ideal  antifungal  drug  even  for  super- 
fiical  mycoses,  would  seem  to  be  one  which  could 
be  safely  administered  internally  in  amounts  suf- 
ficient to  endow  the  cells  eventually  destined  to 
produce  keratin  with  the  power  to  resist  fungi 
completely,  this  power  persisting  as  they  become 
keratinized  and  the  drug  thus  exerting  its  efforts 
from  within  outwards”. 

Probably  because  of  the  process  just 
described,  it  is  felt  that  our  new  anti- 
fungal agent  is  fungistatic  and  not  fungi- 
cidal. Perhaps  that  is  why  we  are  finding 
the  results  obtained  in  treating  some  of 
our  trychophyton  onychomycoses  cases  so 
discouragingly  resistant  to  treatment.  Ac- 
cording to  studies  by  Roth  and  Blank,'' 
it  has  been  shown  that  fungi  can  be  im- 
mersed in  media  containing  griseofulvin 
for  many  weeks  and  even  though  there  is 
no  growth  during  that  period,  when  the 
mycelia  are  removed  and  washed,  growth 
is  .seen  to  begin  again. 

Indications 

In  my  practice,  I have  made  it  a rule 
to  refrain  from  starting  a patient  on 
gri.seofulvin  until  I am  positive  of  the 
indication  for  the  drug.  That  is,  1 have 
either  found  positive  evidence  of  a sus- 
ce[)tible  fungus  on  “fresh  prep”  examina- 


tion under  the  microscope  or  on  appro- 
priate culture,  before  the  drug  is  pre- 
scribed. Then  I place  the  patient  on  ade- 
quate dosage  and  try  to  maintain  him 
on  this  therapy  until  I have  obtained  a 
clinical  or  preferably  a culture  - cure. 
There  have  been  some  patients  to  come 
to  me  with  the  history  of  having  had  “the 
expensive  drug”  in  question  where  they 
should  not  have  done  so.  Some  of  these 
cases  have  been  misdiagnosed  clinically 
and  actually  were  not  of  fungal  origin 
at  all.  Others  have  been  cases  caused  by 
fungi  not  amenable  to  successful  therapy 
with  griseofulvin. 

I can  recall  one  lady-patient  calling 
and  stating  that  she  would  appreciate  my 
mailing  her  a prescription  for  “that  new 
medicine  by  mouth  that  is  good  for  ring- 
worm”. She  had  been  a patient  of  mine 
before  the  discovery  of  the  usefulness  of 
griseofulvin  and  had  been  told  that  she 
had  dyshidrotic  hand  eczema.  Because  of 
a recurrence  of  the  hand  eczema,  she  had 
been  back  to  her  druggist  for  refilling  of 
the  prescriptions  I had  given  her  two 
years  previously.  The  druggist  had  looked 
at  her  hands  and  stated  that  she  ought  to 
get  me  to  give  her  a prescription  for  the 
new  drug  (stating  that  he  couldn’t  sell 
it  without  a pi'escription)  because  he 
thought  it  would  cure  the  eczema.  This 
sort  of  thing  should  be  discouraged  by 
all  of  us  as  physicians — both  for  cases 
involving  this  drug  and  others.  Naturally 
this  cited  case  is  the  exception  rather 
than  the  rule,  but  does  indicate  an  abuse 
of  a preparation  that  should  be  kept  in 
the  category  for  which  it  was  intended. 
Griseofulvin  is  an  excellent  drug  and  if 
we  continue  to  put  it  to  proper  use  only, 
as  best  we  can,  it  will  do  therapeutic 
wonders  for  us.  Already  it  has  done  things 
for  us  as  dermatologists  that  I personally 
did  not  believe  would  ever  come  to  pass 
in  my  medical  lifetime. 

1 would  like  to  again  quote  a statement 
made  by  Wilson  ’ at  the  “Doctor  to  Doc- 
tor” forum  at  the  American  Medical  As- 
sociation meeting  in  Atlantic  City,  June 
4,  1959.  He  said, 

“I  think  that  griseofulvin  is  the  only  anti- 
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funpal  antibiotic  which  has  appeared  so  far 
which  is  apparently  reasonably  safe  for  internal 
administration.  I do  not  say  that  I believe  this 
is  the  only  one  which  will  ever  be  discovered,  but 
it  miftht  be.  The  soils  of  the  earth  have  been 
rather  thcroujjhly  assayed  for  antibiotics,  a 
search  which  has  been  very  extensive  and  con- 
tinuous over  many  years.  If  there  were  in  nature 
a ^reat  many  such  materials  as  this,  I think  that 
some  would  have  been  found  before  this  time. 
Therefore,  it  is  wise  for  us  to  look  upon  this  as 
a very  valuable  ap.ent  and  one  which  should  not 
be  wasted.  By  wasted,  I mean  to  allow  it  to 
undergo  the  same  misuse  which  has  wasted  a 
good  deal  of  the  effectiveness  of  some  of  the  other 
antibiotics.  F’enicillin  is  only  about  40  per  cent 
as  valuable  to  the  medical  profession  as  it  was  at 
its  beginning,  because  our  bacterial  enemies  have 
learned  to  resist  it.  Sooner  or  later,  our  fungal 
enemies  may  learn  similarly  to  resist  griseofulvin. 
If  it  is  used  too  widely  and  without  appropriate 
control,  we  may  lose  some  of  its  value”. 

This  is  certainly  e.xcellent  food  for 
thought  and  well  worth  remembering  in 
our  every-day  practice. 

Another  thought  that  has  occurred  to 
me  is  that  with  the  tendency  for  certain 
individuals  and  groups  to  perhaps  un- 
reasonably criticize  and  even  try  to  legis- 
late against  the  pharmaceutical  and  medi- 
cal professions,  perhaps  we  would  be  bet- 
ter proponents  of  good  public  relations 
if  we  always  prescribed  these  expensive 
medicines  with  utmost  discretion  and 
judgment.  I refer  to  the  fact  that  at 
times  when  we  get  a little  overly  busy, 
we  tend  to  lean  on  some  of  the  antibiotics 
as  a crutch  rather  than  sticking  to  and 
prescribing  them  only  when  we  know 
that  there  exists  a true  indication  for 
their  use. 

My  own  impressions  of  griseofulvin,  as 
have  been  concluded  from  my  own  prac- 
tice, are  probably  a reflection  of  those 
of  many.  I feel  that  it  serves  an  excellent 
purpose  if  we  stick  to  its  use  in  those 
superficial  fungal  diseases  caused  by  spe- 
cies of  trychophytons,  microspora,  and 
epidermophjTons.  This  particularly  in- 
cludes tineal  (ringworm)  infections  of  the 
hands,  feet,  nails,  hair  and  body  skin. 
It  seems  unbelievable  that  some  of  these 
cases  can  be  positively  cured  in  as  short 
a time  as  a few  weeks,  but  that  is  what 
is  currently  being  accomplished.  There 


are  some  patients,  particularly  those  with 
nail  (more  especially,  toenails)  and  inter- 
digital infections  which  are  less  respon- 
sive to  the  drug  and  may  require  a dis- 
turbingly long  time  in  bringing  about  a 
cure.  1 found  one  case  of  T.  ruhrum  in- 
fection of  the  skin  and  nails  (of  many 
years’  duration)  in  which  the  skin  and 
toenails  responded  much  quicker  than  the 
fingernails  did. 

Topical  Treatment 

1 have  made  it  a practice  to  continue  to 
treat  my  cases  locally  in  addition  to  ad- 
mini.stering  the  oral  medication.  This  is 
particularly  true  in  T.  capitis  infections 
and  1 think  that  we  all  agree  that  extir- 
pating the  infected  hairs  is  essential  for 
a cure.  However,  the  concomitant  admin- 
istration of  oral  and  local  therapy  in  fun- 
gal skin  and  nail  cases  is  debatable.  For 
in.stance  Wilson  ' says : 

“I  don’t  think  nails  should  be  removed — I was 
against  it  before  we  had  griseofulvin  and  I’m 
against  it  now  that  we  have  griseofulvin.  I have 
seen  such  a small  percentage  of  cures  obtained 
by  complete  removal  of  the  fingernails  and  toe- 
nails that  I have  become  very  discouraged  with 
this  procedure.  I believe  that  it  is  better  to  allow 
the  material  to  stay  there.  I think  we  should 
realize  that  griseofulvin  contributes  a resistance 
to  fungous  invasion  in  a certain  layer  of  cells. 
This  layer  of  cells  produces  nails,  it  produces 
hair,  it  produces  skin.  As  this  layer  of  cells 
moves  outward,  to  be  finally  shed  from  the  pe- 
riphery, it  becomes  a sort  of  barrier  through 
which  the  fungus  cannot  pass.  The  surgical  re- 
moval of  nails  would  remove  the  barrier  as  well 
as  some  peripherally  infected  nail.  I also  believe 
it  is  unwise  to  use  keratolytic  agents  on  the  skin 
during  the  administration  of  griseofulvin.  It  is 
true  that  such  agents  might  remove  the  most 
external  portion  of  the  keratin,  and  thereby  re- 
move some  of  the  organisms,  but  they  would  also 
be  likely  to  remove  the  part  of  the  keratin  that 
is  endowed  with  this  drug  and  is  serving  as  a 
resistance  barrier  to  the  deeper  penetration  of 
the  infection.  I think  it  is  best  to  let  these  things 
take  their  natural  course”. 

So  you  can  see  that  some  feel  that  oral 
treatment  alone  is  the  procedure  of  choice 
in  most  tineal  infections. 

Reactions 

Doctor  Kennedy  is  going  to  adequately 
cover  untoward  reactions  to  griseofulvin 
on  our  panel  but  my  own  practice  recent- 
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ly  produced  a symptom-complex  in  a case 
that  might  be  worth  mentioning.  This 
man  had  a glabrous  skin  infection  (in- 
volving primarily  the  buttocks  and  crural 
I'egion)  which  responded  nicely  to  1000 
mg.  a day  of  griseofulvin  and  in  about 
two  weeks  time  he  was  symptomatically 
cured.  I was  planning  to  taper  off  on  the 
drug  when  he  developed  a persistent  gen- 
eralized body  itching  (no  evidence  in  my 
office  of  a true  urticara).  This  continued 
when  the  griseofulvin  was  stopped  and  re- 
quired steroids  for  relief.  At  the  time  of 
this  writing,  he  is  beginning  to  get  relief 
but  I do  not  yet  know  the  final  outcome 
of  his  reaction.  He  is  not  penicillin-sensi- 
tive to  my  knowledge.  I plan  to  do  liver 
function  studies  on  him  before  I discharge 
him.  Clinically  this  is  a definite  side  re- 
action to  the  drug.  It  appears  that  they 
are  going  to  be  more  and  more  common  as 
we  increasingly  use  griseofulvin. 

Much  has  been  written  and  discussed 
by  mycologists,  dermatologists  and  others 
working  with  oral  griseofulvin.  However, 
when  we  were  called  upon  to  present  a 


dermatology  program  at  the  state  society 
meeting  it  was  felt  that  a thorough  re- 
view of  the  discovery  and  history  of  the 
drug,  physiology,  in  vitro  studies,  uses 
and  abuses  in  clinical  practice,  relapses, 
reinfections,  development  of  resistance  to 
the  drug,  toxicity,  pertinent  data  as  to 
diagnosis  and  treatment  of  fungal  diseases 
of  different  parts  of  the  body  and  a rela- 
tion of  interesting  personal  experiences 
by  members  of  the  panel,  would  be  in 
order. 
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The  Influence  of  Modern  Scientific  Medicine  on  the  Prevention  and 

Cure  of  Disease 

The  Annual  Oration  Delivered  before  the  New  Orleans  Medical  and  Surgical 
Association,  December  10,  1881,  by  Isaac  L.  Crawcour,  M.  D. 

It  is  now  about  twenty  years  since  Tyndall  demonstrated  that  the  atmospheric 
dust  which  we  distinguish  as  motes  in  the  sunbeam,  consisted  of  organized  materials, 
and  that  this  dust  contained  the  organisms  which  produced  putrefaction,  fermenta- 
tion, and  a host  of  other  changes.  Reasoning  from  this,  it  was  left  to  the  genius  of 
Pasteur  and  Lister  to  determine  that  these  atmospheric  organisms  were  the  cause  of 
the  non-healing  of  wounds,  of  septic  poisoning,  of  erysipelas,  puerperal  fever,  etc., 
and  that  by  preventing  the  attachment  or  absorption  of  these  germs,  sepsis  was  ob- 
viated, wounds  healed  by  first  intention,  and  the  antiseptic  treatment  of  wounds  be- 
came inaugurated. 

New  Orleans  M.  & S.  J.  10:481  (January)  1882 
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GKISEOFULVIN  was  initially  extract- 
ed from  the  mycelium  of  FeniciUium 
yriseo-ftdnon  by  Oxford,  Raistrick  and 
Simonart,'  in  1939,  during  the  penicillin 
era  when  intensive  searches  were  being 
made  for  other  antibacterial  substances. 
Since  griseofulvin  did  not  possess  such 
activity,  it  was  laid  aside. 

Agricultural  Beginnings 
In  1945,  however,  griseofulvin  was  re- 
discovered when  Brian,  Hemming  and 
McGowan  - reported  culture  filtrates  of 
P.  janezewski  had  a peculiar  distorting 
effect  on  Potnjtis  allii,  a plant  pathogen. 
It  is  interesting  to  note  that  Brian  and 
his  associates  were  investigating  the  ori- 
gin of  toxicity  to  mycorrhizal  fungi  nor- 
mally associated  with  coniferous  trees 
which  were  experiencing  a growth  fail- 
ure in  the  area  of  Dorset,  England.  The 
toxicity,  and  attendant  growth  failure  of 
conifers,  was  shown  due  to  an  accumula- 
tion in  the  soil  of  metabolites  of  P.  jane- 
zewski and  other  species  of  Penicillium. 
One  of  the  metabolites  responsible  was 
named  “curling  factor”  (Brian '0,  a ter- 
minology currently  used.  In  1947,  Grove 
and  McGowan  * found  that  the  “curling 
factor”  of  P.  janezewski  was  identical 
with  griseofulvin  isolated  from  P.  griseo- 
fulvum  several  years  previously. 

There  was  a flurry  of  interest  by  agri- 
culturists when  in  1951  Brian  et  al?  uti- 
lized the  fungistatic  effect  of  griseoful- 
vin to  protect  crops.  In  choosing  this  sub- 
stance, they  were  influenced  by  four  con- 
siderations: (1)  It  could  be  detected  by 

a bioassay  based  on  its  unique  effect  on 
certain  fungi.  (2)  It  possessed  stability 
in  aqueous  solution.  (3)  It  had  low  tox- 
icity for  higher  plants.  (4)  It  was  pro- 
duced by  fungi  that  are  abundantly  and 
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widely  distributed  in  agricultural  soils. 
In  fact,  the  last  mentioned  consideration 
led  them  to  believe  soil  seeded  with  griseo- 
fulvin-producing  fungi  might  produce 
gri.seofulvin  locally  which  would  then  be 
taken  up  by  the  roots  and  hence  trans- 
ported to  the  leaves  of  young  plants.  They 
were  not  able  to  make  practical  applica- 
tion of  this  concept  but  because  of  their 
experiments  griseofulvin  was  rather  wide- 
ly employed  for  agricultural  purposes.*’ 

It  was  soon  shown  that  gri.seofulvin 
could  be  produced  by  still  other  penicilia, 
viz.  P.  patulum,  P.  raistrickii,'  and  P. 
janezewskii.  It  should  be  noted,  however, 
that  Raper  and  Thom  consider  both  P. 
patulum  and  P.  griseofulvin  as  synono- 
mous  with  P.  urtieae;  and  P.  janezewskii, 
the  same  as  P.  nigricans.  Regardless  of 
the  source,  however,  various  lots  of  griseo- 
fulvin posse.ssed ' the  same  activity.  The 
chemical  nature  of  griseofulvin  was  stud- 
ied by  Mulholland  and  his  associates  and 
reported  in  1952  in  a series  of  six  parts. 
(Only  the  last  part  is  listed  in  the  refer- 
ences ” of  this  review.) 

Not  until  1955  was  griseofulvin  em- 
ployed against  fungi  pathogenic  for  hu- 
man beings.  At  this  time  investigators 
at  the  Glaxo  Laboratories  in  England 
found  it  active  in  vitro  against  pathogenic 
skin  fungi. 1"  Topical  applications  in  oint- 
ment form  were  unrewarding,  however, 
and  were  no  improvement  over  the  use  of 
older  fungistatic  agents. “ 

In  August  of  1958,  J.  C.  Gentles, a 
medical  mycologist  in  the  department  of 
bacteriology  at  the  University  of  Glasgow, 
published  his  now  historic  note,  “Experi- 
mental ringworm  in  guinea  pigs,  oral 
treatment  with  griseofulvin”. It  is  in- 
teresting to  note  this  apparently  repre- 
sents only  the  second  trial  reported  in  the 
literature  of  an  attempt  to  treat  super- 
ficial fungous  infections  orally  with  spe- 
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cific  chemo-therapeutic  substances.  Al- 
though little  was  known  about  the  absorp- 
tion given  by  mouth,  Gentles  felt  the  low 
mammalian  toxicity  and  fungistatic  ef- 
fect in  vitro  warranted  investigation  for 
possible  systemic  effect.  In  animals  in- 
fected with  Microsporum  canis,  Gentles 
observed  a beneficial  effect  clinically 
within  four  days  after  daily  therapy  was 
started.  Gentles  gave  the  following  de- 
scription of  his  observations: 

“It  was  noted  under  Wood’s  light  the  infected 
hairs  of  treated  animals  fluoresced  only  at  the 
tips  and  microscopic  examination  revealed  that 
the  dermatophyte  was  present  only  in  this  upper 
part  of  the  hair  shaft.  The  uninfected  basal 
portion  was  sharply  delimited  from  the  invaded 
part  and  malformation  of  the  tips  of  the  dermato- 
phyte hyphae,  characteristic  of  the  effect  pro- 
duced by  griseofulvin  on  susceptible  fungi,  was 
seen  in  a number  of  hairs  cut  longitudinally.  It 
seems  clear  that  the  uninfected  part  of  the  hair 
had  been  formed  during  the  treatment  with 
griseofulvin  and  was  resistant  to  invasion  by  the 
dermatophyte.” 

By  the  eighth  day  his  treated  animals 
were  virtually  free  of  infected  hairs; 
whereas  almost  all  of  the  hair  follicles  of 
the  untreated  group  were  heavily  invaded. 
In  this  publication  Gentles  referred  to  the 
as  yet  unpublished  but  successful  treat- 
ment by  Lauder  and  Sullivan  of  Tricho- 
phyton verrucosum  ringworm  induced  in 
cattle. 

Oral  use  on  Human  Subjects 

The  interest  of  all  dermatologists  was 
excited  a few  months  later  when  almost 
simultaneously,  but  in  the  order  listed, 
Riehl  in  Austria,  Williams  in  Eng- 
land, and  Blank  and  Roth  in  the  United 
States  reported  their  near-miraculous  ex- 
periences with  griseofulvin  administered 
orally  to  human  subjects.  Pardo-Costello 
and  his  associates  have  been  credited 
with  having  used  this  compound,  in  1957, 
with  a high  degree  of  success  but  actually 
this  team  was  prompted  by  the  above 
listed  reports  to  try  oral  administration. 
Subsequent  trials  from  over  nearly  all  of 
the  world,  would  .seem  to  ju.stify  the  initial 
optimism  of  Gentles,  for  the  efficacy  of 
orally  administered  griseofulvin  has  been 
acclaimed  almost  unanimously. 

2;i2 


Mode  of  Action 

The  mode  of  action  of  this  antibiotic 
is  still  not  fully  known.  Early  in  vitro 
studies  showed  that  griseofulvin  disturbs 
the  metabolism  of  fungi  by  direct  con- 
tact.*' When  the  fungous  hyphae  exhibit 
the  curling  effect,  weak  spots  appear  on 
the  cell  walls  in  a disorganized  manner  and 
frequently  rupture.  There  is  no  diffusion 
through  the  hyphae,  as  shown  by  the  fact 
that  hyphae  contiguous  with  the  inhibited 
zones,  but  not  themselves  in  direct  con- 
tact with  the  drug,  develop  normally. 
These  effects  have  been  observed  on  a 
representative  range  of  filamentous  spe- 
cies which  have  chitinous  cell  walls, 
whereas  those  which  have  cellulose  walls 
or  walls  of  other  polysaccharides  (e.g. 
yeasts)  do  not  exhibit  this  morphogenetic 
disturbance.^ 

This  may  explain,  at  least  in  part,  the 
insensitiveness  of  Candida  albicans  and 
Cryptococcus  neoformans  to  griseofulvin 
as  observed  by  Roth.*^  Without  explana- 
tion is  the  similar  lack  of  sensitivity  ob- 
served by  this  same  investigator  with 
other  of  the  systemically  pathogenic  fungi 
which  possess  chitin,  viz.,  Hormodendron 
compactum,  Phialophora  verrucosa,  Blas- 
tomyces dermatitidis,  Blastomyces  brasili- 
ensis  and  Histoplasma  capsulatum.  This 
might  also  explain  the  ineffectiveness  of 
griseofulvin  in  the  treatment  of  tinea  ver- 
sicolor which  is  caused  by  Malassezia  fur- 
fur, a yeast.  For  whatever  the  reason,  the 
activity  of  griseofulvin  against  human 
pathogens  seems  limited  to  the  dei-mato- 
phytic  agents  of  superficial  skin  diseases. 
More  recently,  Roth  *■"’  confirmed  the  fun- 
gistatic action  of  griseofulvin.  Fungous 
pellets  suspended  in  griseofulvin  for  as 
long  as  fourteen  days  and  then  washed 
thoroughly,  produced  normal  colonies 
when  plated  on  an  antibiotic  free  medium. 
He  did  find  one  of  the  dermatophytes,  T. 
rubrum,  to  be  completely  inhibited  but  at 
concentrations  not  likely  to  be  attained  in 
vivo.  Therefore,  it  is  likely  the  activity  in 
man  is  fungistatic.  It  is  noteworthy  that 
Roth  did  not,  however,  encounter  develop- 
ment of  resistance  to  the  drug  in  vitro. 
Finally,  gri.seofulvin  is  not  antibacterial 
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and  its  prolonged  administration  will  not 
disturb  the  normal  intestinal  flora.'" 

That  griseofulvin  is  quickly  absorbed 
into  the  blood  has  been  shown  by  Bedford 
and  co-workers  using  spectrophotoflu- 
orometric  methods.  Peak  blood  levels 
were  found  four  hours  after  a single  oral 
dose.  Griseofulvin  was  also  found  in  the 
urine. 

Gentles,  Barnes  and  Fantes postu- 
lated the  deposition  of  griseofulvin  into 
the  keratinous  layer  of  the  epidermis  and 
sub.sequent  penetration  into  the  hair  folli- 
cle where  it  is  somehow  incorporated  into 
the  keratin  of  emerging  hair  shafts.  They 
further  postulated  the  latter  should  con- 
tain a band  of  resistant  keratin  from 
which  griseofulvin  could  be  extracted.  In 
support  of  their  hypothesis  they  were  able 
to  elute  griseofulvin  from  hair  clipped 
from  treated  animals.  Whatever  the  exact 
mechanism,  it  seems  clear  that  the  eradi- 
cation of  dermatophyte  infections  by  gris- 
eofulvin is  due  to  its  incorporation  into 
keratinous  tissues. 

Methods  of  Assay 

Many  in  vitro  methods  have  been  em- 
ployed which  utilize  the  curling  effect  to 
assay  concentrations  of  griseofulvin  in 
various  tissues  and  fluids  of  both  plant 
and  animal  (e.g.  Brian,  et  al^).  More  re- 
cently, however,  Roth  and  Blank  have 
developed  an  ingenious  method  of  bioas- 
say to  demonstrate  the  presence  of  griseo- 
fulvin in  situ  in  the  skin.  Multiple  appli- 
cations of  pressure  sensitive  tape  were 
performed  in  one  area  of  the  forearm 
until  the  surface  of  the  tape  no  longer 
showed  the  presence  of  cornified  cellular 
elements.  At  this  point  the  skin  assumed 
a glistening  appearance,  indicating  pene- 
tration of  the  upper  region  of  the  stratum 
mucosum.  By  this  method  the  stratum 
corneum  could  be  stripped  to  any  desired 
level.  Fungal  spores  were  deposited  in  the 
stripped  area  to  be  assayed.  A plastic 
ring  was  then  placed  over  the  area  and 
filled  with  melted  agar  which  was  per- 
mitted to  solidify.  The  agar-filled  ring 
was  held  in  contact  with  the  arm  for 


fourteen  to  sixteen  hours  by  means  of  a 
simple  bandage.  After  this  time  the  plas- 
tic ring  was  removed  and  examined  mi- 
croscopically. The  presence  of  griseoful- 
vin was  indicated  by  distortion  of  the 
germinating  spores. 

Using  this  technique,  they  found  griseo- 
fulvin at  the  base  of  the  stratum  corneum 
in  forty-eight  to  seventy-two  hours  after 
initiation  of  daily  1 gm.  doses.  It  was  not, 
however,  transported  through  the  lower 
25  per  cent  until  six  to  twelve  days  and 
was  not  detectable  in  the  mid-zone  of  the 
horny  layer  until  twelve  to  nineteen  days 
of  therapy.  Persons  receiving  a gram  of 
the  antibiotic  daily  for  periods  ranging 
from  eighteen  to  fifty-six  days  failed  to 
demonstrate  conclusively  the  presence  of 
active  gri.seofulvin  at  the  intact  skin  sur- 
face upon  the  termination  of  therapy.  It 
has  been  suggested  that  griseofulvin  may 
be  leached  from  the  outer  skin  surfaces 
by  bathing.-' 

Limitations 

Although  there  can  be  no  doubt  that 
this  agent  offers  the  first  hope  for  con- 
sistent cures  of  ringworm,  only  the  most 
naive  would  not  anticipate  the  recogni- 
tion of  limitations,  if  one  can  judge  from 
experience  with  other  antibiotics.  One 
might  even  predict  a period  of  disillusion- 
ment with  griseofulvin.  Since  the  action 
is  only  fungistatic,  griseofulvin  may  be 
proved  eventually  merely  to  complement 
the  defenses  of  the  host  and  thus  be  most 
effective  in  those  diseases  in  which  man’s 
own  resistance  is  highest.  In  fact,  having 
opened  the  vistas,  the  greatest  contribu- 
tion of  griseofulvin  eventually  may  be 
only  that  of  having  introduced  a new  era 
in  the  treatment  of  superficial  fungal  dis- 
eases. Wilson  has  said : 

“The  ideal  antifungal  drug  even  for  superficial 
mycoses  would  seem  to  be  one  which  could  be 
safely  administered  internally  in  amounts  suf- 
ficient to  endow  the  cells  eventually  destined  to 
produce  keratin  with  the  power  to  resist  fungi 
completely,  this  power  persisting  as  they  become 
keratinized,  and  the  drug  thus  exerting  its  ef- 
fects from  within  outward.” 

Griseofulvin  has  proven  this  concept. 
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Importance  of  Introducing  the  Study  of  Hygiene  into  the 
Public  and  Other  Schools 

Stanford  E.  Chaille,  M.  D. 

^ ^ 

Surely,  the  “Good  old  times”  did  not  exist  for  the  human  race  at  any  of  these 
periods,  nor,  indeed,  at  any  time.  Whoever  maintains  the  contrary  can  still  put  it 
to  the  test  * * * either  by  visiting  savage  Alaska,  where  women  and  children,  as 
witches,  are  still  tied  to  trees  and  left  to  starve  or  are  hacked  to  death  with  knives; 
or  by  visiting  barbarous  Russia,  where  Jehovah’s  persecuted  children  now  moan  out 
the  same  agonizing  cries,  which  were  once  heard  to  be  heard  in  every  Christian  land. 
Many,  who  believe  that  they  themselves  have  seen  the  times  grow  worse,  have  been 
misled  by  the  fact  that  there  have  always  existed  evils,  which,  concealed  from  or 
unobserved  by  youth,  are  disclosed  to  experience  so  gradually  that  increasing  knowl- 
edge is  readily  mistaken  for  an  increasing  growth  of  these  evils. 

Civilized  men  have  undoubtedly  made  progress,  and  those  of  this  generation 
greatly  err,  who,  in  their  veneration  for  an  ancient,  therefore  younger  generation, 
forget  that  we  ourselves  belong  to  the  oldest,  therefore  the  most  experienced,  and 
therefore,  in  spite  of  all  our  monstrous  follies,  the  wisest  generation  which  has  yet 
lived  on  earth. 

New  Orleans  M.  & S.  J.  10:734  (April)  1882. 
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CUTANEOUS  infections  caused  by  the 
dermatoycoses  are  prevalent,  and  are 
so  varied  in  etiology  and  frequently  mim- 
icked by  other  cutaneous  disorders  which 
are  not  of  fungal  cause,  that  accurate 
diagnosis  is  of  primary  importance  when 
a skin  infection  suspected  of  being  of 
fungus  cause  is  seen. 

However,  differentiating  one  kind  of 
infection  from  another  requires  more  than 
mere  observation  of  the  lesion,  even  for 
the  experienced  observer.  We  must  first 
establish  the  fact  that  we  are  dealing 
with  a fungus  infection,  then  identify 
the  pathogenic  fungus  itself,  and  subse- 
(piently  keep  an  accurate  check  on  the 
progress  of  therapy.  For  this  the  help 
of  laboratory  procedures  with  microscope, 
culture  media,  and  Wood  light  is  neces- 
sary. I would  like  to  briefly  summarize 
the  methods  which  should  be  employed. 

Method  of  Diagnosis 
Whether  the  scrapings  of  skin,  hair, 
etc.  are  to  be  used  for  direct  microscopic 
examination  or  for  a culture,  it  is  advised 
that  the  skin  be  cleansed  with  70  per 
cent  alcohol  prior  to  the  examination  so 
as  to  reduce  the  possibility  of  contami- 
nants. The  scraping  is  done  with  a scal- 
pel, and  the  moi’e  material  obtained  the 
more  likely  a good  examination. 

From  lesions  of  tinea  corporis  on  the 
body  or  extremities,  the  active  fungus  is 
often  more  abundant  at  the  periphery  or 
advancing  edge  of  the  suspected  lesion ; 
whereas  the  center  of  the  lesion  is  fre- 
quently fungus-free.  The  tops  of  vesicles 
are  rich  in  fungus,  but  in  some  infections, 
the  fungi  are  deep  in  the  horny  layer  of 
the  skin.  In  examination  of  the  scalp,  it 
is  preferable  to  collect  hair  that  is  fluor- 
escent under  the  Wood’s  light,  although  it 
should  be  remembered  that  not  all  organ- 
isms are  fluorescent.  Suspected  hairs  and 
scales  from  lesions  on  the  scalp  should 
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be  removed  with  the  aid  of  a magnifying 
glass  and  the  Wood  light. 

The  specimens  which  are  collected — 
scales,  vesicles,  hair  shafts,  or  pus  smears 
— are  placed  in  the  center  of  a glass  slide 
and  a few  drops  of  20  per  cent  potassium 
hydroxide  are  added  and  the  preparation 
covered  with  a cover  slip.  The  slide  is 
warmed  and  then  examined  microscopic- 
ally. Although  positive  findings  can  be 
made  from  the.se  direct  examinations, 
specific  identification  of  the  fungus  must 
await  cultures.  This  is  particularly  true 
because  the.se  various  species  of  Micro- 
sporiim,  Tricliophijton,  and  Kpidermoplnj- 
ton  present  almost  identical  appearance 
with  similar  mycelia.  However,  in  in- 
fected hairs,  the  arrangement  and  loca- 
tion of  the  spores  offer  a clue  as  to 
the  infecting  organism.  The  Microsponim 
forms  a mosaic  sheath  of  small  spores 
that  surround  the  outside  of  the  hair 
shaft,  whereas  the  Trichophyton  shows 
large  spores  arranged  in  parallel  rows  or 
chains  inside  the  shaft  of  the  hair. 

The  standard  culture  media  is  Sabour- 
aud’s  dextrose  agar,  although  modifica- 
tions of  this  formula  are  available  com- 
mercially. The  cultures  are  kept  at  room 
temperature  for  from  two  to  four  weeks. 
Identification  of  the  various  fungi  is  usu- 
ally easily  done  by  one  who  is  experienced 
in  their  examination. 

The  Wood’s  light  is  not  only  a useful 
tool  for  early  diagnosis  of  tinea  capitis 
and  for  aiding  collecting  material  for  lab- 
oratory examination,  but  is  also  a great 
help  in  evaluating  the  progress  of  treat- 
ment and  determining  when  all  sites  of 
infection  are  eradicated. 

It  should  be  pointed  out,  however,  that 
fluorescence  does  not  become  obvious  un- 
til some  time  after  the  onset  of  the  infec- 
tion, that  in  inflammatory  lesions  the 
hair  stumps  may  be  buried  and  fluores- 
cence not  easily  observed,  that  non-fluor- 
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escent  strains  of  Microsporiun  are  occa- 
sionally encountered,  and  that  during  the 
course  of  treatment  with  topical  medi- 
cation, fluorescence  pales  and  may  be 
masked  by  the  presence  of  a local  medica- 
tion. Hairs  infected  with  Microsporum 
audouini  and  Microsporum  canis  usually 
show  a bright  yellowish-green  fluores- 
cence, whereas  other  pathogenic  fungi 
either  fail  to  fluoresce  or  do  so  weakly. 

Differentiation 

Tinea  capitis  is  an  important  and  wide- 
spread disease  which  constitutes  a public 
health  problem  in  many  parts  of  the  coun- 
try and  though  it  does  not  produce  much 
disability,  except  in  inflammatory  infec- 
tions, it  is  disfiguring,  and  the  affected 
patient  is  inconvenienced  by  school  health 
regulations  and  by  burdensome  treatment. 
Tinea  capitis  is  caused  only  by  species  of 
Microsporum  and  Trichophyton. 

M.  audouini  produces  the  most  common 
type  of  tinea  capitis  in  the  United  States 
and  is  principally  a disease  of  children. 
It  is  said  to  be  commonest  in  children  be- 
tween the  ages  of  3 and  8 years.  The 
resistance  shown  by  adults  to  infection 
with  M.  audouini  has  been  attributed  to 
a higher  content  of  fungistatic  fatty  acids 
in  the  sebum  after  puberty.  Although  this 
theory  is  not  completely  proven,  it  has 
gained  wide  support  and  is  logical  since 
sebum  has  been  shown  to  be  fungistatic 
in  vitro.  The  infection  is  very  rare  in 
adults  and  is  likely  to  be  of  shorter  dura- 
tion than  it  is  in  children,  and  it  is  widely 
believed  that  the  infection  undergoes  spon- 
taneous remission  at  puberty.  However, 
this  does  not  occur  rapidly. 

Although  by  no  means  always  true, 
transmission  of  the  infection  occurs  most 
easily  under  conditions  of  crowding  and 
poor  hygiene,  and  is  seen  more  frequently 
in  children  from  poorer  homes.  Males  are 
infected  more  frequently  than  are  females, 
and  this  is  perhaps  because  the  shortness 
of  the  hair  in  the  male  allows  the  spores 
to  reach  the  scalp  much  easier.  It  has 
been  shown  experimentally  that  dropping 
of  the  spores  on  the  scalp’s  surface  with- 
out trauma  does  not  produce  infection. 


Although  direct  contact  is  the  most  im- 
portant source  of  infection,  contaminated 
barber’s  instruments  or  combs  may  trans- 
mit the  disease  readily  since  the  spores 
are  implanted  into  the  scalp  with  associ- 
ated mild  trauma.  A great  deal  has  been 
said  about  the  role  which  theatre  seats 
play  in  transmitting  the  infection,  but 
it  is  the  belief  of  many  that  this  is  of 
lesser  importance  than  has  been  claimed. 

The  infected  areas  on  the  scalp  are 
round  or  oval,  and  often  fuse  to  form 
gyrate  patterns,  and  are  characterized  by 
broken  off  hairs  and  partial  alopecia.  It 
is  unusual  to  see  ringworm  of  the  scalp 
which  is  confined  to  a single  patch,  and 
it  is  also  uncommon  to  see  involvement 
of  more  than  50  per  cent  of  the  scalp’s 
surface.  In  the  early  stages  of  the  ring- 
worm infection,  while  the  patch  is  enlarg- 
ing, the  lesion  may  in  all  respects  be  simi- 
lar to  ringworm  infection  on  the  skin 
with  an  “active”,  slightly  elevated  border 
with  the  central  area  showing  only  scal- 
ing. 

Characteristically,  tinea  capitis  due  to 
M.  audouini  is  noninflammatory  through- 
out the  course  of  the  disease.  However, 
in  a small  percentage  of  cases,  the  lesion 
may  be  noninflammatory  at  the  onset,  and 
may  develop  later  as  a boggy  tumefaction 
called  a kerion. 

It  has  been  shown  that  the  fungal  ele- 
ments rapidly  I'each  a lower  level  in  the 
hair  which  corresponds  to  the  upper  limit 
of  the  keratogenous  zone  of  the  hair  ma- 
trix, a point  about  0.5  mm.  above  the 
papilla,  where  the  cells,  although  almost 
completely  keratinized,  still  retain  their 
nuclei.  This  zone,  as  well  as  the  hair 
bulb  itself,  is  never  invaded  and  this  dem- 
onstrates that  the  ringworm  fungi  can- 
not proliferate  in  viable  or  semiviable 
tissue. 

Each  infected  hair  is  looked  upon  as  a 
separate  fungus  colony,  confined  com- 
pletely to  the  dead  portions  of  the  hair, 
and  there  the  growth  of  the  fungi  down- 
ward and  of  the  hair  upward  remain  in 
perfect  balance.  Should  the  fungus  fail 
to  extend  downward  as  fast  as  the  hair 
grows,  it  would  be  pushed  outward  and 


236 


1 HB  Journal  of  the  Louisiana  State  Medical  Society 


SYMPOSIUM— ORAL  GRISEOFULVIN— BLACK 


discarded.  In  addition  to  the  growth  of 
the  fungi  within  the  hair,  the  filaments 
which  are  close  to  the  cuticle  .send  out 
short  external  branches  which  break  into 
chains  of  cuboidal,  thick-walled  spores, 
which  form  the  ectothrix  sheath.  Al- 
though each  infected  hair  is  therefore 
surrounded  by  spores,  these  are  dormant 
and  have  nothing  to  do  with  maintain- 
ing the  infection  in  a particular  hair,  but 
do  serve  to  dis.seminate  the  di.sease. 

Tinea  capitis  due  to  M.  ccniis  is  much 
more  easily  treated  than  M.  audoidui  in- 
fections because  the  course  of  the  disease 
is  much  shorter  and  there  is  a greater 
likelihood  of  an  inflammatory  response. 
The  chief  source  of  infection  is  domestic 
animals,  particularly  cats,  hence  the  his- 
tory of  animal  contact  is  ordinarily  ob- 
tainable. The  .17.  cards  infection  may  re- 
main noninflammatory  throughout  the 
course  of  the  infection  and  thus  be  indis- 
tinguishable in  all  features  from  cases  of 
M.  aiidoidni  infection,  except  for  a shorter 
duration. 

Frequently,  however,  inflammatory 
changes  develop  with  the  resulting  boggy 
tumefaction,  which  we  call  a kerion,  with 
folliculopustules  appearing  over  the  sur- 
fact  of  the  lesion,  the  hairs  being  spon- 
taneously desquamated  with  temporary 
baldness  resulting.  Although  the  appear- 
ance of  the  inflammatory  reaction  may  be 
so  severe  as  to  cause  alarm  and  anticipa- 
tion of  permanent  alopecia,  this  is  quite 
uncommon,  and  it  results  only  if  there  is 
severe  secondary  bacterial  infection. 

The  disease  regresses  shortly  after  the 
onset  of  the  inflammatory  changes,  but 
the  shorter  duration  of  this  infection  can- 
not be  attributed  entirely  to  this  charac- 
teristic. 

Tinea  capitis  due  to  M.  gypseum  is  ex- 
tremely rare  and  when  it  occurs,  intense 
inflammatory  kerions  are  present.  De- 
finitive diagnosis  requires  culture,  and 
the  treatment  is  similar  to  that  of  other 
varieties.  Tinea  capitis  due  to  T.  menta- 
graphytes  is  almost  always  associated 
with  intense  kerions,  and  is  a rare  condi- 
tion. Again,  culture  is  required  for  accu- 
rate diagnosis. 


Tinea  capitis  due  to  Trichophyton  ton- 
surans is  highly  prevalent  in  Mexico  and 
is  slowly  spreading  into  certain  states  of 
the  United  States,  specifically  California 
and  Texas.  It  is  characterized  by  extreme 
chronicity  and  by  easy  escape  from  de- 
tection. It  promises  to  become  an  en- 
trenched Public  Health  problem.  Although 
contagiousness  is  not  great  except  under 
conditions  of  intimate  contact,  most  or 
all  of  a family  group  accjuire  the  infec- 
tion. Moreover,  adults  are  susceptible  to 
this  infection,  although  it  usually  occurs 
in  children. 

Therapy  with  Griseofulvin 

The  new  systemic  treatment  with  gris- 
eofulvin is  the  mo.st  exciting  development 
in  many  years,  and  we  can  certainly  .say 
that  gri.seofulvin  is  very  efficient  in  tinea 
capitis,  with  brilliant  results  being  ob- 
tained whether  it  be  cau.sed  by  Micro- 
sporum  cards  or  andoidni,  or  by  Tricho- 
phyton tonsurans,  or  whether  it  be  favus. 
Full  do.sage  of  this  drug  is  required  for 
treatment  and  is  adjusted  for  weight  of 
the  patient. 

After  one  week  of  therapy,  little  change 
is  observed  in  the  infected  sites.  At  two 
weeks,  fluore.scence  under  Wood’s  light  is 
in  some  cases  faded  to  a fainter  green, 
and  by  this  time  hairs  are  more  resistant 
to  plucking.  After  three  weeks,  the  flu- 
orescent zone  of  the  infected  hairs  has 
grown  out  sufficiently  to  permit  it  to 
be  clipped  off.  At  twenty-eight  days  of 
treatment,  some  patients  are  completely 
Wood’s  light  negative,  and  in  others  only 
scattered  faintly  fluorescent  hairs  persist. 

Because  faintly  fluorescent  hairs  have 
been  present  for  as  long  as  eight  weeks 
after  the  beginning  of  treatment  and  fun- 
gus-bearing stubs,  scales,  and  debris  have 
remained  for  as  long  as  three  months 
under  continued  therapy,  clipping  and 
shaving  of  the  hair  from  the  affected 
areas  is  advised  beginning  at  about  the 
twenty-first  day  and  continued  until  a 
cure  is  obtained.  Scrupulous  cleanliness 
facilitates  the  removal  of  infectious  scales 
and  debris.  It  is  advised  that  treatment 
be  maintained  until  two  cultures  taken  at 
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one  week  intervals  are  negative,  and  that 
a third  culture  two  weeks  after  discontin- 
uance of  treatment  be  negative  befoi’e  the 
patient  is  discharged. 

An  incidental,  but  important,  contribu- 
tion of  griseofulvin  is  in  helping  to  re- 
duce the  necessity  for  radiation  therapy. 
X-ray  epilation  in  tinea  capitis,  particu- 
larly that  caused  by  M.  audouini,  which 
for  so  long  was  a necessary  procedure, 
has  been  rendered  almost  obsolete  by  the 
use  of  this  anti-fungal  antibiotic. 

Other  Therapeutic  Measures 

Certain  other  measures  which  are 
worthwhile  in  the  treatment  of  tinea  capi- 
tis are  (1)  clipping  the  hair  short  in 
boys,  (2)  the  application  of  an  anti-fungal 
agent  locally,  (3)  training  the  child  to 
use  his  own  comb  and  brush  exclusively, 
(4)  the  wearing  of  a stocking  cap  (or 
similar  head  covering)  for  the  protection 
of  other  children,  and  (5)  lastly,  enlight- 
ining  the  parents  on  the  significance  of 
the  disease  and  on  the  need  for  adequate 
treatment  of  the  infected  child. 

Ringworm  Infection  of  Other  Areas 

Superficial  ringworm  infections  of  areas 
other  than  the  scalp,  hands,  feet  and 
groin  may  appear  in  widely  differing  and 
sometimes  confusing  morphologic  varia- 
tions. Such  lesions  may  vary  from  a mild- 
ly erythematous  simple  scaling  process  to 
massive  and  ulcerating  granulomas.  Any 
area  of  the  glabrous  skin  may  be  involved 
and  the  infection  may  be  caused  by  prac- 
tically all  of  the  various  species  of  Tricho- 
phyton  and  Microsporum. 

Unquestionably,  heat  and  moisture 
strongly  contribute  to  such  infections, 
and  in  our  temperate  climate  such  infec- 
tions are  seen  far  more  frequently  during 
the  hot  summer  months.  The  lesions  or- 
dinarily tend  to  remain  localized  and  few 
in  number,  but  may  become  extensive  and 
confluent. 

Fungus  infections  on  the  glabrous  skin 
occur  particularly  in  persons  who  may 
be  repeatedly  exposed  to  infected  domes- 
tic animals,  such  as  cats,  or  in  persons 
with  chronic  fungal  infections  of  the  feet 


or  nails,  and  in  persons  who  are  in  close 
contact  with  others  infected  with  certain 
types  of  fungus  infections,  particularly 
children  with  tinea  capitis. 

Ringworm  infections  on  the  non-hairy 
skin  may  mimic  a great  variety  of  other 
dermatoses,  and  sometimes  it  is  almost 
impossible  to  make  such  a diagnosis  with- 
out the  aid  of  the  microscope.  Particu- 
larly, fungus  infections  may  resemble 
seborrhoeic  dermatitis,  pityriasis  rosea, 
psoriasis  and  certain  granulomas.  The 
reverse  is  also  true,  and  we  think  that  it 
is  necessary  that  patients  who  are  to  re- 
ceive this  drug  are  actually  infected  with 
fungi. 

Gri.seofulvin  should  be  used  with  an  ap- 
preciation of  its  real  value,  but  also  of 
its  distinct  limitations  in  superficial  fun- 
gus infections.  The  drug  is  fungistatic, 
not  fungicidal,  and  has  proved  effective 
against  fungi  belonging  to  three  genera 
of  the  dermatophyte  group:  TricJiophy- 
ton,  Microsporum  and  Epiderynophyton. 
A rather  common  superficial  fungus  in- 
fection, called  Tinea  versicolor,  is  not  af- 
fected by  the  drug,  and  it  is  also  ineffec- 
tive against  monilial  infections,  and  the 
deep  mycotic  infections. 

Griseofulvin  is  absorbed  into  growing 
basal  cells  of  the  epidermis  as  they  be- 
come keratinized,  and  causes  “curling” 
and  stunts  the  hyphal  tips  of  the  invad- 
ing fungi.  With  the  growth  checked  by 
this  fungistatic  action,  the  fungi  are  cast 
off  as  keratin  grows  out  and  sloughs  off. 
Healthy  tissue  replaces  the  infected  kera- 
tin. The  same  action  has  been  indicated 
as  occurring  in  the  infected  hair  of  tinea 
capitis  as  described  in  previous  para- 
graphs. 

Indications 

As  has  been  illustrated  earlier,  it  is 
extremely  easy  to  ascertain  whether  or 
not  a disease  is  caused  by  fungi  by  means 
of  scraping  and  microscopic  examination. 
Where  there  is  only  a single  spot  of  tinea 
corporis,  it  is  felt  that  griseofulvin  is  not 
indicated,  inasmuch  as  there  are  still  good 
topical  medications  for  isolated  body  ring- 
worm. On  the  other  hand,  if  there  are 
multiple  areas  and  especially  if  the  organ- 


238 


The  Journal  of  the  Louisiana  State  Medical  Society 


SYMPOSIUM— ORAL  GRISEOFULVIN— BLACK 


ism  has  been  shown  to  be  exceedingly  re- 
sistant to  local  treatment,  then  certainly 
griseofulvin  should  be  used  along  with 
proper  local  treatment.  The  most  spec- 
tacular and  most  satisfying  short  term 
results  reported  so  far  with  griseofulvin 
have  been  in  patients  who  had  fungus  in- 
fections involving  the  glabrous  skin.  Prob- 
ably this  is  most  notable  in  those  infec- 
tions caused  by  Trichophyton  rubrum. 
Until  now,  no  therapy  appeared  to  influ- 
ence the  eventual  course  of  this  disease 
significantly.  Typically,  this  T.  rubrum 
infection  is  characterized  by  a lack  of 
spontaneous  healing  and  by  chronic  ex- 
tension, which  may  result  in  the  forma- 
tion of  large  scaling  plaques  which  may 
resemble  those  of  seborrhoeic  dermatitis 
or  of  psoriasis  with  minimum  scaling. 


Patients  with  tinea  corporis  usually 
gain  subjective  relief  after  the  fifth  day 
of  treatment  with  griseofulvin  regard- 
less of  the  causative  organism  or  the  dur- 
ation of  the  condition,  and  involution  of 
the  lesions  is  complete  and  cultures  are 
negative  in  from  four  to  nine  weeks  of 
treatment.  If  symptomatic  relief  has  not 
been  observed  in  from  three  to  seven  days 
after  the  beginning  of  treatment,  the  di- 
agnosis of  a fungus  infection  due  to  a 
susceptible  organism  should  be  further 
checked  by  laboratory  means. 

The  presently  recommended  dosage  of 
gri.seofulvin  for  adults  is  1 gram  daily 
and  for  children  the  dosage  is  varied  ac- 
cording to  body  weight.  Of  course,  the 
length  of  therapy  varies  with  the  severity, 
the  site  of  the  infection  and  the  response 
to  treatment. 


Our  Yellow  Fever,  Sugar  and  Cotton  Crops 
Stanford  E.  Chaille,  M.  D. 

Although  yellow  fever  has  greatly  injured  the  past  and  threatens  the  future 
prosperity  of  New  Orleans,  yet,  this  community  has,  on  no  other  practical  subject, 
nursed  so  many  inherited  prejudices,  and  entertained  so  many  unfounded  and  con- 
tradictory beliefs. 

4:  $ 4c 

In  an  editorial,  published  January  10th,  1882,  in  that  able  and  influential  daily 
newspaper,  the  N.  0.  Times-Democrat,  the  following  statement  is  made:  “It  has 
always  been  a noticeable  fact  that  the  best  years  agriculturally  were  the  worst  in 
point  of  comfort  and  health,  just  as  the  yield  of  sugar  has  been  highest  during 
epidemic  visitations.” 

4c  4:  4c 

Cholera  visited  New  Orleans  first  and  most  severely  in  1832-33,  yet,  the  sugar 
crops  of  these  years  were  much  exceeded  by  the  succeeding  healthy  year,  1834. 

4c  4c  4c 

During  the  past  60  years.  New  Orleans  was  ravaged  by  thirteen  violent  epi- 
demics, viz:  in  1822,  ’29,  ’33,  ’37,  ’39,  ’41,  ’47,  ’53,  ’55,  ’67,  and  ’78.  In  only  six 
of  these  years  was  the  sugar  crop  unusually  good.  Thei’efore,  the  statement  that 
“this  yield  of  sugar  has  been  highest  during  epidemic  visitations”  of  yellow  fever 
expresses  only  a somewhat  frequent  accident,  and  certainly  not  a general  truth. 

New  Orleans  M.  & S.  J.  10:683  (March)  1882. 
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IV.  Tineal  Infections  in  Intertriginous  Areas  and  of  the  Nails 


tNTERTRIGINOUS  dermatitis  may  be 
-*■  caused  by  many  conditions  other  than 
tineal  infections.  Now,  more  than  ever, 
a specific  etiologic  diagnosis  is  necessary 
in  these  areas  for  proper  treatment. 

Etiologic  Diagnosis 

In  the  axillae,  intertriginous  dermatitis 
may  be  due  to  seborrheic  dermatitis,  con- 
tact dermatitis  (particularly  notable  are 
those  due  to  deodorants  and  clothing),  in- 
fection with  the  ordinary  dermatophyte 
with  which  we  are  particularly  concerned 
here  today,  erythrasma,  moniliasis  and 
true  intertrigo  with  or  without  secondary 
bacterial  infection. 

The  same  differential  diagnosis  more 
or  less  holds  true  under  the  breasts  with 
the  exception  of  the  examples  of  contact 
dermatitis  mentioned  above. 

In  the  groin  and  peri-anal  areas,  when 
one  studies  a case  of  intertriginous  derma- 
titis, one  must  consider  Tinea,  Monilia, 
neurodermatitis.  Psoriasis  and  true  physi- 
cal intertrigo.  The  tineal  infection  may 
be  either  acute  or  the  classical  old  chronic 
tineal  infection  (the  so-called  eczema  mar- 
ginatum) of  the  groin  and  butttocks  with 
lichenified,  hyperpigmented  broad  centers 
and  excoriated  papular  borders. 

On  the  feet,  the  intertriginous  areas  be- 
tween the  toes  present  a peculiar  prob- 
lem. Here  is  one  area  that,  in  the  past,  one 
felt  rather  secure  in  making  a clinical 
diagnosis  of  tineal  infection.  It  has  been 
my  experience  that  occasionally  a typic- 
ally tineal  dermatitis  between  the  toes 
clinically  would  repeatedly  fail  to  show 
fungi  either  on  a direct  smear  or  on  cul- 
ture. A similar  experience  has  recently 
been  reported  when  a fairly  large  group 
of  such  cases  were  surveyed  mycologic- 
ally.  The  differential  diagnosis  here  may 
lie  between  Tinea,  Monilia,  Psoriasis,  con- 
tact dermatitis  (particularly  to  shoes), 
dyshidrosis  and  the  unclassified  bacterial 
eczematous  reactions. 


HENRY  W.  JOLLY,  JR.,  M.  D. 

Baton  Rouge 

With  the  advent  of  Griseofulvin,  more 
than  ever  before,  a positive  diagnosis 
must  be  made  by  either  a direct  smear 
examination  and  or  a culture  before  treat- 
ment with  this  drug  is  started.  The  rea- 
sons are  self  evident  for  if  the  infection 
is  not  due  to  certain  species  of  fungi,  no 
improvement  is  noted.  In  addition,  this 
is  an  expensive  drug  and  valuable  medi- 
cal time  and  money  will  be  wasted  in 
cases  where  there  is  no  rationale  for  its 
use. 

Treatment 

In  general,  results  of  treatment  with 
Griseofulvin  of  intertriginous  tineal  in- 
fections with  the  usual  organisms  (Tri- 
chophyton mentagrophytes,  Trichophyton 
rubrum  and  Epidermophyton  floccosum) 
are  good  and  relatively  rapid  when  ade- 
quate doses  are  given.  In  adults,  1 gram 
per  day,  usually  divided  into  four  doses 
of  250  mg.  each  or  two  doses  of  500 
mg.  each  is  the  optimum  dose.  In  children, 
approximately  25  mg.  per  kilogram  of 
body  weight  is  the  optimum  dose. 

The  symptoms,  primarily  itching,  sub- 
side in  a few  days  as  a rule.  Clinical  im- 
provement is  manifest  in  seven  to  ten  days 
and  both  clinical  and  mycological  clearing 
can  usually  be  expected  in  two  to  four 
weeks. 

There  is  an  exception  in  the  case  of  the 
areas  between  the  toes.  Even  after  weeks 
of  therapy,  persistent  fissures  and  macer- 
ation may  still  remain.  These  may  or  may 
not  be  mycologically  positive  which  would 
bring  one  to  a very  academic  question  of 
whether  the  proven  fungus  infection  were 
truly  a primary  disease  or  a secondary 
situation.  None  the  less,  this,  the  areas 
between  the  toes  is  one  of  slow  response 
to  the  drug  under  question  and  a great 
potential  focus  for  reinfection  or  relapse 
whichever  the  ca.se  may  be. 

It  has  not  been  my  experience  that  all 
very  acute  infections  will  respond  to  Gris- 
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eofulvin.  In  some  instances,  I have  had 
to  resort  to  so  called  non-specific  ti*eat- 
ment  of  acute  dermatitis  initially  and  then 
use  Griseofulvin.  However,  I have  had 
several  instances  of  acute  tineal  infec- 
tion with  lymphangitis  and  lymphadenitis 
which  have  responded  to  Griseofulvin 
alone.  I recall  one  acute  case  where  the 
patient  developed  an  autosensitization  re- 
action while  on  Griseofulvin. 

Local  treatment  may  be  used  as  an 
adjuvant  to  systemic  treatment,  the  local 
treatment  being  non-Gri.seofulvin  in  char- 
acter for  local  Gri.seofulvin  has  not  been 
proven  to  be  of  any  value.  In  all  the  in- 
tertriginous  areas,  a fungistatic  dusting 
powder  day  or  night  or  the  use  of  a 
fungistatic  dusting  powder  in  the  day 
and  a fungistatic  cream  at  night  may  de- 
crease the  time  of  treatment  necessary  or 
eradicate  persistent  foci  such  as  the  areas 
between  the  toes. 

Tineal  Infections  of  the  Nails 

Diseases  of  the  nails  offer  a diagnostic 
challenge  in  many  cases.  Even  the  clini- 
cal picture  so  characteristic  of  tineal 
onychomycosis  may  be  perfectly  imitated 
by  psoriasis,  yeast  infection,  hand  ecze- 
mas, onycholysis,  paronychia  congenita, 
trauma,  etc.  In  general,  the  picture  is 
one  of  dulling  or  loss  of  lustre  of  the 
nail,  separation  of  the  nail  plate  from 
the  nail  bed  with  accumulation  of  cellular 
debris  in  this  space,  ultimately  erosion 
and  distortion  of  the  nail  plate. 

As  a rule.  Tinea  in  the  beginning  is 
relatively  non-inflammatory  at  the  sides 
or  the  distal  end  of  the  nails,  in  distinc- 
tion to  monilial  infections  which  usually 
start  as  a paronychial  inflammatory  reac- 
tion. Either  organism  should  be  identifi- 
able in  a smear  and/or  culture.  These 
procedures  will  also  serve  to  rule  in  or 


out  the  other  disea.se  processes  in  the 
differential  diagnosis. 

Once  the  diagnosis  has  been  established 
of  tineal  etiology,  it  will  usually  be  Tricho- 
phyton mentagrophytes,  T richophy ton  rub- 
rum  or  Epidermophyton  floccosum.  Treat- 
ment with  Griseofulvin  should  be  effec- 
tive. There  seems  no  reason  why  a dosage 
above  1 gram  per  day  should  be  needed 
even  in  the.se  ca.ses  and  proportionate 
doses  in  children.  They  do  require  longer 
treatment  periods  than  tineal  infections 
of  the  skin.  There  is  some  individual  vari- 
ation in  nail  growth  but  in  the  beginning 
it  was  thought  that  for  a disea.sed  nail  to 
be  completely  replaced  normal  nail  re- 
quires three  to  four  months  of  continuous 
oral  therapy  for  finger  nails  and  six  to 
eight  months  for  toenails.  Sub.sequently, 
these  time  estimates  have  been  prolonged. 

Concomitant  local  therapy  is  probably 
beneficial  both  from  the  standpoint  of 
final  cure  and  to  reduce  the  viability  of 
the  distal  organisms  still  fairly  distant 
from  actual  contact  with  Griseofulvin. 
These  still  viable  organisms  are  a con- 
stant worry  as  far  as  reinfection  is  con- 
cerned although- it  is  granted  that  it  is 
rather  unlikely  that  this  will  occur  during 
active  treatment.  Removal  of  the  nails  is 
advocated  by  a few  authors  but  not  by 
most  and  I am  of  the  latter  school  of 
thought.  I believe  that  cutting  the  nails 
very  short  or  grinding  them  down  with  a 
dental  burr  is  of  definite  value.  After 
this,  the  local  applications  of  solutions 
containing  fungistatic  agents  or  creams 
containing  fungistatic  agents  is  probably 
wise. 

Here  again  as  was  stated  before  under 
the  subject  of  intertriginous  infections, 
reinfections  are  possible,  and  even  prob- 
able, particularly  in  people  who  apparent- 
ly have  no  immunity  or  resistance  to  these 
types  of  fungus  infections. 
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V.  The  Reactions  to  Griseofulvin 


tN  the  relatively  short  time  that  Griseo- 
-*■  fulvin  has  been  on  the  market  it  has 
emerged  as  the  drug  of  choice  for  super- 
ficial fungus  infections  due  to  dermato- 
phytes. Its  wide  acceptance  is  not  only 
due  to  its  efficacy  as  a fungistatic  agent 
but  also,  and  more  remarkably  so,  to  the 
fact  that  reactions  to  it  have  been  almost 
nonexistent.  To  our  knowledge  there  has 
not  been  a fatal  accident  from  this  drug 
and  nearly  all  of  the  reactions  that  have 
been  reported  have  been  in  the  nature 
of  side  effects  rather  than  true  reactions. 
As  far  as  we  know,  this  drug  was  sub- 
jected to  the  most  careful  laboratory  and 
clinical  investigative  studies  of  any  drug 
up  to  its  time  before  being  released  for 
prescription  use  on  private  patients. 

Laboratory  Studies 

In  the  experimental  animal  sublethal 
doses  arrest  mitosis  in  rapidly  growing 
tissues.  This  suggested  the  advisability  of 
performing  periodic  blood  counts  when 
administering  Griseofulvin  to  humans. 
Kirk,  et  al,'  did  over  353  complete  blood 
cell  counts  in  children  who  received  the 
drug  and  found  no  evidence  of  bone  mar- 
row depression.  There  have  been  a few 
isolated  reports  of  transient  leukopenia 
from  Griseofulvin.  Pipkin  - found  that 
his  patients  developed  leukocytosis  in  re- 
sponse to  intercurrent  infection  during 
Griseofulvin  induced  leukopenia. 

Massive  doses  of  Griseofulvin  given  in- 
traperitoneally  or  intravenously  have  sup- 
pressed spermatogenesis  in  guinea  pigs. 
Doses  comparable  to  those  in  humans  do 
not  cause  changes  in  the  testes  or  impair 
fertility.'* 

* Head  of  the  Department  of  Dermatology,  Lou- 
isiana State  University  Medical  School,  New  Or- 
leans. 

t Assistant  I’l-ofessor  of  Dermatology,  L.S.U. 
Medical  School,  New  Orleans. 


C.  BARRETT  KENNEDY,  M.  D.* 
V.  MEDD  HENINGTON,  M.  D.t 
WILLIAM  J.  FERRET,  M.  D. 

New  Orleans 

Blank  **  did  multiple  sperm  counts  in  a 
series  of  15  patients  and  found  no  signifi- 
cant depression  even  in  patients  who  had 
been  taking  Griseofulvin  in  a dosage  of 
1 gram  daily  for  six  months. 

Sternberg  ^ related  that  92  patients 
with  a variety  of  superficial  fungus  in- 
fections were  treated  with  no  clear-cut 
clinical  or  laboratory  evidence  of  toxicity 
necessitating  the  permanent  discontinu- 
ance of  therapy.  A variety  of  minor  com- 
plaints developed  during  therapy  but  in 
a majority  of  instances  were  transient. 
He  states  that  it  was  deemed  wise  for 
two  of  his  patients  to  discontinue  therapy 
temporarily  because  of  the  development  in 
one  of  a generalized  pruritis  associated 
with  a diffuse  macular  eruption,  and  in 
the  other,  because  of  the  development  of 
small  urticarial  lesions  on  the  lower  ex- 
tremities. The  drug  in  both  instances, 
however,  was  reinstituted  without  return 
of  symptoms.  He  also  states  that  no  sig- 
nificant abnormalities  were  observed  in 
any  of  a series  of  laboratory  studies  ob- 
tained throughout  therapy,  including  com- 
plete blood  count,  urinalysis  and  in  some 
instances  liver  function  tests.  The  side 
effects  were  blurring  of  vision,  diarrhea, 
nausea,  mild  malaise,  numbness  of  toes, 
urticaria,  localized  vesicular  eruptions 
and  generalized  pruritis,  macular  erup- 
tions, headache,  dryness  of  the  mouth, 
polyuria  and  thirst.  Blank’s  experience 
in  a series  of  200  patients  was  similar. 
He  found  headaches  and  minor  gasti’oin- 
testinal  disturbances  in  a few  cases  and 
urticaria  in  2.  Side  effects  encountered 
by  Goldman  '*  and  others  have  been  much 
the  same.  Goldman  reported  that  patients 
who  had  ulcerative  colitis  experienced 
some  aggravation  of  their  symptoms. 
Transient  albuminuria  has  also  been  ob- 
served." 


242 


The  Journal  of  the  Louisiana  State  Medical  Society 


SYMPOSIUM— ORAL  GRISEOFULVIN— KENNEDY,  HENINGTON,  PERRET 


In  the  year  book  of  drug  therapy  ' it 
is  stated  that  Griseofulvin  is  not  an  anti- 
bacterial antibiotic,  and  prolonged  admin- 
istration will  not  disturb  the  normal  in- 
testinal flora.  Perhaps  this  is  the  reason 
we  have  had  fewer  cases  of  diarrhea. 

Misuse  of  the  Drug 

It  would  be  wise  to  say  something  about 
the  misuse  of  this  drug.  It  is  not  effective 
as  a topical  agent.  It  is  not  effective  in 
tinea  versicolor.  In  yeast  infections  there 
is  some  suspicion  that  the  infection  may 
be  aggravated  in  some  manner  by  this 
drug.  We  have  seen  many  cases  of  yeast 
infections  of  the  nails  in  which  the  drug- 
gists and  lay  people  have  prescribed  Gris- 
eofulvin because  they  think  all  nail  dis- 
orders are  fungus  infections  and  because 
Griseofulvin  is  good  for  fungus  infection 
they  reason  that  it  is  good  for  all  types. 
We  think  it  makes  monilial  nail  infection 
worse. 

It  is  doubtful  that  deep  mycotic  infec- 
tions are  affected  by  this  drug,  with  the 
possible  exception  of  Madura  foot  due  to 
Nocardia  braziliensis,  as  reported  by  La- 
tapi.® 

Control  Studies 

We  agree  with  Goldman  when  he  says 
that  it  can  be  stated  that  this  new  anti- 
biotic will  indeed  produce  a much  needed 
renaissance  in  medical  mycology.  It  is 
impossible  to  treat  cases  adequately  with 
oral  Griseofulvin  without  good  mycologi- 
cal  control  studies.  One  should  have  cul- 
tures that  show  a true  fungus  and  not 
yeast.  We  demonstrate  the  fungus  by  di- 
rect scraping  or  by  culture  before  pre- 
scribing Griseofulvin. 


With  time  we  must  know  more  about 
chronic  toxicity  becau.se  in  some  cases  the 
need  for  long  continued  therapy  is  pres- 
ent. We  need  to  know  more  about  the 
effects  of  Gri.seofulvin  on  the  patient’s 
immune  mechanisms.  We  already  know 
that  the  drug  is  less  effective  in  patients 
taking  large  doses  of  steroids,  becoming 
more  effective  when  the  .steroid  dose  is 
reduced. 

Conclusion 

The  most  significant  conclusion  that 
can  be  drawn  from  a study  of  the  side 
effects  and  reactions  to  Griseofulvin  is 
that  it  is  a safe  and  valuable  addition  to 
our  armamentarium  for  the  treatment  of 
superficial  fungus  infections.  Until  now 
no  serious  complications  from  its  use  have 
been  reported. 
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C(lUa^u<U 


Officers  of  the  Louisiana  State  Medical  Society 
And  the  House  of  Delegates 


The  membership  have  cause  for  con- 
gratulation and  satisfaction  in  the  offi- 
cers chosen  for  the  coming  year  at  its 
meeting  on  May  8th,  9th,  and  10th, 

Those  elected  to  office  have  ability  and 
experience  such  as  will  make  them  capa- 
ble of  the  leadership,  guidance,  and  direc- 
tion, which  the  Society  will  need  in  the 
months  ahead. 

The  President  is  Dr.  Cuthbert  J.  Brown, 
a well  known  surgeon  of  New  Orleans, 
who  has  acquitted  himself  nobly  in  the 
service  of  organized  medicine  over  a peri- 
od of  many  years.  He  is  a Past  President 
of  the  Orleans  Parish  Medical  Society. 
He  has  .served  in  various  capacities  as  a 
member  of  the  Executive  Committee  of 
the  State  Society.  He  has  been  Chairman 
of  the  Legislative  Committee  of  the  State 
Society  for  Congressional  legislation,  and 
has  a broad  contact  with  the  problems  of 
practice,  as  well  as  with  the  socio-eco- 
nomic problems  of  organized  medicine. 


In  the  position  of  leader  for  the  next 
year,  the  physicians  of  the  State  can  take 
great  satisfaction  in  his  qualities  of  judg- 
ment and  stability. 

The  President  Elect  is  Dr.  Ralph  H. 
Riggs  of  Shreveport,  who  has  had  many 
years  of  experience  both  in  his  local  and 
State  Society  affairs.  He  has  been  Presi- 
dent of  the  Caddo  Parish  Medical  Society 
and  has  continued  to  be  active  and  effec- 
tive in  its  affairs.  He  has  served  for  years 
in  various  capacities  on  the  Executive 
Committee,  has  been  an  alternate  and  a 
delegate  to  the  House  of  Delegates  of  the 
American  Medical  Association,  and  is  na- 
tionally known  as  a surgeon  in  the  field 
of  rhinology.  His  breadth  of  view  and 
sincere  good  will  for  what  is  best  in  or- 
ganized medicine  is  well  known. 

The  First  Vice  Pi'esident  is  Dr.  J. 
Theo.  Brierre  of  New  Orleans,  a radiolo- 
gist. Dr.  Brierre  has  long  been  active  in 
the  Orleans  Parish  Medical  Society.  He 
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is  President  of  that  Society  at  the  pres- 
ent time,  and  has  served  in  various  capaci- 
ties as  a member  of  the  Executive  Com- 
mittee of  the  State  Society.  His  energy 
and  experience  commend  him  to  the  mem- 
bership in  this  important  position. 

Dr.  Gordon  W.  Peek  of  Baton  Rouge 
is  the  Second  Vice  President,  and  comes 
to  the  Executive  Committee  with  a long 
record  of  creditable  activity  in  leadership 
of  the  East  Baton  Rouge  Parish  Medical 
Society  of  which  he  is  a Past  President. 
He  is  a surgeon  with  a long  record  of 
knowing  what  is  best  for  patients  and 
what  is  best  for  organized  medicine. 

The  Third  Vice  President  is  Dr.  Eugene 
H.  Countiss  of  New  Orleans,  a gynecolo- 
gist, who  was  Chairman  of  arrangements 
for  the  recent  successful  meeting  of  the 
State  Society  in  New  Orleans.  Dr.  Coun- 
tiss has  been  active  in  the  Orleans  Parish 
Medical  Society  for  over  twenty  years, 
has  held  many  offices  in  it,  and  has  been 
a member  of  the  Executive  Committee  of 
the  State  Society  in  various  capacities. 
His  poise,  judgment,  and  keen  sense  of 
ethical  values  fit  him  for  this  important 
position  on  the  Executive  Committee. 

Dr.  C.  Grenes  Cole  continues  as  Secre- 
tary-Treasurer providing  satisfaction  and 
security  to  the  membership,  with  the 
blessings  of  all.  His  mature  judgment, 
vast  experience,  and  never-ending  re- 
sourcefulness continue  to  help  in  the  de- 
lineation of  policy  and  in  the  achievement 
of  difficult  tasks. 

The  memberships  in  the  Executive  Com- 
mittee are  otherwise  unchanged.  Dr.  0. 
B.  Owens  becomes  Past  President  in 
which  situation  he  will  continue  to  give 
valuable  aid  and  counsel  and  allow  this 
Society  the  benefit  from  his  experience 


and  highly  successful  years  in  his  activi- 
ties as  President. 

Dr.  Charles  B.  Odom  continues  as  Chair- 
man of  the  House  of  Delegates,  in  which 
position  the  membership  is  highly  appre- 
ciative of  the  dispatch  and  consideration 
given  to  the  handling  of  a difficult  assign- 
ment. 

Dr.  H.  H.  Hardy  of  Alexandria  is  again 
Vice-Chairman  and  continues  to  give  val- 
uable aid  and  assistance  to  the  Chairman 
and  to  the  Executive  Committee. 

Drs.  Guy  R.  -Jones  of  Lockport,  John 
L.  Beven  of  Baton  Rouge,  J.  Y.  Garber 
of  Lake  Charles,  and  R.  E.  C.  Miller  of 
Alexandria,  were  re-elected  in  their  posi- 
tions as  Councilors  for  the  Third,  Sixth, 
Seventh,  and  Eight  Districts.  The  compo- 
sition of  the  Council  is  unchanged  and  it 
is  in  a position  to  continue  its  important 
functions  as  both  the  watch  dog  and  the 
conscience  of  the  Society.  We  are  fortu- 
nate that  the  Council  has  members  of 
such  broad  experience  and  proven  ability. 

Additional  members  who  are  not  actu- 
ally officers  of  the  Society  in  their  new 
positions,  but  who  have  served  the  organi- 
zation long  and  \yell  are  Drs.  Arthur  Long 
and  Rhett  McMahon,  who  have  been  elect- 
ed to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association.  Both  are  Past 
Presidents  of  the  State  Society  and  both 
will  be  valuable  representatives  for  the 
Society  in  that  body.  This  gives  the  Lou- 
isiana State  Medical  Society  three  dele- 
gates on  the  floor  of  the  House  of  Dele- 
gates of  the  American  Medical  Associa- 
tion, where  their  effectiveness  is  in  direct 
proportion  to  the  square  of  the  number 
present. 

The  physicians  of  Louisiana  can  feel 
that  the  officers  they  have  chosen  will  do 
credit  to  the  organization. 
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ORGAN  IZATiOH  SECTION 


The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana  State 
Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contribute  to  the 
understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


ABSTRACTED  MIINUTES 
HOUSE  OF  DELEGATES 
May,  1961 
Minutes 

Minutes  of  1960  meeting  and  special  meeting 
of  House  of  Delegates  on  March  5,  1961,  approved 
as  recorded. 

Minutes  of  Executive  Committee  since  1960 
meeting  of  House  of  Delegates,  approved  as 
recorded. 

Special  Order 

Announcement  of  appointment  of  Dr.  Felix  A. 
Planche  as  me?nber  of  the  Committee  on  Budget 
and  Finance. 

Addresses  by  br.  Edward  R.  Annis,  Miami; 
Dr.  W.  W.  Bauer,  Chicago;  Dr.  Roy  T.  Lester, 
Washington,  D.  C.  and  Mr.  St.  Clair  Adams,  New 
Orleans. 

Introduction  of  new  ?nembers  of  House  of  Dele- 
gates. 

Greetings  from  representatives  of  Woman’s 
Auxiliary  of  the  State  Society. 

Roll  of  members  who  died  since  1960  Annual 
Meeting  read  and  members  of  House  stood  in 
honor  of  these  members. 

Message  to  Dr.  Edwin  L.  Zander,  Dr.  Emmett 
L.  Irwin  and  Dr.  W.  Robyn  Hardy  in  re  illness 
and  absence  from  meeting. 

Flowers  to  Mrs.  O.  B.  Owens,  wife  of  president 
of  the  State  Society,  absent  from  the  meeting 
due  to  emergency  surgery. 

Announcement  of  scientific  exhibit  awards: 
First  place,  Drs.  Buchtel,  Kirgis,  Jackson,  De- 
Camp  and  Ochsner.  Second  place,  Drs.  Adrian! 
and  Sessions. 

Reports  without  Recommendations 

President:  Referred  to  Committee  on  Presi- 

dent’s Report  and  report  of  this  Committee  com- 
mending the  president  and  heartily  endorsing 
his  actions,  was  accepted. 

Following  reports  accepted  as  printed:  Secre- 
tary-Treasurer, Chairman  of  Council,  Councilors : 
Second  District,  Third  District,  Fourth  District, 
Fifth  District,  Sixth  District,  Seventh  District, 
Eighth  District;  Committees:  Accreditation  of 

Hospitals,  Aid  to  Indigent  Members,  Alcoholism, 
American  Medical  Education  Foundation,  Ar- 
rangements— 1961  Annual  Meeting,  Blood  Banks, 
Budget  and  Finance,  Child  Health,  Chronic  Dis- 
eases, Committees,  Congressional  Matters,  De- 
partment of  Public  Welfare  (Advisory  Commit- 
tee, Domicile,  Gamma  Globulin  and  Salk  Vac- 
cine, Geriatrics,  Historian,  Hospitals,  Industrial 
Health,  I>ectures  for  Colored  Physicians,  Liaison 


with  Louisiana  States  Nurses  Association,  Mater- 
nal Welfare,  Mediation,  Medical  and  Hospital 
Service  in  re  Insurance  Contracts,  Medical  De- 
fense, Medical  Education,  Medical  Testimony,  Na- 
tional Emergency  Medical  Service,  Neuropsychi- 
atric Service  at  Charity  Hospitals,  Public  Health 
of  the  State  of  Louisiana,  Revision  of  Charter, 
Constitution  and  By-Laws,  Rural  and  Urban 
Health,  Scientific  Work,  State  Hospital  Policies 
and  Medical  Indigency,  Tetanus  Protection,  Wo- 
man’s Auxiliary. 

Other  reports,  containing  no  recommendations, 
accepted:  Louisiana  State  Beard  of  Medical  Ex- 
aminers (announcement  that  Dr.  Chaides  B. 
Odom  had  been  appointed  to  replace  Dr.  E.  L. 
Leckert,  resigned)  ; Public  Relations  Counselors, 
Legislative  Consultant  and  delegate  to  American 
Medical  Association. 

Reports  with  Recommendations 

Past  Presidents  Advisory  Council:  1.  A mess- 
age be  sent  to  Dr.  E.  L.  Zander,  who  is  ill,  wish- 
ing him  a speedy  recovery:  Referred  to  Commit- 
tee on  Resolutions.  2.  The  House  of  Delegates 
urge  the  sheriffs  and  district  attorneys  of  the 
various  parishes  to  enforce  the  provisions  of  the 
Medical  Practice  Act  and  the  House  of  Delegates 
request  the  component  societies  to  contact  their 
sheriffs  and  district  attorneys  to  endeavor  to 
influence  them  to  enforce  the  Medical  Practice 
Act:  Approved.  3.  A bronze  plaque  be  struck 

and  presented  to  Dr.  E.  L.  Leckert  in  the  name  of 
the  Society  in  recognition  of  volunteer  service  to 
Medicine  in  this  City:  Approved.  4.  This  plaque 
be  placed  in  the  domicile  of  the  State  Medical 
Society  and  a framed  photograph  of  same  be 
sent  to  the  recipient:  Approved.  5.  The  President 
of  the  Society  appoint  a special  committee  to 
study  the  feasibility  of  establishing  a Hall  of 
Fame  for  Medicine  in  Louisiana  and  that  this 
committee  report  back  to  the  next  regular  meet- 
ing: Approved.  6.  The  House  of  Delegates  ap- 
prove the  Kerr-Mills  Bill  and  that  it  condemn 
the  Anderson-King  Bill : Approved. 

Councilor  of  First  District:  1.  (Reworded  at 
time  of  meeting,  as  follows)  : (a)  An  active  mem- 
ber who  has  reached  70  years  of  age  and  has 
been  an  active  member  of  the  State  Society  for  25 
years  will  be  made  an  active  dues  exempt  member 
with  all  rights  and  benefits  of  an  active  member 
as  long  as  he  is  practicing;  (b)  An  associate  mem- 
ber who  has  reached  70  years  of  age  and  has 
been  an  associate  member  of  the  State  Society 
for  25  years  will  be  made  a dues  exempt  member 
with  all  rights  of  an  associate  member:  Referred 
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back  to  the  Committee  on  Revision  of  the  Charter, 
Constitution  and  By-Laws,  for  report  to  the  Ex- 
ecutive Committee.  2.  The  proper  committee  con- 
sider the  problem  of  collection  of  physicians’  fees 
when  a patient  is  covered  by  insurance : Re- 

ferred to  the  Committee  on  Insurance,  for  report 
to  the  Executive  Committee  and  les:«d  counsel  be 
obtained  concerninff  the  matter. 

Committee  on  lUulyet  and  Finance:  (Recom- 

mendations concerninjy  matters  referred  to  the 
Committee  during:  time  of  the  meetinj?).  1.  Dis- 
approval of  proposal  that  the  piesident  of  the 
State  Society  be  paid  a salary  of  $6,000.00  per 
annum:  Approved.  2.  The  House  of  Delejrates 

decline  a reconsideration  of  the  subject  of  pur- 
chase of  the  History  of  the  Louisiana  State  Medi- 
cal Society:  Approved.  3.  An  amount  of  $150.00 
be  appropriated  to  defray  expense  in  striking  a 
plaque  honoring  Dr.  E.  L.  Leckert,  as  recom- 
mended by  the  Past  Presidents  Advisory  Council: 
Approved. 

Caneer  Commission : 1.  Members  of  the  Society 
be  urg:ed  to  continue  and  intensify  their  interest 
and  activities  in  lay  and  professional  education 
concerning:  cancer,  further  development  and  utili- 
zation of  cytolog:ic  diag:nostic  methods,  and  im- 
provement of  facilities  for  caring:  for  terminal 
cancer  cases  in  both  private  and  charity  hospitals: 
Approved.  2.  Amount  of  Five  Hundred  Dollars 
($500.00)  be  budg:eted  for  use,  if  necessary,  by 
the  Cancer  Commission  for  carrying:  out  its  vari- 
ous functions  during  the  coming  year:  Approved. 
(Appropriation  previously  approved  by  Commit- 
tee on  Budget  and  Finance.) 

Committee  on  Diabetes:  1.  Committee  on  Dia- 
betes be  continued  and  made  more  active:  Ap- 

proved. 

Committee  on  Federal  Medical  Services:  1. 

Wider  publicity,  by  members,  to  the  programs 
advanced  by  AMA  and  allied  professional  groups 
Nvith  regard  to  providing  improved  private  medi- 
cal care  for  the  aged  (10  point  program)  : Ap- 
proved. 2.  Endorsement  of  the  AMA  position  that 
federal  medical  care  responsibility  for  veterans 
be  limited  to  service-connected  illness  and  in- 
juries: Approved.  3.  Continued  and  increased 

leadership  in  planning  and  training  of  the  medi- 
cal profession  and  allied  fields  in  the  problems  of 
disaster  medical  care:  Approved.  4.  Every  mem- 
ber of  the  State  Society  be  sent  a copy  of  “Third 
Party  Interference,  the  Practice  of  Medicine  and 
the  Market  Economy”  pamphlet  published  by  the 
Association  of  American  Physicians  and  Sur- 
geons : Approved. 

Committee  on  Insurance : (Recommendations 

reworded  at  time  of  meeting) . 1.  Continuation  of 
this  Committee:  Approved.  2.  Whenever  the 

Committee  is  ready  to  make  a specific  presenta- 
tion of  a program  it  should  first  be  presented  to 
the  Executive  Committee:  Approved.  3.  The 

Committee  be  allowed  to  consider  all  possible  pro- 
grams for  malpractice  insurance,  including  that 


of  an  independent  broker  for  this  type  of  insur- 
ance: Approved.  4.  If  a program  is  submitted 

by  an  independent  broker  for  malpractice  insur- 
ance and  is  accepted  by  the  Executive  Committee, 
then  that  broker  automatically  becomes  the  broker 
of  record  for  malpractice  insurance:  Approved. 

5.  Acceptance  of  proposed  investment  and  retire- 

ment plan  as  submitted  by  the  Pan  American  Life 
Insurance  Comjjany  and  the  National  American 
Bank:  Recommendation  not  approved.  Motion 

made  and  carried  that  the  Insurance  Committee 
be  given  authority  to  recommend  companies  to 
the  Executive  Committee  for  final  approval  and 
that  all  plans  to  be  accepted  be  screened  by  the 
Insurance  Committee  and  approved  by  the  Exec- 
utive Committee. 

Committee  on  Joiumal:  1.  Re-election  of  Dr. 

Sam  Hobson  and  Dr.  .1.  E.  Knighton  as  members 
of  the  Committee  on  Journal:  Referred  to  Nomi- 
nating Committee  and  upon  acceptance  of  report 
of  this  Committee  Drs.  Hobson  and  Knighton 
were  re-elected. 

Committee  on  Liaison  with  Louisiana  State  Bar 
Assoeiation : 1.  Committee  on  Liaison  with  Lou- 
isiana State  Bar  Association  be  continued:  Ap- 

proved. Proposed  inter-professional  code  was  sub- 
mitted and  House  of  Delegates  went  on  record  as 
accepting  report  of  the  Committee  and  referred 
the  code  to  the  Executive  Committee  for  further 
consideration;  an  opinion  to  be  secured  from  the 
Bar  Association  before  final  adoption. 

Committee  on  Liaison  with  Louisiana  Hospital 
and  \urses  Associations : 1.  Participation  by  the 
Louisiana  State  Jledical  Society  in  this  three- 
party  conference  be  continued:  Approved. 

Committee  on  Louisiana  Organizations  for  State 
Legislation : 1.  Committee  on  LOSL  be  continued: 
Approved. 

Committee  on  Mental  Health:  1.  Recommenda- 
tion be  made  to  appropriate  authorities  that  a 
fully  qualified  administrative  psychiatrist  be  se- 
cured to  administer  the  State  Mental  Health  Pro- 
gram: Not  approved.  2.  The  Society  stimulate 
conferences  focused  on  ways  to  close  the  gap  be- 
tween Organized  Medicine  and  the  public  mental 
hospitals:  Not  approved.  3.  The  State  Society 
encourage  parish  and  district  societies  to  include 
more  presentations  on  mental  health  in  their  pro- 
grams: Not  approved.  4.  The  State  Society  en- 
courage development  of  conferences  on  psychi- 
atric orientation  of  non-psychiatric  physicians: 
Net  approved.  5.  The  State  Society  encourage 
the  parish  societies  and  its  members  to  take  ac- 
tive part  in  educational  programs  in  mental 
health  for  the  general  public:  Not  approved. 

6.  Wherever  applicable  interest  in  programs  for 
the  mentally  retarded  be  included  as  a part  of 
the  above  recommendations:  Not  approved.  7.  The 
Committee  on  Mental  Health  be  made  a standing 
committee  of  the  Louisiana  State  Medical  Society, 
and  it  be  composed  of  members  with  overlapping 
terms:  Not  approved.  8.  The  Committee  on  Men- 
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tal  Health  be  recognized  by  the  State  Society  as 
the  body  for  liaison  with  the  Governor,  State  De- 
partment of  Hospitals,  and  State  Department  of 
Institutions  in  matters  of  mental  health:  Not 

approved. 

Committee  on  Public  Policy  and  Legislation: 
1.  Favor  implementation  of  Kerr-Mills  program 
by  fostering  appropriate  State  legislation:  Ap- 
proved. 2.  Favor  passage  of  legislation  which 
would  establish  a hospital  standard  setting  au- 
thority so  that  complete  participation  in  Kerr- 
Mills  benefits  will  be  available  to  citizens  of  Lou- 
isiana: Approved.  3.  Favor  passage  of  a “Good 
Samaritan”  law:  Approved.  4.  Favor  restriction 
of  the  use  of  ionizing  radiation  to  qualified  per- 
sonnel : Approved.  5.  Favor  passage  of  legisla- 
tion for  the  protection  of  blood  banks  from  un- 
justified law  suits:  Approved.  Discussion  of  pro- 
posed legislation  concerning  standard-setting  of 
hospitals  and  report  that  considerable  favorable 
comment  has  been  received  from  members  of  the 
Legislature  concerning  the  First  Aid  Station. 

Committee  on  Resolutions : 1.  A copy  of  these 
resolutions  be  sent  to  each  person  and  organiza- 
tion mentioned  and  also  published  in  The  Journal 
of  the  Louisiana  State  Medical  Society:  Ap- 

proved. 

Committee  on  Revision  of  Charter,  Constitution 
and  By-Laws:  1.  The  House  of  Delegates  take  no 
action  with  regard  to  membership,  with  deletion 
of  dues,  for  active  members  who  reach  the  age  of 
seventy  years  and  have  been  members  for  twenty- 
five  or  more  years:  No  action  due  to  action  on 
recommendation  of  Councilor  of  First  District 
(subject  referred  back  to  this  Committee  for  re- 
port to  the  Executive  Committee). 

Council  on  Medical  Service  and  Public  Rela- 
tions: 1.  Utilize  every  means  possible  (publicity, 
personal  appearances  by  officers  before  civic 
groups,  etc.)  to  intensify  the  campaign  against 
legislation  which  would  include  health  care  in  the 
Social  Security  program;  as  part  of  the  anti- 
Forand  campaign,  support  for  the  full  acceptance 
of  the  Kerr-Mills  law  for  meeting  medical  needs 
for  the  aged  is  necessary:  Approved.  2.  Conduct 
a program  through  high  schools  in  the  State  to 
encourage  medical  careers;  supplying  the  voca- 
tional guidance  counselors  in  each  school  with  in- 
formation on  and  the  educational  qualifications 
for  various  medical  careers:  Approved.  3.  Com- 
bat and  expose  cultism,  medical  faddism,  and 
quackery  of  all  types;  in  addition  to  present  anti- 
chiropractic efforts  and  coordinated  with  it:  Ap- 
proved, with  deletion  of  “in  addition  to  present 
anti-chiropractic  efforts  and  coordinated  with  it”. 
4.  As  quickly  as  possible  after  the  next  election 
of  state  legislators,  publish  an  updated  version 
of  the  legislative  directory:  Approved.  5.  Conduct 
an  annual  fireworks  safety  campaign  through 
various  publicity  outlets  in  conjunction  with  the 
Fourth  of  July  and  New  Year  holidays:  Ap- 

proved. 6.  Showing  of  health  exhibits  for  laymen 


at  three  selected  parish  fairs:  Approved.  7.  Con- 
tinuation of  CAPSULES:  Approved.  8.  Continu- 
ation of  existing  educational  campaigns  such  as 
tetanus,  polio  and  diphtheria:  Approved.  Motion 
was  made  and  adopted  that  the  Council  try  to  in- 
stitute weekly  television  programs. 

Amendments 

Final  adoption  of  following  amendments  ap- 
proved at  1960  Annual  Meeting. 

Constitution 

Article  IV — Composition  of  the  Society:  Add 
“resident”  to  intern  members  and  change  “inac- 
tive” to  “active  dues  exempt”. 

Article  IV — Section  3.  Honorary  Members:  De- 
lete “but  shall  not  be  permitted  to  hold  office”. 

Article  IV  — Section  U-  Inactive  Members: 
Change  “inactive”  to  “active  dues  exmpt”  and 
delete  “nor  shall  they  be  eligible  to  hold  office”. 
Add  “They  shall  be  eligible  to  vote  and  hold  of- 
fice”. 

Article  IV — Section  5.  Intern  Members:  Change 
to  “Intern/Resident”  members. 

Article  VII — House  of  Delegates:  Reword  last 
part  as  follows  : “ . . . (3)  an  Advisory  Body 
composed  of  Past  Presidents  with  full  voting 
power”. 

Article  X — Section  1.  Officers:  Add  “for  one 
year  following  his  retii’ement”  in  re  tenn  of 
office  of  retiring  president. 

Article  X — Section  3.  Officers:  Add  “nomi- 
nated on  the  first  day  of  the  annual  session  by 
the  House  of  Delegates  and”. 

Article  XIV  — Amendments:  Change  “regis- 
tered” to  “present”  in  re  vote  of  delegates. 

Other  Action 

President  of  Louisiana  State  Medical  Society 
encouraged  to  appoint  a committee  to  work  with 
the  Department  of  Rehabilitation  in  the  same 
manner  as  the  Advisory  Committee  to  the  Depart- 
ment of  Welfare. 

Recommendations  of  Rapides  Parish  Medical 
Society:  1.  The  president  of  the  State  Society 
be  paid  a gratuity  of  $6,000.00  per  annum  in 
addition  to  the  usual  incurred  expenses:  Re- 

ferred to  the  Committee  on  Budget  and  Finance 
and  recommendation  of  that  Committee  that  this 
recommendation  be  rejected,  adopted.  2.  All 
members  of  the  Louisiana  State  Medical  Society 
be  members  of  the  American  Medical  Associa- 
tion : Referred  to  the  Executive  Committee. 

Resignation  of  Dr.  Ralph  H.  Riggs  as  AMA 
delegate  for  1961  accepted.  (Dr.  Rhett  G.  Mc- 
Mahon, Alternate  to  serve  in  1961). 

Resignation  of  Dr.  Walter  Moss  as  alternate 
AMA  delegate  for  1961  and  1962  accepted.  (Dr. 
R.  T.  Lucas  elected  to  replace  Dr.  Moss). 

Retolutioni 

Dr.  C.  E.  Boyd:  Firmly  believing  that  a few 
flowers  should  be  given  him  who  has  earned 
our  praise  and  thanks  while  he  still  has  some 
olfactory  sense,  I would  like  to  bring  to  your 
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attention  a pentleinan  who  was  born  in  1889  at 
Greensburp,  Louisiana,  who  was  educated  and 
trained  in  Louisiana  schools;  who  practiced  his 
profession  as  a surgeon  with  distinction;  who 
taught  at  Louisiana  State  University  Medical 
School  and  Tulane  Medical  School;  who  is  a 
past  president  of  the  Orleans  Parish  Medical 
Society  and  the  Louisiana  State  Medical  Society, 
serving  both  organizations  well  and  faithfully 
in  many  capacities;  who  served  the  people  of 
New  Orleans  as  coroner  for  sixteen  years;  and 
who  has  given  of  himself  unselfishly  for  the 
protection  of  the  public  and  the  profession 
against  quacks,  charlatans,  corrupt  politicians, 
and  all  other  enemies.  This  gentleman  is 
C.  Grenes  Cole,  who  has  served  us  so  well  as 
Secretary-Treasurer  of  the  Louisiana  State  Med- 
ical Society  since  1950.  He  is  not  only  renowned 
for  his  many  accomplishments,  a few  of  which 
have  been  called  to  your  attention,  but  also  for 
his  inexhaustible  witty  stories.  Although  some 
of  us  have  had  various  disagreements  with  him, 
no  one  can  doubt  his  devotion  to  duty  and  to  his 
beloved  medical  profession.  Therefore,  be  it  re- 
solved that  the  House  of  Delegates  give  our  Sec- 
retary, C.  Grenes  Cole,  a rising  vote  of  thanks, 
and  that  a picture  or  painting  of  him  be  placed 
in  the  office  of  the  Louisiana  State  Medical 
Society,  properly  inscribed,  as  a living  memorial 
of  our  esteem.  Be  it  further  resolved  that  the 
amount  expended  and  the  execution  of  this  reso- 
lution be  placed  in  the  hands  of  the  Budget  and 
Finance  Committee:  Adopted. 

Shreveport  Medical  Society:  Whereas,  The 

Social  Security  .Amendments  of  1960  to  Public 
Law  86-778  will,  in  all  probability,  be  imple- 
mented in  the  State  of  Louisiana  in  the  near 
future;  and  Whereas,  The  amended  -Act  implies 
that  a direct  vendor  payment  plan  be  utilized  to 
furnish  medical  assistance  on  behalf  of  aged 
individuals;  and  Whereas,  The  Act  amended 
provides  for  the  establishment  or  designation  of 
a state  agency  to  administer  the  plan  or  provide 
for  the  establishment,  or  desig^iation  of  a state 
agency  to  supervise  the  administration  of  a 
plan  whereby  intermediary  agency  can  be  uti- 
lized; and  Whereas,  It  is  the  opinion  of  the 
members  of  the  Shreveport  Medical  Society  that 
the  direct  payment  for  services  rendered  under 
this  Act  by  a governmental  agency  to  any  hospi- 
tal, nursing  home,  or  other  institution  poses  a 
potential  threat  of  control  to  such  organizations, 
but  that  this  should  be  a matter  to  be  resolved 
between  the  governmental  agency,  the  Louisiana 
Hospital  Association  and  the  Louisiana  Medical 
Society,  that  on  this  matter  the  Shreveport  Medi- 
cal Society  offers  no  opinion.  However,  the 
direct  payment  to  physicians  for  medical  services 
by  any  goveinmental  agency  constitutes  a real 
and  imminent  danger  to  the  medical  profession 
and  a serious  threat  to  physician-patient  rela- 


tionship, and  that  this  method  of  payment  to 
physicians  directly  by  a governmental  agency  is 
herewith  opposed;  therefore  be  it  Resolved,  That 
the  President  of  the  Louisiana  Medical  Society, 
the  members  of  the  Executive  Committee  and  all 
other  appropriate  committees  of  the  Louisiana 
State  Medical  Society  make  every  effort  to  se- 
cure a method  of  payment  for  physicians’  serv- 
ices rendered  to  both  in-patients  and  out-patients 
whereby  direct  payment  by  governmental  agency 
is  not  made,  and  that  some  intermediary  agency 
be  utilized  and  that  such  checks  for  payment 
lequire  endorsement  by  both  patient  and  physi- 
cian: Referred  to  the  Committee  on  Public  Pol- 
icy and  Legislation. 

Dr.  ./.  C.  Stovall:  Be  It  Resolved  That — The 
implementation  of  Public  Law  86-778,  commonly 
known  as  the  Kerr-Mills  Bill,  be  approved  by 
the  House  of  Delegates  of  the  Louisiana  State 
.Medical  Society  and  that  the  method  of  imple- 
mentation be  delegated  to  the  Committee  on 
Public  Policy  and  I^egislation  of  the  Louisiana 
State  Medical  Society  and  that  it  be  done  in 
the  interest  of  the  practice  of  private  medicine 
for  the  welfare  of  the  recipients  and  that  if 
feasible  it  be  done  through  an  intermediary 
agent  rather  than  directly  through  a govern- 
mental agency:  Adopted. 

Loitiiiiuna  Public  Health  Association : Whereas, 
there  are  over  100  community  health  programs 
in  Louisiana  administered  by  over  30  state 
agencies  and.  Whereas,  this  fragmentation  of 
administration  and  operation  of  health  services 
has  occurred  with  increasing  momentum  during 
the  past  25  years  and.  Whereas,  this  fragmenta- 
tion fosters  waste  of  state  funds,  and  resources, 
decreases  efficiency  and  quality  of  services  ren- 
dered and  makes  it  more  difficult  for  those  in 
need  to  obtain  necessary  services.  Therefore  be 
it  resolved  that  this  fragmentation  of  services 
be  brought  to  the  attention  of  the  Governor,  to 
the  State  Legislature  and  to  the  State  Medical 
Society  and.  Be  It  Further  Resolved  that  the 
above  parties  be  requested  to  study  this  pi’ob- 
lem  thoroughly  for  the  purpose  of  finding  a 
satisfactory  solution  for  the  benefit  of  the  people 
of  Louisiana : Referred  to  the  Committee  on 

Public  Health  of  the  State  of  Louisiana,  for 
report  to  the  Executive  Committee. 

Louisiana  Public  Health  Association:  Where- 
as, the  recently  passed  Kerr-Mills  Act  is  in  the 
pi’ocess  of  being  implemented  nationwide,  and 
Whereas,  enough  time  has  not  elapsed  to  evalu- 
ate how  effectively  this  Bill  will  meet  the  needs 
of  the  aged  and.  Whereas,  further  sound  legis- 
lation pertaining  to  the  aged  can  only  be  based 
on  the  experiences  gained  from  the  full  opera- 
tion and  evaluation  of  the  Kerr-Mills  Act,  There- 
fore, Be  It  Resolved,  that  new  legislation  pertain- 
ing to  the  health  problems  and  care  for  the  aged 
not  be  considered  by  the  U.  S.  Congress  until 
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full  infcrmation  on  the  effectiveness  of  the 
Kerr-Mills  Act  becomes  available,  Thei’efore  be 
it  Resolved  that  this  resolution  be  brought  to 
the  attention  of  the  Louisiana  State  Medical  So- 
ciety and  component  member  societies,  the  House 
and  Senate,  members  from  Louisiana:  Referred 
to  the  Committee  on  Public  Health  of  the  State 
of  Louisiana,  for  report  to  the  Executive  Com- 
mittee. 

Dr.  Walter  Moss:  Whereas,  more  and  more 
State  operated  community  health  programs  are 
being  established  in  a wide  variety  of  aggressive 
lay  agencies  rather  than  under  medically  directed 
agencies,  and  Whereas,  the  above  process  of 
fragmenting  community  health  services  increases 
the  cost  of  these  services  unnecessarily,  decreases 
the  quality  and  creates  confusion  in  rendering 
these  services,  frustrates  the  people  who  need  to 
avail  themselves  of  these  services,  and  makes  it 
impossible  for  the  medical  profession  to  guard 
adequately  the  operations  and  development  of 
State  health  programs,  and  Whereas,  medical 
administration  and  medical  direction  are  essen- 
tial for  competent  operation  of  all  health  pro- 
grams, Now,  Therefoi-e  Be  It  Resolved  by  this 
House  of  Delegates  of  the  Louisiana  State  Medi- 
cal Society:  That  a committee  be  established  to 
study  the  problems  of  organization,  administra- 
tion and  all  the  other  aspects  of  State  govern- 
ment health  services  for  the  purpose  of  keeping 
the  medical  profession  informed  concerning  these 
matters  and  for  supplying  pertinent  and  accurate 
data  for  guiding  the  actions  of  this  Society,  and 
That  the  House  of  Delegates  go  on  record  in 
urging  that  all  governmentally  operated  health 
pi'Ograms  be  placed  under  the  direction  of  a medi- 
cally directed  agency.  That  the  latter  action  be 
communicated  to  the  State  Legislators  and  other 
proper  state  authorities:  Adopted — president  to 

appoint  a special  committee  to  implement  this 
program. 

Matters  Discussed — No  Action  Taken 

National  Emergency  Medical  Services. 

Suggestion  that  the  Secretary-Tr-easurer  keep 
members  of  the  Society  informed  through  CAP- 
SULES concerning  the  hospital  licensing  law. 

Suggestion  that  Chairman  of  Arrangements 
for  future  meetings  provides  for  a refreshment  or 
snack  bar  near  the  meeting  room. 

Election  of  Officers,  Delegates  and  Alternates 
to  AMA  and  Committees 

President-elect — Dr.  Ralph  H.  Riggs,  Shreve- 
port 

First  Vice-President — Dr.  J.  Theo  Hrierre, 

New  Orleans 

Second  Vice-President — Dr.  (iordon  W.  Peek, 
Baton  Rouge 

Third  Vice-President  Dr.  Eugene  11.  Countiss, 
New  Orleans 


Chairman,  House  of  Delegates — Dr.  Charles  B. 
Odom,  New  Orleans 

\’ice-Chairman,  House  of  Delegates — Dr.  H.  H. 
Hardy,  Jr.,  Alexandria 

Councilor,  Third  District — Dr.  Guy  R.  Jones, 
Lockport 

Councilor,  Sixth  District — Dr.  John  L.  Beven, 
Baton  Rouge 

Councilor,  Seventh  District — Dr.  J.  Y.  Garber, 
Lake  Charles 

Councilor,  Eighth  District — Dr.  R.  E.  C.  Miller, 
Alexandria 

Delegate  to  AMA— 1962  and  1963— Dr.  O.  B. 
Owens,  Alexandria 

Alternate  Delegate  to  AMA — 1962  and  1963 — 
Dr.  Rhett  G.  McMahon,  Baton  Rouge  (Alter- 
nate to  Dr.  Owens) 

Alternate  Delegate  to  AMA — 1961  and  1962 — 
Dr.  Robert  T.  Lucas,  Shreveport  (Alternate 
to  Dr.  Long) 

Committee  on  Committees : Dr.  Edwin  L.  Zan- 
der, New  Orleans,  Chairman;  Dr.  Rhett  G.  Mc- 
Mahon, Baton  Rouge  and  Dr.  J.  Kelly  Stone,  New 
Orleans. 

Committee  on  .Journal:  Dr.  Sam  Hobson,  New 
Orleans  and  Dr.  J.  E.  Knighton,  Shreveport. 

Committee  on  Medical  Defense:  Dr.  J.  Kelly 
Stone,  New  Orleans. 

Committee  on  Public  Policy  and  Legislation: 
Dr.  Jos.  A.  Sabatier,  Baton  Rouge,  Chairman; 
Dr.  N.  J.  Chetta,  New  Orleans;  Dr.  J.  E.  Clayton, 
Norco;  Dr.  Leo  J.  Kerne,  Thibodaux;  Dr.  C.  E. 
Boyd,  Shreveport;  Dr.  E.  J.  Brown,  Monroe;  Dr. 
Jack  Thielen,  Lake  Charles,  Dr.  F.  P.  Bordelon, 
Marksville. 

Committee  on  Scientific  IForA';  Dr.  Sam  Hob- 
son, New  Orleans  and  Dr.  S.  L.  Gill,  Shreveport. 

Future  Annual  Meetings 

Dates  and  Places:  1962 — Monroe,  May  7-9; 

1963 — New  Orleans,  May  6-8;  1964 — Lafayette; 
1965 — New  Orleans,  May  3-5. 

Discussion  was  held  concerning  possibility  of 
considering  the  Gulf  Coast  for  future  meetings 
and  this  subject  was  referred  to  the  Executive 
Committee  for  study. 

REPORT  OF  COMMITTEE  ON  MEDICAL 
DEFENSE 

In  the  twelve-month  period,  March  1,  1960  to 
March  1,  1961,  this  Committee  has  received  four 
requests  for  legal  assistance  in  claims  of  mal- 
practice, as  follows: 

1.  Claims  aggregating  $2()8,{)00.00  against  a 
doctor  and  his  insurer  alleging  malpractice  aris- 
ing from  a bladder  operation.  Defense  approved 
in  October,  1960.  No  further  action  reported. 

2.  Suit  for  .$76,000.00  claiming  negligence  fol- 
lowing the  death  of  a child  from  complications 
following  measles.  No  action  in  this  case  re- 
|)oi'ted. 

3.  Suit  for  $106,374.53  claiming  negligence  fol- 
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lowing  an  injury  of  the  foot  allegedly  caused  by 
a fish  bone.  No  action  reported. 

4.  Suit  for  $50,000.00  arising  from  postopera- 
tive wound  infection.  Case  withdrawn. 

The  case  in  the  1959-60  report,  claiming  mal- 
practice in  an  obstetrical  patient,  has  been  dis- 
missed. 

There  is  no  further  action  to  be  reported  in 
any  of  the  other  cases  previously  presented. 

C.  B.  ERICKSON,  M.  D.,  Chairman 

REPORT  OF  COMMITTEE  ON  RESOLUTIONS 

The  members  and  guests  in  attendance  at  the 
1961  Annual  Meeting  of  the  Louisiana  State 
Medical  Society  held  in  New  Orleans  May  8-10 
wish  to  acknowledge,  with  thanks,  assistance  ren- 
dered by  the  following  individuals  and  groups: 

Dr.  J.  Theo  Brierre,  President;  Dr.  Eugene 
H.  Countiss,  Chairman,  personnel  of  Committees 
on  Arrangements  and  all  members  of  the  Orleans 
Parish  Medical  Society,  hosts  to  the  meeting. 

Rev.  .-Mbert  B.  Link  who  offered  the  invocation 
at  the  official  opening  meeting  of  the  Society. 

Hon.  James  E.  Fitzmorris,  Jr.,  Councilman  of 
the  City  of  New  Orleans  for  his  cordial  welcome 
to  the  city. 

Dr.  M.  E.  St.  Martin,  President,  New  Orleans 
Graduate  Medical  Assembly,  for  his  words  of 
welcome. 

Dr.  Edward  R.  .^nnis,  of  Miami,  for  his  talk 
before  the  House  of  Delegates  and  for  a most 
interesting  presentation  at  the  opening  meeting. 

Dr.  W.  W.  Bauer  and  Dr.  Roy  T.  Lester  for 
their  interesting  reports  concerning  activities  of 
the  AMA. 

The  Chairman  of  the  various  scientific  sessions 
and  the  following  out-of-state  guests  who  par- 
ticipated in  the  scientific  program: 

Dr.  James  S.  May,  Dallas,  Texas 

Dr.  John  Edmund  Skogland,  Houston,  Texas 

Dr.  Herbert  M.  Stauffer,  Philadelphia, 
Pennsylvania 

Dr.  James  Sherwood  Taylor,  Little  Rock, 
Arkansas 

Dr.  Frederick  Zuspan,  Augusta,  Georgia 

The  New  Orleans  papers  as  well  as  the  press 
throughout  the  State  for  publicity  prior  to  and 
during  the  time  of  the  meeting. 

Radio  and  TV  stations  in  New  Orleans  and 
throughout  the  State,  for  excellent  cooperation 
in  broadcasting  specific  phases  of  the  meeting. 

The  Hotel  Roosevelt,  Headquarters  for  the 
meeting,  for  excellent  services  rendered  members 
attending  the  meeting,  as  well  as  facilities  for 
various  sessions  in  connection  with  the  meeting; 


also  other  hotels  and  motels  in  New  Orleans  for 
accommodations  furnished. 

The  Catholic  Physicians  Guild  of  New  Orleans 
for  arranging  a Memorial  Mass  in  memory  of 
those  members  of  the  Society  who  died  during 
the  past  year. 

Mr.  Paul  J.  Perret  and  Mr.  Paul  R.  Kalman, 
Jr.,  who  rendered  a most  valuable  seiwice  prior  to 
and  during  the  meeting  as  Public  Relations 
Counselors  in  securing  publicity  for  the  meeting; 
also  for  their  report  presented  to  the  House  of 
Delegates. 

Mr.  Percy  J.  Landry,  Jr.,  Legislative  Consult- 
ant, who  has  continued  to  be  most  helpful  to  the 
medical  profession,  for  his  informative  talk  be- 
fore the  House  of  Delegates. 

Scientific  exhibitors  whose  exhibits  add  much 
interest  to  the  meeting. 

Pharmaceutical,  surgical  and  other  companies 
and  organizations  for  their  continued  cooperation 
in  having  technical  exhibits. 

All  companies  who  purchased  space  for  adver- 
tising in  the  Program. 

The  New  Orleans  Country  Club  for  facilities 
furnished  for  the  golf  tournament. 

Dr.  Edwin  H.  Lawson,  Secretary  of  the  Louisi- 
ana State  Board  of  Medical  Examiners  for  his 
report  submitted  to  the  House  of  Delegates. 

Officers  and  members  of  the  Woman’s  Auxili- 
ary who  prepared  an  interesting  program  for 
the  members  of  the  Auxiliary. 

Dr.  O.  B.  Owens  who  has  served  so  capably 
during  the  past  year  as  President  of  this  organi- 
zation. 

The  Past  Presidents  Advisory  Council  for  re- 
port to  the  House  of  Delegates  and  their  con- 
tinued active  interest  in  the  organization. 

Dr.  Charles  B.  Odom,  Chairman  of  the  House 
of  Delegates. 

Dr.  C.  Grenes  Cole,  Secretary-Treasurer  who 
has  continued  to  render  invaluable  service  to  the 
organization. 

Miss  Annie  Mae  Shoemaker,  Assistant  Secre- 
tary-Treasurer and  the  entire  secretarial  staff 
for  their  efficient  handling  of  details  prior  to 
and  during  the  time  of  the  meeting. 

Recommendation 

It  is  recommended  that  a copy  of  these  reso- 
lutions be  sent  to  each  person  and  organization 
mentioned  and  also  published  in  The  Journal  of 
the  Louisiana  State  Medical  Society. 

ARTHUR  D.  LONG,  M.  D.,  Member 
C.  J.  TRIPOLI,  M.  D.,  Member 
SAM  HOBSON,  M.  D.,  Chairman 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 
Date 

Place 

Ascension 

Third  Tuesday  of  every  month 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charies 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Jefferson 

Third  Thursday  of  every  month 

Lafayette 

Second  Tuesday  of  every  month 

Lafayette 

Morehouse 

Third  Tuesday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays  of 

every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

AMERICAN  CANCER  SOCIETY 

Topic  for  the  1961  Scientific  Session  of  the 
American  Cancer  Society  is  “The  Physician  and 
the  Total  Care  of  the  Cancer  Patient.”  This 
session  will  be  held  at  the  Biltmore  Hotel,  New 
York  City,  on  October  23  and  24,  1961. 

Further  information  may  be  obtained  by  writ- 
ing Professional  Education  Section,  American 
Cancer  Society,  521  West  57th  Street,  New 
York  19. 


DR.  RUBIN  RECIPIENT  OF  AXSON-CHOPPIN 
AWARD 

Dr.  Wallace  Rubin,  New  Orleans  ear,  nose 
and  throat  specialist,  was  the  recipient  of  one 
of  the  Louisiana  Public  Health  Association’s 
highest  awards,  presented  during  the  associa- 
tion’s annual  meeting  in  Alexandria,  April  27-28. 

Dr.  Rubin  was  given  the  Axson  - Choppin 
Award  for  his  efforts  in  stimulating  the  organi- 
zation of  the  Louisiana  State  Board  of  Health’s 
hearing  conservation  program.  The  award  is 
made  each  year  for  “significant  longtime  activi- 
ty to  foster  the  public  health  program  in  Lou- 
isiana or  any  part  thereof  by  an  individual  not 
in  full-time  employment  by  an  official  public 
health  agency.” 

Making  the  presentation,  Clifton  Lawrence 
of  the  State  Board  of  Health  described  Dr. 
Rubin  as  one  of  the  principal  forces  in  devel- 
oping the  program.  Organized  in  1954  by  the 
State  Board  of  Health’s  dental  and  school  health 
section,  the  program  is  designed  to  insure  the 
early  discovery,  diagnosis  and  treatment  of 
hearing  loss  among  school  children.  Dr.  Rubin 
has  been  chairman  of  the  pi'ogiam’s  otological 
advisory  committee  since  its  origin  in  1957  to 
advise  the  health  depailment  on  medical  aspects. 

According  to  Mr.  Lawrence,  Dr.  Rubin  visited 
eai',  nose  and  throat  specialists  throughout  the 
state  at  his  own  expense  and  gained  their  suj)- 
l)ort.  He  also  took  time  fiom  his  private  piac- 
tice  to  hold  trial  clinics  in  various  localities. 


Dr.  Rubin  is  on  the  staff  of  the  Eye,  Ear,  Nose 
and  Throat  Hospital  and  teaches  at  Charity 
Hospital. 


AMERICAN  PHYSICIANS  ART 
ASSOCIATION 

The  24th  Annual  Exhibition  of  the  American 
Physicians  Art  Association  will  be  held  from 
June  26th  to  30th  in  New  York  City  in  conjunc- 
tion with  the  annual  meeting  of  the  American 
Medical  Association.  The  exhibit  will  include 
works  of  sculpture,  painting,  crafts  and  photog- 
raphy by  physicians  throughout  the  United 
States. 

Further  information  can  be  obtained  from 
Alfied  A.  Richman,  M.  D.,  secretary,  307  Sec- 
ond Avenue,  New  York  3,  N.  Y. 


AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  POSTGRADUATE  COURSES 

The  Council  on  Postgraduate  Medical  Educa- 
tion of  the  American  College  of  Chest  Physi- 
cians will  present  the  following  postgraduate 
courses  during  1961: 

Cardiopulmonary  Problems  in  Children 
Brown  Hotel,  Denver,  Colorado,  July  24-28 
Industrial  Chest  Diseases 

Warwick  Hotel,  Philadelphia,  September  25-29 
Clinical  Cardiopulmonary  Physiology 
Sheraton-Chicago  Hotel,  Chicago,  October  23- 
27 

Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Heart  and  Lung  Diseases 
Park  Sheraton  Hotel,  New  York  City,  Novem- 
ber 13-17 

Recent  Advances  in  Diseases  of  the  Chest 
Statler-Hilton  Hotel,  Los  Angeles,  December 
4-8 

Tuition  for  each  course  is  $75  for  members 
of  the  American  College  of  Chest  Physicians  and 
$100  for  non-members.  The  fee  includes  attend- 
ance at  the  round  table  luncheon  discussions. 
Further  information  may  be  obtained  by  writ- 
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inp  the  Executive  Director,  American  Collepe  of 
Chest  Physicians,  112  East  Chestnut  Stieet, 
Chicago  11. 


ANTICOAGULANTS  PREVENT  SOME 
STROKES 

Many  persons  who  suffer  temporary  “warn- 
ing” strokes  can  be  spared  a full-blown  and 
possibly  fatal  stroke,  a study  indicated  recently. 

The  findings  support  the  view  that  long-term 
anticoagulant  therapy  affords  protection  from 
strokes  to  a significant  percentage  of  patients 
who  suffer  intermittent  attacks,  according  to 
three  Mayo  Clinic  researchers. 

Drs.  Robert  G.  Siekert,  Clark  H.  Millikan,  and 
Jack  P.  Whisnant,  Rochester,  Minn.,  reported 
results  of  a study  involving  2.30  patients  in  the 
April  8 Journal  of  the  American  Medical  Asso- 
ciation. 

The  patients  were  studied  for  periods  of  one 
to  five  years. 

The  incidence  of  strokes  among  115  patients 
who  received  anticoagulant  drugs  continuously 
was  4 per  cent,  compared  with  an  incidence  of 
40  per  cent  among  40  patients  who  did  not  re- 
ceive this  treatment. 

Among  the  treated  group,  83  per  cent  escaped 
a stroke  while  only  50  per  cent  of  the  untreated 
patients  escaped. 


MALIGNANT  TUMOR  NOT  A HOPELESS 
DISEASE 

Malignant  tumor,  a rare  form  of  cancer,  is 
“not  a hopeless  disease,”  according  to  an  edi- 
torial in  the  April  8 Journal  of  the  American 
Medical  Association. 

The  editorial  and  two  accompanying  articles 
seek  to  dispel  a commonly-held  belief  that  the 
disease  is  “the  most  lethal  of  cancers  in  man.” 

It  is  “probably  no  better  or  no  worse”  than 
any  other  cancer,  the  editorial  said. 

This  type  of  cancer  usually  develops  from  a 
mole  and  has  a tendency  to  spread. 

“When  malignant  degeneration  begins,  suffi- 
cient time  remains  in  the  majority  of  cases  to 
act  quickly  and  effectively,”  the  editorial  said. 

The  rate  of  survival  may  be  as  high  as  20 
per  cent  after  10  years,  it  said. 

In  a series  of  130  cases  at  Ohio  State  Uni- 
versity Medical  Center  from  1947  through  1957, 
the  survival  rate  was  32  per  cent  for  5 years 
and  19  per  cent  for  10  years.  In  120  of  the 
cases,  surgery  was  the  method  of  treatment. 

Dr.  Arthur  G.  James,  Columbus,  Ohio,  said 
the  figures  indicate  “this  disease  should  not 
maintain  its  past  reputation  as  one  of  the  most 
lethal  cancers  in  man.” 

“The  curative  possibilities  are  definite,”  he 


said.  “Also  . . . the  patient  can  be  offered 
good  and  often  long-teim  palliation.” 

In  another  article.  Dr.  Gordon  McNeer,  New 
York  City,  discussed  the  history  and  behavior  of 
malignant  tumor  and  concluded  that  “cure  of 
this  disease  may  be  attained  in  a high  percent- 
age of  patients  in  whom  the  disease  is  confined 
to  one  anatomic  site.” 

When  the  disease  is  limited  to  the  primary 
site,  five  year  survival  free  of  cancer  is  attained 
in  40  per  cent  of  the  cases,  he  said. 

When  the  disease  has  spread,  he  said,  “the 
outlook  becomes  considerably  less  favorable, 
although  not  hopeless.” 


SOCIAL  SECURITY  FACTS  HAVE  BEEN 
DISTORTED  AND  MISREPRESENTED 

The  truth  about  this  country’s  social  security 
program  has  been  distorted  and  misrepresented 
to  the  American  people  and  “important  political 
and  economic  consequences”  may  result  when 
the  facts  are  ultimately  understood,  according 
to  an  insurance  actuary  writing  in  the  April  8 
issue  of  the  Journal  of  the  American  Medical 
Association. 

The  article  entitled  “The  Coming  Din  of  In- 
e()uity,”  was  written  by  Ray  M.  Peterson,  vice 
president  and  associate  actuary  of  the  Equitable 
Life  Assurance  Society  of  the  United  States. 

Peterson  declared  that: 

1.  The  public  is  being  given  the  false  impres- 
sion that  the  method  of  financing  the  social  se- 
curity program  possesses  many  of  the  unique 
characteristics  of  voluntary  private  insurance 
which  the  people  have  learned  to  value  highly. 

2.  The  program  has  been  misrepresented  as 
being  a “time-tested”  and  “tried  and  proved” 
system  of  financing  old  age  benefits. 

3.  The  people  are  being  given  the  mistaken 
impression  that  social  security  benefits  are  paid 
out  of  accumulated  reserves,  similar  to  private 
insurance  programs,  when  in  truth  the  program 
is  financed  almost  entirely  on  a pay-as-you-go 
basis  with  benefits  paid  out  of  current  income. 

Peterson  noted  that  “a  great  national  debate 
is  now  in  progress  as  to  the  issue  of  providing 
medical  care  and  hospital  benefits  under  the 
Social  Security  System.” 

“That  debate,”  he  said,  “can  be  pursued  in- 
telligently and  wisely  only  if  we  understand  the 
true  nature  and  implications  of  the  social  se- 
curity financing  mechanism.” 

He  said  that  a national  old  age  pension  pro- 
gram can  be  financed  on  a pay-as-you-go  basis, 
a full-reserve  basis,  or  some  combination  of  the 
two. 

Full-reserve  financing  is  a “prepaid  system” 
in  which  benefits  are  fully  paid  for  during  the 
years  before  they  are  received,  he  said. 
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“Full-reserve  financing  in  the  field  of  private 
insurance  is  the  test  of  actuarial  soundness  and 
it  is  the  only  concept  of  actuarial  soundness  with 
which  the  American  people  are  generally  fa- 
miliar,” Peterson  said. 

He  pointed  out  that  under  private  insurance, 
all  money  paid  into  the  insurance  fund  together 
with  all  income  from  investment  is  sufficient  to 
pay  all  promised  or  guaranteed  benefits. 

Pay-as-you-go,  on  the  other  hand,  means  that 
the  government  raises  through  current  taxes  just 
enough  money  to  pay  the  cost  of  benefits  cur- 
rently due,  he  said. 

“No  reserve  is  accumulated,  no  element  of 
prepayment  is  involved,”  he  said.  “Money  is 
raised  as  and  after  payees  become  eligible  to 
receive  benefits.  In  this  latter  sense,  ‘pay-as- 
you-go’  is  really  a postpaid  system  of  financing.” 

He  added  that  the  fiscal  soundness  of  a gov- 
ernment program  depends  “mainly  on  the  tax- 
ing power  of  the  government.” 

Peterson  declared  that  the  80  per  cent  of 
social  security  taxes  paid  for  the  old  age  pension 
portion  of  the  program  (20  per  cent  going  to 
survivor  and  disability  benefits)  would  buy  for 
new  entrants  40  to  60  per  cent  more  in  old  age 
benefits  under  an  insurance  company  group 
annuity  program. 

He  pointed  out  that  from  1956  through  1965, 
tax  collections  for  the  program  will  total  $115.1 
billion  while  benefits  and  expenses  in  that  period 
will  total  $114.5  billion. 

“These  figures  clearly  show  that  we  are  now 
almost  completely  on  a ‘pay-as-you-go’  basis,” 
he  said. 

He  said  the  true  nature  of  social  security 
financing  is  also  “vividly  reflected”  by  the  gap 
between  the  value  of  benefits  owed  to  current 
beneficiaries  and  the  amount  of  money  in  the 
trust  fund. 

If  taxes  paid  into  the  fund  had  been  stopped 
by  Congress  last  year,  Peterson  said,  the  $20.2 
billion  in  the  fund  would  have  paid  only  28 
per  cent  of  the  $88.3  billion  of  obligations  to 
current  recipients. 

And  if  tax  contributions  are  cut  off  in  1965 
he  said,  the  estimated  $23.1  billion  which  will  be 
in  the  fund  will  pay  only  20  per  cent  of  the 
$114.2  billion  of  benefit  indebtedness  owed  to 
the  then  current  beneficiaries. 

There  would  be  nothing  left  over  for  the 
millions  who  had  paid  taxes  to  the  program  but 
had  not  yet  qualified  for  benefits,  he  said. 

Peterson  stressed  also  that  young  workers 
and  those  who  enter  the  labor  market  in  the 
future,  together  with  their  employers,  will  pay 
more  in  taxes  than  the  workers  will  receive  in 
benefits  because  they  must  bear  a growing  bur- 
den of  indebtedness.  This  indebtedness  arises. 


he  said,  from  the  fact  that  most  present  workers 
and  those  now  receiving  payments  will  have  con- 
tributed, together  with  their  employers,  a great 
deal  less  than  the  actual  obligations. 

He  said  there  is  a “dawning  realization”  that 
Americans  have  but  one  choice — to  pay  interest 
on  this  debt  “forever”  since  the  only  way  to 
reduce  the  debt  is  for  a given  generation  to 
build  up  a huge  reserve  over  and  above  present 
payments  solely  to  meet  program  obligations. 
“To  expect  this  to  happen  is  to  be  politically 
and  economically  unrealistic,”  Peterson  said. 

He  said  the  debt  arising  from  these  unearned 
benefits  has  climbed  from  $150  billion  in  1952 
to  about  $300  billion  under  the  existing  pro- 
gram. It  will  rise  even  higher,  he  said,  if 
Congress  adds  to  the  program  without  a tax 
increase  high  enough,  as  to  present  workers,  to 
meet  the  additional  cost. 

Peterson  quoted  several  public  figures  who 
have  likened  social  security  to  pre-paid  private 
insurance.  These  include  President  (then  Sena- 
tor) Kennedy  who  had  called  social  security  a 
system  of  paid  up  insurance  and  a way  of  saving 
money  for  old  age  so  the  elderly  won’t  be  a 
burden  to  their  children. 

He  said  there  “is  no  foundation  for  these  in- 
accurate parallels”  with  private  insurance. 

“Indeed,  there  is  desperate  need  to  dispel 
these  self-mesmerizing,  foggy  concepts,”  Peter- 
son said. 

He  pointed  out  also  that  “with  no  reserve 
fund  in  sight  to  reduce  the  debt”  created  under 
the  social  security  program,  “the  burden  being 
passed  on  to  future  generations  is  permanent. 
It  is  not  something  that  will  somehow  work  it- 
self out,  or  go  away;  it  is  not  an  actuarial  fan- 
tasy.” 

Peterson  said  that  adding  medical  care  to 
the  Social  Security  System  for  the  present  aged 
would  alter  the  original  concept  that  each  per- 
son must  contribute  for  a minimum  period  of 
time  before  he  is  entitled  to  benefits. 

Furthermore,  he  said,  under  the  Administra- 
tion social  security  program,  or  similar  propo- 
sals, medical  care  would  add  between  $20  and 
$30  billion  to  “the  permanent  social  security 
debt  on  which  future  generations  and  their  em- 
ployees would  need  to  pay  interest  forever.” 

Peterson  said  the  main  purpose  of  his  article 
was  to  “show  that  there  are  excellent  reasons 
for  grave  concern  as  to  the  probable  ultimate 
effects  of  continued  distortion  and  misrepresen- 
tation by  interpreters  of  the  Social  Security  Act, 
by  statements  of  inadequately  informed  mem- 
bers of  Congress  and  even  by  publications  of 
the  Social  Security  Administration  itself.” 

Another  purpose,  he  said,  was  to  set  the 
record  straight  by  portraying  an  accurate  pic- 
ture of  the  financing  mechanism  as  now  ope>'- 
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atinfj  by  exposinp:  the  distortion  and  inisrcpre- 
sentation,  no  matter  what  its  oripin.” 

He  said  that  when  the  Ameiican  peojjlc  finally 
learn  that  social  security  financinff  is  “distinctly 
different"  from  voluntary  private  insurance 
with  which  it  is  comj)ared,  “a  rude  awakening 
may  well  occur,  one  which  could  have  important 


j)olitical  and  economic  consequences.” 

“Will  the  youngsters  of  the  futuie  protest 
what  the  oldsters  of  this  fjeneration  have  voted 
for  themselves?  Durinfj  the  decade  ahead,  will 
we  oldsters,  as  we  seek  to  enjoy  our  social 
security  benefits,  hear  a rising  clamor  of  un- 
fairness— a din  of  inequity?” 


BOOK  REVIEWS 


The  pharmacology  of  Anesthetic  Drugs;  by  John 
Adriani,  M.  D.,  Director  Department  of  Anes- 
thesiology, Charity  Hospital,  New  Orleans,  La. 
Fourth  Edition,  1960.  Charles  C Thomas, 
Springfield,  pp.  232.  Price  $11.00,  Cloth. 

This  revision  of  Dr.  Adriani’s  book  will  estab- 
lish it  for  all  times  as  one  of  the  great  classics 
of  American  medical  literature.  It  is  a volume 
which  no  anesthesiologist  or  teacher  of  Phar- 
macology can  afford  to  be  without.  It  is  the 
cornerstone  for  a firm  structure  of  knowledge 
in  the  e.xploding  field  of  anesthesia.  Its  clarity, 
order  and  directness  w'ill  probably  never  be  sur- 
passed. For  it  the  entire  specialty  of  anesthe- 
siology owes  Dr.  Adriani  an  enormous  debt  of 
gratitude. 

To  this  fourth  edition  material  has  been  added 
about  new  ethers,  halothane,  ultra  short  barbit- 
urates, tranquilizers,  anti-narcotics,  muscle  re- 
laxants,  hypothermia,  hypotension,  electroencep- 
halography and  respiratory  acidosis.  With  each 
of  these  subjects  in  a simple  outline  form,  inter- 
esting historical  facts  are  presented  to  give  per- 
spective and  background  to  the  reader.  The 
chemical  basis  of  pharmacology  is  stressed  anew 
just  as  it  has  always  been  by  this  great  teacher. 

Setcion  XII  on  muscle  relaxants  and  analeptics 
has  been  especially  well  done.  Illustrations  of 
physiological  phenomena  at  the  neuromuscular 
junction  have  been  added  along  with  chemical 
formulae  of  the  most  important  relaxants  and 
an  outline  of  their  chemical  pharmacology. 

To  the  older  anesthesiologist  this  volume  will 
serve  as  a milestone  in  the  development  of  a 
great  specialty.  To  the  younger  ones  it  will  serve 
as  a challenge  for  the  future. 

J.  B.  Kahn,  M.  D. 


Maternity ; .4  Guide  to  Prospective  Motherhood; 
by  Frederick  W.  Goodrich,  Jr.,  M.  D.,  Prentice- 
Hall,  Inc.,  Englewood  Cliffs,  New  Jersey,  1959, 
pp.  130,  Illustrated.  Price  $1.75. 

This  “handbook”  is  concise,  comprehensive,  and 
practical.  Prospective  mothers  will  find  it  easy 


to  read.  It  contains  adequate  information  with 
emphasis  on  how  to  help  the  physician  give  the 
quality  of  care  he  is  prepared  to  give  the  patient 
who  has  a basic  understanding  of  the  physical 
and  emotional  changes  occurring  during  cyesis, 
labor,  and  delivery. 

The  author  has  wisely  considered  controversial 
topics  such  as  routine  x-ray  studies,  induction  of 
labor,  breast  feeding,  rooming-in,  natural  child- 
birth, and  hypnosis  with  an  attitude  of  good  com- 
mon sense. 

This  excellent  little  book  is  recommended  for 
reading  by  pregnant  women  and  by  tbeir  hus- 
bands. The  information  in  it  will  supplement  and 
reinforce  the  prenatal  conferences. 

Woodard  D.  Beacham,  M.  D. 


Environmental  Pediatrics ; by  Carl  C.  Fischer, 
M.  D.,  Landsberger  Medical  Books,  Inc.,  New 
York  1960;  pp.  121,  price  $5.50. 

In  this  brief  but  simplified  and  readable  con- 
densation, the  author  deals  with  several  “socio- 
pediatric”  problems  which  should  be  of  great  in- 
terest to  medical  students,  practitioners,  and 
other  workers  in  a number  of  paramedical  fields. 

As  noted  in  his  preface,  the  seven  chapters  of 
this  handy  pocket  size  book  have  resulted  from 
an  experience  of  thirty  years  in  practice  and 
teaching,  reduced  in  recent  years  to  lectures  for 
medical  students,  thence  to  the  present  further 
condensation. 

IMost  readers  will  undoubtedly  look  first  at 
the  currently  conversational  topics  of  “The  Phy- 
sician and  Adoption”  and,  “The  Physician  and 
the  Adolescent”.  Such  sensible  and  orderly  guid- 
ance as  these  two  chapters  provide  would  be 
reason  enough  for  all  to  read — but  the  other  five 
chapters  are  equally  pertinent,  equally  timely, 
and  equally  well-organized  and  readable. 

Certainly,  this  very  sensible  and  authoritative 
little  volume  should  be  handy  at  the  bedside  of 
the  busy  physician  for  pleasant  and  very  infor- 
mative reading;  it  might  be  equally  handy  in  the 
glove  compartment  of  his  car  or  alongside  his 
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busy  telephone!  Wherever,  this  is  one  little  book 
that  can  and  should  be  kept  handy. 

Ralph  V.  Platou,  M.  D. 


The  Management  of  Fractures  and  Soft  Tissue 

Injuries;  W.  B.  Saunders  Company,  1960,  pp. 

372.  Price  $5.00. 

The  Committee  on  Trauma-American  College 
of  Surgeons 

This  volume,  as  stated  by  the  publisher,  com- 
bines the  Seventh  Edition  of  the  Outline  of  the 
Treatment  of  Fractures  and  the  Second  Edition 
of  Early  Care  of  Acute  Soft  Tissue  Injuries. 
Since  these  previous  volumes  should  be  familiar 
to  most  of  us,  little  needs  to  be  said  about  this 
book  except  that  in  view  of  the  frequent  associ- 
ation of  fractures  with  soft  tissue  injuries  the 
combination  of  the  two  within  a single  volume 
would  appear  to  be  fortuitous. 

The  text  is  well  written  and  illustrated  and 
contains  an  amazing  amount  of  information  for 
its  size.  It  is  an  excellent  introductory  text  and 
ready-reference  handbook  concerning  practically 
all  types  of  acute  traumatic  problems.  It  should 
be  useful  for  medical  students  and  interns,  as 
well  as  practitioners,  and  should  be  available  in 
dispensaries. 

Edward  T.  Haslam 


Procedures  in  Vascular  Surgery;  by  Richard 

Warren,  Little,  Brown,  1960,  211  p.,  price 

$12.00. 

This  book  is  an  atlas  of  surgical  procedures 
with  emphasis  on  technique,  but  it  includes  con- 
cise discussions  of  objectives,  indications,  contra- 
indications, and  preoperative  and  postoperative 
management.  The  author  includes  surgical  pro- 
cedures on  the  thoracic  and  abdominal  aorta  and 
major  vessels  of  the  extremities  and  the  neck. 
He  excludes  operations  within  the  heart,  portal 
hypertension,  and  lymphedema. 

Dr.  Warren  has  succeeded  well  in  condensing 
his  extensive  personal  experience  in  a vast  field. 
Particularly  commendable  are  the  sections  on 
amputations  and  diagnostic  procedures,  areas 
which  are  frequently  overlooked  in  writings  on 
vascular  problems. 

A minor  criticism  is  that  the  art  work  is  not 
uniform.  For  instance,  in  some  illustrations  the 
aoi'ta  is  black  and  elsewhere  white.  This,  how- 
ever, does  not  detract  seriously  from  an  excellent 
useful  hook. 

Keith  Reemtsma,  M.  D. 


1‘rinciples  of  Surgical  Practice;  by  Emanuel  Mar- 
cus and  L.  M.  Zimmerman,  McGraw  Hill,  1960, 
430  p.,  price  $12.50. 

This  hook  represents  a synopsis  of  current 
opinion  on  the  principles  of  surgery.  It  is,  as 
the  authors  intended,  brief  and  concise.  Accord- 
ing to  the  preface,  this  book  is  aimed  primarily 


at  medical  students  who  the  authors  assume  do 
not  have  the  time  to  study  the  larger  textbooks 
of  surgery. 

This  book  fits  in  between  the  “outline”  and 
“encyclopedic”  types  of  surgical  textbooks.  It  is 
well-written  and  carefully  edited,  and  will  be 
useful  to  medical  students  who  desire  surgery  in 
outline  form,  and  it  will  also  serve  as  a frame- 
work for  review  of  the  field  of  surgery. 

Keith  Reemtsma,  M.  D. 


Diverticulitis ; by  Sara  Murray  Jordan  & R.  S. 

Boles,  Jr.,  Grune  & Stratton,  1960,  90  p.,  price 

$4.75. 

The  monograph  is  the  last  contribution  to  the 
medical  literature  by  Dr.  Sara  M.  Jordan.  It  was 
completed  soon  after  her  death  by  her  friend  and 
associate.  Dr.  Russell  S.  Boles,  Jr.,  in  accordance 
with  her  outline. 

The  book  is  divided  into  two  parts.  The  first 
half  is  an  extensive,  chronological  review  of  re- 
ports concerning  diverticula  and  diverticulitis  of 
the  colon  beginning  with  the  original  recognition 
of  the  diverticulum  in  1730  by  Friend.  The  last 
half  of  the  monograph  discusses  diverticulosis 
and  diverticulitis  in  a classical  text-book  pre- 
sentation. 

The  author’s  comments  based  on  clinical  ex- 
perience and  opinion,  follow  each  sub-topical  dis- 
cussion. The  value  of  the  presentation  is  the 
compilation  and  critical  review  of  the  literature 
pertaining  to  colonic  diverticulum  and  its  asso- 
ciated problems. 

R.  Sparks,  M.  D. 

W.  B.  SAUNDERS  features  the  following  re- 
cent books  in  their  full  page  advertisement  ap- 
pearing elsewhere  in  this  issue: 

WHITE  — CLINICAL  DISTURBANCES  OF 
RENAL  FUNCTION 

Diagnosis  and  treatment  measures  for  kid- 
ney disorders 

RUBIN  — THORACIC  DISEASES 

Covers  both  medical  and  surgical  manage- 
ment 

MAYO  CLINIC  — DIET  MANUAL 

Recent  advances  in  food,  vitamin  and  die- 
tary practice 

PUBLICATIONS  RECEIVED 

Appelton-Century-Crofts,  Inc.,  N.  Y.:  Symp- 

tom Diagnosis,  by  Wallace  Mason  Yater,  M.  D., 
and  William  Francis  Oliver,  M.  D.  (5th  edit.). 

Doubleday  & Company,  Inc.,  Garden  City, 
N.  Y. : The  Golden  Age  Cookbook,  by  Phyllis 
MacDonald;  The  House  of  Healing,  by  Mary 
Risley. 

W.  B.  Saunders  Co.,  Phila. : A Manual  of  Cu- 
taneous Medicine,  by  Donald  M.  Pillsbury,  M.  D., 
Walter  B.  Shelley,  M.  D.,  and  Albert  M.  Klig- 
man,  M.  I).;  Clinical  Disturbances  of  Renal  Func- 
tion, by  Abraham  G.  White,  M.  D. 


256 


The  Journal  oe  the  I/iuisiana  State  Medical  Society 


In  convenient  tablet  form... 


Stops  diarrhea  promptly 


Now  an  exempt  preparation  under 
revised  Federal  Narcotic  Laws 


(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


LOwers  propulsive 
MOTlLity 


Extensive  clinical  experience  in  the  United 
States  and  Europe  demonstrates  that  Lomotil 
provides  prompt  and  positive  symptomatic  con- 
trol of  diarrhea. 

Lomotil  possesses  a highly  efficient  antiperi- 
staltic  action.  It  controls  diarrhea  with  few  or 
none  of  the  undesirable  side  effects  of  many 
other  commonly  used  antiperistaltic  agents. 

In  the  control  of  diarrhea,  Lomotil  offers 
safety,  efficacy  and  greater  convenience. 

DOSAGE:  The  recommended  initial  dosage  for 
adults  is  two  tablets  (2.5  mg.  each)  three  or  four 
times  daily,  reduced  to  meet  the  requirements 


of  each  patient  as  soon  as  the  diarrhea  is  under 
control.  Maintenance  dosage  may  be  as  low  as 
two  tablets  daily.  Lomotil,  brand  of  diphenoxy- 
late hydrochloride  with  atropine  sulfate,  is  sup- 
plied as  unscored,  uncoated  white  tablets  of  2.5 
mg.,  each  containing  0.025  mg.  ( ’72400  grain)  of 
atropine  sulfate  to  discourage  deliberate  over- 
dosage. 

Recommended  dosage  schedules  should  not 
be  exceeded. 

e.  D.  SEARLE  & co. 

CHICAGO  SO.  ILLINOIS 

Research  in  the  Service  of  Medicine 
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Put  your  low-back  patient 
back  on  the  payroll 

Soma's  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  pa- 
tients required  an  average  of  41 
days  for  full  recovery  (range:  3 to 
90  days).  The  addition  of  Soma 
therapy  in  this  comparative  inves- 
tigation reduced  the  average  to 
11.5  days  (range:  2 to  21  days). 
With  Soma,  patients  averaged  full 
recovery  30  days  sooner. 


Tareyton  delivers  the  flavor. . . 


THE  TAREYTON  RING 
MARKS  THE  REALTHINGI 


Here’s  one  filter  cigarette  that’s  really  different! 


The  difference  is  this:  Tareyton’s  Dual  Filter  gives  you  a 
uni(jue  inner  filter  of  ACTIVATED  CHARCOAL,  definitely  proved  to 
make  the  taste  of  a cigarette  mild  and  smooth.  It  works  together  with 
a pure  white  outer  filter— to  balance  the  flavor  elements  in  the  smoke. 

Tareyton  delivers— and  yon  enjoy— the  best  taste  of  the  best  tobaccos. 


Tareyton 


DUALF/LTEH 

Product  of  c/^  J^mjeUean  — <Ju^ueeo  is  our  middle  name  ©.re. 


n^ure  white 
outer  filter 


ACTIVATED 
CHARCOAL 
inner  filter 
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one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  nutritionally  metabolically  4^  mentally 


Each  dry-filled  capsule  contains:  Ethinyl 
Estradiol.  0.01  mg.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate,  2.5  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  500  U.S.P.  Units  • Vitamin 
Bi2  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi),  5 mg.  • Riboflavin 


(Ba),  5 mg.  • Niacinamide,  15  mg.  • Pyri- 
doxine  HCl  (Be).  0.5  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  mg. 
• Inositol.  25  mg.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  50  mg.  • 1-Lysine  Mono- 
hydrochloride,  25  mg.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 
Rutin,  12.5  mg.  • Ferrous  Fumarate  (Ele- 


mental iron,  10  mg.),  30.4  mg.  • Iodine 
(as  KI),  0.1  mg.  • Calcium  (as  CaHP04), 
35  mg.  • Phosphorus  (as  CaHP04),  27  mg, 
• Fluorine  (as  CaF2),  0.1  mg.  • Copper  (as 
CuO),  1 mg.  • Potassium  (as  K2SO4),  5 
mg.  • Manganese  (as  MnOa),  1 mg.  • Zinc 
(as  ZnO),  0.5  mg.  • Magnesium  (MgO),  1 
mg.  Supply:  Bottles  of  100  and  1,000. 


REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS.  DOSAGE.  PRECAUTIONS  AND  CONTRAINDICATIONS 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPARTMENT. 

LEDERLE  L A B O R AT  O R I E S,  A Division  of  A M E R I C A N C YA  N A M I D COMPANY,  Pearl  River,  New  York 
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JNAOUNCIAG  . . . 

OUR  APPOINTMENT 
AS  DISTRIBUTORS  FOR 

^FHK  FOREGGER  COMPANY,  INC. 

Makers  of  Anesthesia  Fiquipment 
and  Accessories 

Orders  and  inquiries  will 
receive  prompt  attention. 


PEACOCK.,,^ 


SURGICAL  COMPANY  >nc. 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA^- 


Brotvne-McHardy  Clinics 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
New  Orleans  15,  La. 
TWinbrook  9-2376 


INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  M.  D. 
John  T.  Leckert,  M.  D. 

G.  Gordon  McHardy,  M.  D. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D. 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T.  Williams,  M.  D 

DERMATOLOGY 

William  Burroughs,  M.  D. 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D. 


GRAVIER  ST.  DIVISION 
630  Gravier  St. 

New  Orleans  12,  La. 
524-1605 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 

GENERAL  SURGERY  ^ 

Claude  C.  Craighead,  M.  D. 

Raul  G.  Reyes,  M.  D. 

OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  Ayerst,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabezies,  M.  D. 

INDUSTRIAL  MEDICINE 
Ralph  J,  McDonough,  M.  D. 


VETERANS  HIGHWAY  DIVISION 
8601  Veterans  Memorial  Hwy. 
Metairie,  La. 

VErnon  3-7341 


PEDIATRICS 

Carl  E.  Kemmerly,  M.  D. 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 
Diabetics 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 
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THK  .JOUKNAI,  OK  THK  LOUISIANA  STATE  MEUIUAL  SOCIETY 


Ask  your  Pet  Milk  representative  for  copies  of  the  SEGO  Diet  Plan 
and  your  personal  flavor  samples. 

Or  write  Pet  Miik  Co.,  Dept.  115,  St.  Louis  1,  Mo. 


Why  did 


this  diet  work 


when  the  others 


failed? 


Because  the  SEGO®  DIET  PLAN 
from  Pet  Milk  Company  has  unique 
advantages  ordinary  diets  lack: 


BUILT-IN  ENCOURAGEMENT 
FREQUENT  REWARDS 
GRATIFYING  RESULTS 


The  plan  begins  with  new  SEGO 
Liquid  Diet  Food— the  improved 
liquid  with: 


SUPERIOR  FLAVOR 
10%  MORE  PROTEIN 
25%  MORE  VOLUME 

FOR  INCREASED  SATIETY 


At  each  step  of  the  4-phase 
graduated  diet  program  more 
foods  are  added,  ending  with  a 
well-balanced  normal  diet. 


“SEGO” — Reg.  U.  S.  Pot,  Off.  Copr.,  1961,  Pet  Milk  Co. 


Chocolate,  Vanilla  and  Orange  flavors 
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in  its  completeness 


Digitalis 

( Da  vies.  Rose ) 

0.1  Gram 

(A9^bs.  amine) 
CAUTIOK:  F«^ml 
law  pr<3Atiblts  dUpens* 
**>lf  wltbopt  pe«srrip' 
tion.  


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 


Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston.  18,  Mass. 


N.  KLAM,  M.  D.,  Pathologist 
J.  R.  BROWN,  M.  D.,  Pathologist 

Are  pleased  to  announce  the  opening 

of 

THE  MONROE  MEDICAL  DIAGNOSTIC 
LABORATORIES 

506  Hall  Street — Box  1134 

Complete  Clinical  and  Anatomical 
Pathology  Services 

Supervised  by  Pathologists 

Service  with  quality  control  FA  5-1734 

Consultations  Welcomed 


THE  EARLE  JOHNSON 
SANATORIUM 

DEMPSEY  T.  AMACKER,  M.  D. 
Medical  Director 

VICTOR  HUGO  BEAN,  M.  D. 
Psychiatric  Consultant 
American  Board  Certified 
Member  American  Psychiatric  Association 


Specialized  treatments  in  mental  disorders  and 
alcoholic  and  drug  addictions. 

A limited  number  of  custodial  cases  accept.d. 

Fireproof  Buildings 
lovely  Gardens  and  Grounds 
Healthful  Location  — All  Private  Rooms 
Excellent  Staff 

"The  Hospital  Atmosphere  is  Avoided" 

WRITE  P.  O.  DRAWER  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 
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when  allergies  separate  a man  from  his  work... 


Florists  may  develop  allergies  to  flowers,  insecticides  and 
Holland  bulbs . . . housewives  to  dust  and  soap . . . farmers  to 
pollens  and  molds.  All  types  of  allergies  — occupational, 
seasonal  or  occasional  reactions  to  foods  and  drugs  — respond 
to  Dimetane.  With  Dimetane  most  patients  become  symp- 
tom free  and  stay  alert,  and  on  the  job,  for  Dimetane  works 
. . . with  a significantly  lower  incidence*’*  of  the  annoying  side 
effects  usually  associated  with  antihistaminic  therapy. 


parabromdylamlne  (brompheniramine]  maleate 


reliably  relieve  the  symptoms. ..seldom  affect  alertness 


Supplied:  DIMETANE  Extentabs®— 12  mg.  • dimetane  Tablets— 
4 mg.  • DIMETANE  Elixir— 2 mg./5  cc. 

Dosage:  Extentabs:  Adults  — One  Extentab  q.  8-12  h.  or  twice 
daily.  Children  over  6— one  Extentab  q.  12  h.  Tablets:  Adults— 
One  or  two  tablets  three  or  four  times  daily.  Children  over  6 — 
one  tablet  t.i.d.  or  q.i.d.  Children  3-6  — Vs  tablet  t.i.d.  Elixir: 
Adults— 2-4  teaspoonfuls  t.i.d.  Children  over  6—2  teaspoonfuls 
t.i.d.  or  q.i.d.  Children  3-6  — 1 teaspoonful  t.i.d.  Children  under 
3 — 0.5  cc.  (0.2  mg.)  per  pound  of  body  weight  per  24  hours. 
Side  Effects:  dimetane  is  usually  well  tolerated.  Occasional 
mild  drowsiness  may  be  encountered.  If  desired,  this  may  be 
offset  by  small  doses  of  methamphetamine.  Until  knotvn  that  the 


patient  does  not  become  drowsy,  he  should  be  cautioned  against 
engaging  in  mechanical  operations  which  require  alermess. 
Contraindications:  Sensitivity  to  antihistamines.  Also  Available: 
Dimetane-Ten  Injectable  (lOmg./cc.)  or  Dimetane- 100  Inject- 
able (100  mg./cc.) 

References:  1.  Lineback,  M.:  The  Eye,  Ear,  Nose  and  Throat  Monthly 
?9:342  (April)  1960.  2.  Fuchs,  A.  M.  and  Maurer,  M.  L.:  New  York  J.  Med. 
59:3060  (August  15)  1959.  3.  Kreindler,  L.  et  al.:  Antibiotic  Med.  and  Clin. 
Therapy  6:29  (January)  1959.  4.  Schiller,  I.  W.  and  Lowell,  F.  C.:  New 
England  J.  Med.  261:419  (September  3)  1959.  5.  Edmonds,  J.  T.:  The 
Laryngoscope  69:1213  (September)  1959.  6.  Horstman, 

H.  A.:  Am.  Pract.  & Digest  Treat.  10.99  (January)  1959. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

MAKING  TODAY’S  MEDICINES  WITH  INTEGRITY 
.SEEKING  TOMORROW'S  WITH  PERSISTENCE 


June,  1961 — Vol.  113,  No.  6 


25 


‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


/*■ 


‘CORTISPORIN’ 


brand  Ointment 


I®  Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporln'O 

‘Aerosporln't*  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

Vi  oz.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Vi  OZ.  and  Va  oz. 
(with  ophthalmic  tip) 

Tubes  of  V2  oz.  and 
Va  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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"I  feel  like  my  old  self  againl”  Thanks  to  your  balanced  Deprol  ther- 
apy, her  depression  has  lifted  and  her  mood  has  brightened  up  — while  her 
anxiety  and  tension  have  been  calmed  down.  She  sleeps  better,  eats  better, 
and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


Brightens  up  the  mood,  brings  down  tension 


Deprol’s  balanced  action  avoids  “seesaiv”  effects 
of  energizers  and  amphetamines.  While  ener- 
gizers and  amphetamines  may  stimulate  the 
patient  — t/ie?/  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate  combi- 
nations may  counteract  excessive  stimulation  — 
they  often  deepen  depression  and  emotional 
fatigue. 

These  “seesaw”  effects  are  avoided  with  Deprol. 
It  lifts  depression  as  it  calms  anxiety  — a bal- 
anced action  that  brightens  up  the  mood,  brings 
down  tension,  and  relieves  insomnia,  anorexia 
and  emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in  a few 
days.  Unlike  the  delayed  action  of  most  other 


antidepressant  drugs,  which  may  take  two  to  six 
weeks  to  bring  results,  Deprol  relieves  the 
patient  quickly  — often  within  a few  days.  Thus, 
the  expense  to  the  patient  of  long-term  drug 
therapy  can  be  avoided. 

Acts  safely— no  danger  of  liver  or  blood  damage. 
Deprol  does  not  cause  liver  toxicity,  anemia, 
hypotension,  psychotic  reactions  or  changes  in 
sexual  function  — frequently  reported  with  other 
drugs. 


^Deprol*’ 

Dosage:  Usuol  storting  dose  is  1 toblet  q.i.d.  When  neces* 
socy,  this  may  be  gradually  increosed  up  to  3 tablets  q.i.d. 
Composition:  1 mg.  2-diethyIamtnoethyI  benzilote  hydro- 
chloride (benoctyzine  HCt)  and  400  mg.  meprobomote. 
Supplied:  Bottles  of  SO  light-pink,  scored  tablets.  Write 
for  literature  ond  samples. 
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unsurpassed  “general-purpose”  steroid  outstanding  for  “special-purpose”  therapy 


in  allergic  and  inflammatory  dermatoses 


Triamcinolone  LEDERLE 


UNSURPASSED  “GENERAL-PURPOSE”  STEROID  OUTSTANDING  FOR  “SPECIAL-PURPOSE”  THERAPY 


ARISTOCORT  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and 
relative  safety  in  inflammatory  and  allergic  dermatoses. 

But  ARISTOCORT  has  also  opened  up  new  areas  of  therapy  for  selected  patients 
who  could  otherwise  not  be  given  corticosteroids. 

for  example: 

SPECIAL  PROBLEM:  EDEMA  DUE  TO  SODIUM  AND  WATER  RETENTION 
In  patients  with  edema  induced  by  the  earlier  cortico-steroids  or  from  other 
causes,  diuresis  and  sodium  loss  often  occurs  with  triamcinolone.  ( Fernandez- 
Herlihy,  L. : M.  Clin.  North  America  44:509  [Mar.]  1960.) 

SPECIAL  PROBLEM:  APPETITE  STIMULATION  AND  WEIGHT  GAIN 
In  contrast  to  the  heightened  craving  for  food  .sometimes  seen  with  other  corti- 
costeroid compounds,  appetite  was  unaffected  by  triamcinolone.  (Cahn,  M.  M., 
and  Levy,  E.  J.:  Am.  Pract.  & Digest  Treat.  10:993  [June]  1959.) 

SPECIAL  PROBLEM:  HYPERTENSION 

When  ARISTOCORT  was  given  to  patients  with  dermatologic  disorders  for  long 
periods,  there  were  no  significant  changes  in  blood  pressure.  ( Kanof,  N.  B.; 
Blau,  S. ; Fleischmajer,  R.,  and  Meister,  B.:  A.M.A.  Arch.  Dermat.  79:631 
[June]  1959.) 

SPECIAL  PROBLEM:  PSYCHIC  STIMULATION  AND  INSOMNIA 

Ideally,  corticosteroid  therapy  ought  not  to  add  to  the  psychic  component  in 
dermatologic  disorders,  nor  induce  insomnia  which  will  intensify  the  patient’s 
itching  and  irritation.  ARISTOCORT  Triamcinolone  has  been  singled  out  for  its 
remarkably  low  incidence  of  psychic  irritation  and  insomnia.  (McGavack,  T.  H. : 
Nebraska  M.  J.  44:377  [Aug.]  1959;  Freyberg,  R.  H. ; Berntsen,  C.  A.,  Jr.,  and 
Heilman,  L. : Arthritis  & Rheumatism  1:215  [June]  1958.) 

SPECIAL  PROBLEM:  SEVERE  CARDIAC  DISEASE 

Elderly  patients  with  pulmonary  emphysema  due  to  impending  heart  failure 
who  requii'ed  corticosteroid  therapy  showed  that  triamcinolone  could  be 
employed  with  benefit  and  relative  safety.  (McGavack,  T.  H. ; Kao,  K.  Y.  T. ; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Am.  J.  M.  Sc.  236:720  [Dec.] 
1958.) 

Precautions : Collateral  hormonal  effects  generally  associated  with  corticosteroids 
may  be  induced.  These  include  Cushingoid  manifestations  and  muscle  weakness. 
However,  sodium  and  potassium  retention,  edema,  weight  gain,  psychic  aberration 
and  hypertension  are  exceedingly  rare.  In  the  treatment  of  allergic  and  inflamma- 
tory dermatoses,  dosage  should  be  individualized  and  kept  at  the  lowest  level  needed 
to  control  symptoms.  Dosage  should  not  exceed  36  mg.  daily  without  potassium  sup- 
plementation. Drug  should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes 
simplex  and  chicken  pox. 

Supplied:  Scored  tablets— 1 mg.  (yellow)  ; 2 mg.  (pink)  ; 4 mg.  (white) ; 16  mg.  (white). 
Also  available  — syrup,  parenteral  and  various  topical  forms. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYAN  AMID  COMPANY.  Pearl  River,  N.  Y. 


when  the  patient 
needs 

increased  bile  flow... 


AN  AMES  CLINIQUICr 


HOW  MAYA  PATIENT 
BE  REASSURED 
THAT  REMOVAL 
OF  HIS  GALLBLADDER 
WILL  NOT  SERIOUSLY 
IMPAIR  HIS  DIGESTIVE 
ABILITY? 

He  may  be  told  that,  among  animals 
of  similar  dietary  habits  and  digestive 
processes,  some  have  a gallbladder 
and  some  do  not.  Among  the 
herbivores,  the  cow  and  sheep  have 
one,  the  deer  and  horse  do  not; 
among  the  omnivores,  the  mouse 
has  one  but  the  rat  does  not. 

Source:  Farris,  J.  M.,  and  Smith,  G.  K.: 

M.  Clin.  North  America  133  (July)  1959. 


DECHOLIN 

(dehydrocholic  acid,  Ames) 

“Constant  loss  of  bile  [from  relaxation 
of  sphincter  of  Oddi  following  cholecyst- 
ectomy] reduces  the  amounts  available 
for  lipid  absorption  after  meals,  with 
resulting  clinical  symptoms  apparently 
relieved  by  bile  acid  administration.’’ 
Source:  Popper,  H.,  and  Schaffner,  E: 
Liver:  Structure  and  Function,  New 
York,  McGraw-Hill  1957,  p.  309. 

Available:  Decholin  Tablets:  (dehydrocholic 
acid,  Ames)  3%  gr.  (250  mg.).  Bottles  of  100, 
500,  and  1,000. 

and  for  hydrocholeresis  plus 
spasnwlysis . . . 

DECHOLIN®  WITH  BELLADONNA 

(dehydrocholic  acid  with  belladonna,  Ames) 

Available:  DECHOLIN/Belladonna  Tablets: 
Decholin  (dehydrocholic  acid,  Ames)  3%  gr. 
(250  mg.)  and  extract  of  belladonna  Vfe  gr.  (10  mg.). 
Bottles  of  100  and  500. 
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For  a better  way  to  treat  headache, 

prescribe  Trancoj»rm® 


How  Trancoprin  relieves  pain:  Because  most  pain  is  accompanied  by  muscle  spasm  and  tension,  good  medical 
practice  suggests  use  of  an  analgesic  that  will  relax  skeletal  muscles  as  well  as  dim  pain  perception.  Such  an  analgesic 
is  Trancoprin  — a combination  of  aspirin  and  Trancopal*,  a proved,  safe,  skeletal  muscle  relaxant  and  tranquilizer. 
Trancoprin  can  be  prescribed  for  any  pain,  except  pain  of  such  severity  that  a narcotic  is  needed. 

Dosage:  Adults,  2 tablets  three  or  four  times  daily;  children  (5  to  12  years), 

1 tablet  three  or  four  times  daily.  Each  tablet  contains  300  mg.  of  aspirin 
and  50  mg.  of  Trancopal  (brand  of  chlormezanone).  Bottles  of  100  tablets. 
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ANNUAL  MEETING 


NEW  YORK  COLISEUM 
JUNE  25-30,  1961 


Here,  and  only  here  in  all  the  world,  can  you  pause 
to  “catch  up,”  to  discover  everything  that’s  really 
new  . . . stimulating  . . . important  in  every  field  of 
medicine.  Nowhere  else  can  you  find  conveniently 
under  one  roof: 

Operations  performed  on  closed  circuit  color  TV, 

650  scientific  and  industrial  exhibits,  the  largest, 
newest,  most  fascinating  collection  ever  assembled. 

Physicians  and  allied  groups  working  together,  giv- 
ing meaning  to  our  theme.  Teamwork  in  Medicine. 

Practical  panel  discussions  and  symposiums,  offering 
new  ways  to  help  solve  work-a-day  problems. 

New  developments  in  fracture  treatment. 

20  specialty  meetings. 

Your  own  personal  health  check-up,  free. 

Plan  now  to  attend  this  most  significant  and 
stimulating  AMA  Meeting.  In  these  rapidly- 
changing  times,  can  you  really  afford  not  to? 

Make  your  reservations  now  ! 


FOR  ADVANCE 


REGISTRATION 


OF  PHYSICIANS 


Please  return  this  coupon  to  the  Circulation  and  Records  Department  of  the  American  Medical 
Association,  535  N.  Dearborn  St.,  Chicago  10,  Illinois  before  June  9,  1961.  Your  advance 
registration  card  will  be  sent  to  you  on  June  14  unless  you  request  an  earlier  mailing  date. 


Name 


Address 


I am  a Member  of  the  A.M.A.  thru  the. 


or  m the  following  government  service: 


(PLEASE  PRINT) 


CITY 


ZONE  STATE 

state  Medical  Association 


(EVERY  PHYSICIAN  MUST  REGISTER  IN  HIS  OWN  NAME) 
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“Wine 

and 

stress 

a 

Wine  provides  a mild 
but  long-lasting  relief 
from  emotional  tension. 

99 


The  use  of  wine,  especially  in  moderation,  is  as  old  as  written 
history.  Social  scientists  claim  that  no  usage  of  any  kind 
persists  unless  it  serves  an  important  function. 

Stress  Relief  Studies  — Recent  research  by  Greenberg, 
Carpenter  and  Associates  at  Yale  University’s  Laboratory 
of  Applied  Physiology,  helps  explain  one  reason  for  the 
popularity  of  wine  in  nearly  all  cultures  and  all  nations  for 
thousands  and  thousands  of  years. 

It  was  found  that  as  little  as  3 ounces  of  a California  Bur- 
gundy could  lower  the  emotional  tension  index  in  normal 
humans  exposed  to  controlled  conditions  of  extreme  stress. 

The  tranquilizing  effect  of  wine  appears  to  be  greater  and 
yet  smoother  than  that  produced  by  most  other  beverages, 
and  perhaps  safer  than  that  of  the  usual  synthetic  pill. 

Other  Physiological  Actions  and  Clinical  Roles — The  above 
is  just  one  of  the  many  interesting  research  studies  now  being 
conducted  on  the  physiological  effects  of  wine. 

Based  on  recent  findings,  the  modern  Rx  uses  for  wine— in  convalescence,  cardi- 
ology, urology,  geriatrics— are  discussed  in  "Uses  of  Wine  in  Medical  Practice.” 
Wine  Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 

♦Silverman,  M.;  48th  Quarterly  Meeting,  See.  Medical  Friends  of  Wine,  Jan,  13, 1960 
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For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 25,000  U.  S.  P.  Units 

Vitamin  D 1,000  U.  S.  P.  Units 

Thiamine  Mononitrate 10  mg. 

Riboflavin 10  mg. 

Niacinamide 100  mg. 

Vitamin  C 200  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Calcium  Pantothenate 20  mg. 

Vitamin  B12 5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

‘Theragran'*  Is  a Squibb  trademark 
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^^nutrition... present  as  a modlf3nng  or  complicat- 
ing factor  in  nearly  e\  er3’  illness  or  disease  state^^* 

1.  Voumans,  J.  B.;  Am  J.  Med.  25  659  (Nov.)  1958 


cardiac  diseases  “WMio  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercelhdar  ground  substance  and  repair  of  tissues.  One  may  specidate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  ^ 2.  Karripmeier.  R.  H ■ Am.  J Med  25'662  (Nov.)  1958 

arthritis  ■■  It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
w’ith  rheumatoid  arthritis  simply  to  insure  nutritional  adec^uacy  . . .”® 

3 Fernandez-Herlihy,  L:  Lahey  Clmlc  Bull  11 12  (July-Sept.)  1958 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitisand  cirrhosis  is  recommended  by  the  National 

r^r^iinril  4.  Sebrell.  W,  H Am.  J Med  25  673  (Nov.)  1958  5 Pollack.  H,  and  Halpem,  S.  L Therapeutic  Nutrition. 
i\.C^C<l  1 1..1 1 v^liUIIL.11.  fsjatlonal  Academy  of  Sciences  and  National  Research  Council.  Washington.  D C..  1952.  p.  57 

degenerative  diseases  “Studies  by  W^exberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”'  6,Overholser,  W . and  Fong.  T.C  C In  Stieglltz.  E J : Geriatric  Medicine.  3rd  edition,  J.  0 Lipplncott,  Philadelphia.  1954.  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states."  7 Goldsmith,  g a : 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences.  New  York  City.  Oct.  7 and  8.  1960.  Reported  In:  Medical  Science  8 772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”® 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edttion  W.  B.  Saunders.  Philadelphia.  1959.  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 
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in  very  special  cases 
a very  superior  brandy. . . 
specify 
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COGNAC  BRANDY 

84  Proof  I Schieffelin  & Co.,  New  York 


Invest  in  the 
future  health 
of  the  nation 


and  your  profession 


Give  to 


medical  education 
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M Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


tlirougli  AMEP 


To  train  the  doctors  of  tomorrow,  the 
nation’s  medical  schools  must  have 
your  help  today.  It  is  a physician’s 
unique  privilege  and  responsibility 
to  replenish  his  own  ranks  with  men 
educated  to  the  highest  possible 
standards.  Medical  education  needs 
your  dollars  to  slay  siroyig  and  free. 
Send  your  check  today! 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 
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How  to  use 


He  needs  his  muscles  working  properly— 
when  they  aren^t,  he  needs 


Trancopal 


Trunmimh 

Brond  of  chiormexonone  * 


in 

musculoskeletal 

‘^splinting” 


Although  "splinting"  ot  a joint  by 
skelotul  muscle  spasm  is  often  pro- 
tective, it  can  go  too  tar  or  continue 
too  long.  Then  spasm,  pain  and  dis- 
use may  lead  to  wasting. 

When  you  prescribe  Trancopal, 
you  can  prevent  “oversplinting." 
Trancopal  will  relax  the  spasm,  ease 
the  pain  and  get  the  muscle  work- 
ing again.  Relaxation  generally  be- 
gins within  half  an  hour,  and  the 
effects  of  one  tablet  last  from  four  to 
six  hours. 

In  addition  to  relaxing  the  muscle, 
Trancopal  will  mildly  tranquilize 
the  patient,  reducing  the  restless- 
ness and  irritability  that  so  often 
accompany  discomfort.  With  Tran- 
copal, the  patient  can  soon  start 
purposeful  exercise  and  physical 
therapy. 

Trancopal  has  been  found  very 
effective  in  the  treatment  of  pa- 
tients with  low  back  pain  (lum- 
bago), neck  pain  (torticollis),  bur- 
sitis, fibrositis,  myositis,  ankle  sprain, 
tennis  elbow,  osteoarthritis,  rheu- 
matoid arthritis,  disc  syndrome  and 
postoperative  muscle  spasm.  Tran- 
copal is  available  in  200  mg.  Caplets* 
(green  colored,  scored)  and  in  100 
mg.  Caplets  (peach  colored,  scored), 
bottles  of  100. 

Dosage:  Adults,  1 Caplet  ( 200  mg. ) 
three  or  four  times  daily;  children 
(5  to  12  years ),  from  50  to  100  mg. 
three  or  four  times  daily. 
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PROFESSIONAL  CARDS 

The  Baton  Rouge  Clinic 

134  North  19th  St.  DI  8-5361 

SURGERY  INTERNAL  MEDICINE 

J.  Sabatier,  M.  D.  Charles  Prosser,  M.  D. 

Charles  Mosely,  M.  D.  Roger  Reynolds,  M.  D. 

B.  E.  Coggeshall,  M.  D.  (Allergy) 

GYNECOLOGY  & OBSTETRICS  , 

Melvin  Schudmak,  M.  D.  tv  (Gastroenterology) 

J.  P.  Griffon,  M.  D.  Gordon,  M.  D. 

Donald  C.  Diefendorf,  M.  D.  (Endocrinology) 

UROLOGY  EYE 

Mortimer  Silvey,  M.  D.  George  H.  Jones,  M.  D. 

KENNETH  A.  RITTER,  M.  D. 
JOHN  L.  WINKLER,  M.  D. 

Psychiatry  and  Neurology 
8211  Apricot  Street  New  Orleans 

UN  1-7551  By  Appointment 

DR.  IRVING  A-  LEVIN 

ANORECTAL  AND  COLON  DISEASES 
3432  Prytania  Street  TW.  5-2043 

New  Orleans,  La. 

CHARLES  I.  BLACK,  M.D. 

DISEASES  OF  THE  SKIN 
3369  Conyention  Street  Dlckena  3-2841 

Baton  Rouge,  Louisiana 

1 

FREDERIC  W.  BREWER,  M.  D. 

PRACTICE  LIMITED  TO  PSYCHIATRY 
1008  Maison  Blanche  Building 
JA  5-4047  By  Appointment 
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BARRETT  KENNEDY,  M.  D. 

V.  MEDD  HENINGTON,  M.  D, 

WM.  J.  PERRET,  M.  D. 

(Associate) 

DERMATOLOGY 

4522  MAGNOLIA  STREET 

TWinbrook  1-4452—  1-4453 

Green  Clinic 

709  South  Vienaa  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T.  Green,  M.D. 

M.  Ragan  Green,  M.  D. 

LaMoyne  C.  Kleich,  M.D. 

Obstetrics  and  Gynecology 

Internal  Medicine 

Carl  L.  Langford,  M.D. 

Henry  S.  Roane,  M.D. 

David  M.  Hall,  M.D. 

Robert  W.  Sharp,  M.D. 

Pediatrics 

Joe  L.  Smith,  Jr.,  M.D. 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Dentistry 

Eye,  Ear,  Nose  and  Throat 

L.  Felton  Green,  D.D.S. 

Harold  H.  Harms,  M.D. 

Benjamin  C.  Baugh,  D.D. 

The  Sellers  and  Sanders  Clinic 

OPrOBITE  SOUTHERN  BAPTIST  HOSPITAL 

4414  Magnolia  St. 

New  Orleans  15,  La. 

Telephone  TW  5-6635 

Obstetrics  & Gynecology 

General  Surgery 

Thomas  B.  Sellers,  M.  D. 

John  T.  Sanders,  M.  D. 

Simon  V.  Ward,  M.  D. 

L.  Terrell  Tyler,  M.  D. 

Julius  T.  Davis,  Jr.,  M.  D. 

Internal  Medicine 

T.  K.  Dampeer,  Jr.,  M.  D. 

Daniel  W.  Hayes,  M.D. 

Lige  B.  Rushing,  Jr.,  M.D. 

Diagnostic  X-ray  and  Laboratory  Facilities 

PHILIP  RONALD 

LORIA,  M.  D. 

DISEASES  OF 

THE  SKIN 

Dermoplaning 

Removal  of  Excessive  Hair 

1104  Maison  Blanche  Bldg. 

New  Orleans  16,  La. 

By  Appointment 

524-9621 
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PROFESSIONAL  CARDS 


JOHN  C.  HARDIN,  JR. 

D.D.S.,  M.D.,  F.A.C.S. 
Maxillo-Facial  & Oral  Surgery 
(Head  and  Neck  Surgery) 

121  Physicians  & 
Surgeons  Bldg.,  West 
Phone  3-6901  Shreveport,  Louisiana 


DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 
2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  2-0171  Res.:  JA  2-3946 


JAMES  W.  BURKS,  JR.,  M.  D. 

DISEASES  OF  THE  SKIN 
SURGICAL  PLANING  FOR  COSMETIC  DEFECTS 
FACILITIES  FOR  REMOVAL  OF  SUPERFLUOUS  HAIR 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La.  529-3322 

DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg.  523-3216 


DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  JA  2-0202 


DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
TWinbroolc  5-4561 


UK.  EUGENE  L.  WENK 
GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 


LEWELL  C.  BUTLER,  JR.,  M.  D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Phone  3-9671 

211-213  Physicians  and  Surgeons  Building  West 
803  Jordan  Street  Shreveport,  Louisiana 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
JAckson  2-7697  By  Appointment 


THE  OWENS-MEADE  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  St.  New  Orleans  13,  La. 

Telephone:  JAckson  2-0106 
After  Hours  — Call  Doctors’  Exchange  WU  5-4141 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
JA.  5-0873  By  Appointment 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-6681 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

444  So.  Ryan  Street  lake  Charles,  La. 

Phone  HE  3-6361 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

HEARING  AND  DEAFNESS 
DISEASES  AND  SURGERY  OF  THE  EAR 

1109  Pere  Marquette  Building 
JA.  5-2535  By  Appointment 
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The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


In  1961,  you,  the  nation’s  physicians,  will  diagnose 
an  estimated  70, ()()()  cases  of  cancer  of  the  colon  and  rectum. 

Although  potentially  this  is  a highly  curable  cancer, 
each  year  more  than  two  thirds  of  such  patients 
die  of  the  disease.  Thousands  are  lost  needlessly. 
They  could  be  saved  by  proper  medical  treatment  of  the  disease, 
found  by  annual  examination,  in  its  presymptomatic 
and  most  curable  stage.  The  regular  health  checkup 
and  alertness  to  first  symptoms  are  great  life-savers. 

To  help  bring  such  patients  to  you  in  time, 
the  American  Cancer  Society  has  developed 
a forceful,  comprehensive  public  education 
program  on  cancer  of  the  colon  and  rectum. 
The  Society’s  newest  film.  Life  Story 
dramatizes  for  the  public  the  importance 
of  the  inclusion  of  digital  and 

PROCTOSCOPIC 
EXAMINATIONS 
IN  THE  ANNUAL 
HEALTH  CHECKUP. 

In  this,  as  in  the  preparation  of  all 
of  its  life-saving  educational  materials, 
the  Society  is  aided  by  the  best  medical 
and  lay  experts  available. 
The  physician  and  the  layman 
in  the  American  Cancer  Society 
are  truly  partners  for  life. 


AMERICAN 

CANCER 

SOCIETY 


Louisiana  Division,  Inc. 

822  Perdido  Street  New  Orleans  12,  La. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D.,  President 


nearly  identical  to  mother’s  milk'  in  nutritional  breadth  and  balance 


A new  infant  formula 

P * 1® 

ibniamil 

Infant  formula 


Five  years  of  research  and  41,000  patient  days 
of  clinical  trials  demonstrate  the  excellent  per- 
formance of  Enfamil.  This  new  infant  formula 
satisfies  babies  and  they  thrive  on  it.  Digestive 
upsets  are  few  and  stool  patterns  are  normal. 
Enfamil  produces  good  weight  gains.  In  a 
well-controlled  institutional  study-  covering 
the  crucial  first  8 weeks  of  life,  Enfamil  pro- 
duced average  weight  gains  of  11.3  ounces 


every  2 weeks  during  the  course  of  the  study. 
Enfamil  is  nearly  identical  to  mother's  inilk^ 

• in  caloric  distribution  of  protein,  fat  and  car- 
bohydrate • in  vitamin  content  (vitamin  D added 
in  accordance  with  NRC  recommendations) 

• in  osmolar  load  • in  ratio  of  unsaturated  to 
saturated  fatty  acids  • in  absence  of  measura- 
ble curd  tension  for  enhanced  digestibility, 


1.  The  Composition  of  Milks»  Publication  234,  National  Academy  of  Sciences  and  National  Research  Council,  Revised  1953, 

2.  Brown,  G.W.;  Tuholski,  J.M. ; Sauer,  L.W, ; Minsk.  L.D.,  and  Rosenstern,  I. : J.  Pediat.  56:391  (Mar.)  1960. 
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^New  Product  Announcement 


a significant 
achievement  in 
corticosteroid  research 

HAIPRONE 

(paramethasone  acetate.  Lilly) 

• predictable  anti-inflammatory  effect 

• low  incidence  of  untoward  reactions 


Available  in 
bottles  of 
30,  100, 
and  500 


Tablets  Haldrone,  1 mg.,  Yellow 
(scored) 


Tablets  Haldrone,  2 mg..  Orange 
(scored) 
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HOME  NURSING  PROGRAM 

A home  nursing  program  for  old  age  assistance  patients 
entered  its  first  phase  on  July  1 when  seven  parishes  began 
a six-month  pilot  study.  A joint  undertaking  of  the  Louisi- 
ana State  Board  of  Health  and  the  Louisiana  State  Depart- 
ment of  Public  Welfare,  the  study  will  furnish  information 
needed  in  planning  the  statewide  program  for  old  age  assist- 
ance patients  with  long-term  illnesses  and  in  need  of  medi- 
cal and  nursing  services  in  the  home. 

Financed  through  the  Department  of  Welfare  by  match- 
ing state  and  federal  funds,  nursing  and  administrative 
services  are  provided  by  the  State  Board  of  Health.  Public 
health  nurses,  acting  under  specific  orders  of  the  patient’s 
private  physician,  do  those  bedside  nursing  procedures 
which  can  safely  be  carried  out  in  the  home,  such  as 
administering  injectibles,  caring  of  in-dwelling  catheters, 
colostomys,  taking  and  recording  blood  pressure,  pulse,  tem- 
perature, and  teaching  certain  home  nursing  procedures  to 
responsible  members  of  the  patient’s  family.  A bedside 
record  containing  the  physician’s  orders  and  nursing  notes 
is  maintained  on  each  patient. 

Involved  are  Calcasieu,  Evangeline,  Washington,  West 
Feliciana,  Madison,  Red  River  and  St.  Tammany  Parishes. 
Louisiana  is  among  the  first  to  set  up  such  a pilot  study  in 
connection  with  the  Kerr-Mills  Act,  which  provides  for 
medical  care  for  persons  over  65  who  are  medically  indigent. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D. 

President 


DRINK 


Continuous  ouolitv 


lorTiEo  UNoei  authority  or  tmc  coca-cola  company  ev 


THE  LOUISIANA  COCA-COLA  BOTTLING  CO.,  LTD. 


Prescription  Headquarters  Since  1905 


FOR  RENT 

5252  Plank  Road 
Baton  Rouge,  La. 

Air-conditioned  doctor’s  office  across  from 
Delmont  Shopping  Center  consisting  of 
waiting  room,  rest  room  and  7 other  rooms, 
two  having  been  used  as  a laboratory  and 
dark  room — particularly  suitable  for  Gen- 
eral Practitioner  or  GP  and  Pediatrician. 

Write  or  Call 

ALBERT  H.  LeBLANC 
3618  St.  Gerard  Ave.,  Baton  Rouge 
Phone;  EL  5-3066 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

147  South  Liberty  St. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 
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Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  efficacy  — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply:  i?an/raa5-N  — capsule-shaped  tablets  providing  60 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  A/odi/icd  — capsule-shaped  tablets  pro- 
viding 60  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N* 

Squibb  Standardized  Whole  Root  Rnuwulfla  Serpentina  (Raudixin) 
and  Bcndronumelhiozide  (*Naturetin)  with  PotaBsium  Chlorida 


For  full  Information, 
iro  four  Squibb 
Product  Rrfrrrnro 
or  Product  Drief. 


Squibb 

Squibb  Quality 
— the  Priceless  Ingredient 


'«awouii«’4.  oHe  'Naiw*(tiN-4  *•!  (owioa  laaeioaiM 
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PHENAPHEN 


• More  satisfactory  than  “the  usual  analgesic  compounds”  for  relieving  pain  and  anxietyd 

• More  effective  than  a standard  A.P.C.  preparation  for  relief  of  moderate  to  severe  pain.- 


Each  Phenaphen  capsule  contains: 

Acetylsalicylic  acid  ( 2 gr. ) 162  mg. 

Phenacetin  (3  gr.)  194  mg. 

Phenobarbital  gr.) 16.2  mg. 

Hyoscyamine  sulfate  0.031  mg. 


1.  Meyers,  G.  B.;  Ind.  Med.  & Surg.  26:3,  1957.  2.  Murray, 
R.  J.:  N.  Y.  St.  J.  Med.  53:1867,  1953. 


Also  available: 

PHENAPHEN  with  CODEINE  PHOSPHATE 

'/4  GR.  (16.2  mg.)  Phenaphen  No.  2 
PHENAPHEN  with  CODEINE  PHOSPHATE 

'/2  GR.  (32.4  mg.)  Phenaphen  No.  3 
PHENAPHEN  with  CODEINE  PHOSPHATE 

1 GR.  (64.8  mg.)  Phenaphen  No.  4 
Bottles  of  100  and  500  capsules. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
Making  today’s  medicines  with  integrity. . . seeking  tomorrow’s  with  persistence. 
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inside  as  well  as  outside  the  hospital... 
staphylococci  usually  remain  sensitive  to 


CHLOROMYCETIN! 


(chloramphenicol,  Pairke-Davis 

That  the  sensitivity  pattern^  of  “street”  staphylococci  differ  widely  from  those  oi 
“hospital”  staphylococci  is  i well-established  clinical  fact.^-^  Although  strains  Oj 
staphylococci  encountered  in  general  practice  have  remained  relatively  sensitive  t( 
a number  of  antibiotics,®  the  problem  of  antibiotic-resistant  staphylococci  appear.' 
to  be  a threat  to  all  patients/in  hospitals  today.  It  is  encouraging  to  note,  however 
“...that  a relatively  small  percentage  of  strains  develop  resistance  to  chloram 
phenicol,  despite  the  consumption  of  large  amounts  of  this  antibiotic.”^ 


I 


In  one  hospital,  for  example,  CHLOROMYCETIN  “...was  the  only  widely  uso( 
antibiotic  to  which  few  of  the  strains  were  resistant.”®  In  another  hospital,  dospiti 
steadily  increasing  use  of  CHLOROMYCETIN  since  1956,  “...the  percentage  o 
chloi’amphenicol-resistant  strains  has  actually  been  lower  in  subsequent  years.” 
Elsewhere,  insofar  as  hospital  staphylococci  are  concerned,  it  appears  that  “. . . Ih 
problem  of  antibiotic  resistance  can  be  regarded  as  minimal  for  chloramphenicol.” 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  inchuliiii 
Kapseals'’!'  of  250  mg.,  in  bottles  of  1(5  and  100.  . 


See  package  insert  for  details  of  administration  and  dosage. 


I 


I 


lVar>iiii(/ : Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thromhocytopenij 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  hav  | ' 
occurred  after  short-term  and  with  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  tha 
such  reactions  may  occur,  chlorami)henicol  should  be  used  only  for  serious  infei  lions  caused  by  organism  * ’«i 
which  are  .susceptible  to  its  antiliacterial  elfects.  Chloramphenicol  should  not  be  used  when  other  les  ■ ,[ 
potentially  dangerous  agents  will  be  elVective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  infli  ' . 
onza,  viral  infections  of  the  throat,  or  as  a prophylactic  agent.  i j,| 

PrecfiuliouK : It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  Whil 
blood  studies  may  detect  early  peiipheral  blood  changes  such  as  leukopenia  or  granulocytopenia,  befor 
they  become  irreversible,  such  studies  cannot  be  relied  upon  to  detect  bone  marrow  depression  prior  t 
development  of  aplastic  anemia. 


m VITRO  SENSITIVITY  OF  250  STRAINS  OF  STAPHYLOCOCCI 
TO  CHLOROMYCETIN  AND  TO  FOUR  OTHER  ANTIBIOTICS* 


CHLOROMYCETIN  78% 


Antibiotic  B 


55% 


; Antibiotic  D 

These  strains  of  coagulase-positive  staphylococci  were  isolated  from  hospitalized  patients  at  a 
large  county  hospital  during  the  year  1959.  Sensitivity  tests  were  done  by  the  disc  method. 

Adapted  from  Bauer,  Perry,  & Kirby' 

References:  (1)  Bauer,  A.  W.;  Perry,  D.  M„  & Kirby,  W.  M.  M.:  J.A.M.A.  173:475, 1960.  (2)  Fisher,  M.  W.: 
Arch.  Int.  Med.  105:413,  1960.  (3)  Cohen,  S.:  Circulation  20:96,  1959.  (4)  Edwards,  T.  S.:  Am.  J.  Ophtk. 
48,  Part  11:19,  1959.  (5)  Smith,  I.  M.:  Staphylococcal  Infections,  Chicago,  The  Year  Book  Publishers,  Inc., 
, 1958,  p.  148.  (6)  Petersdorf,  R.  G.;  Rose,  M.  C.;  Minchew,  H.  B.;  Keene,  W.  R.,  & Bennett,  I.  L.,  Jr.: 
' Arch.  Int^Med.  105:398,  1960.  (7)  Editorial:  J.A.M.A.  173:544,  1960.  (8)  Finland,  M.;  Jones,  W.  E,  Jr.,  & 
Bennett,  I.  L.,  3t.\  Arch.  Int.  Med.  104:365,  1959.  suei 

PARKE-DAVIS 


PARKE.  DAVtS  4 COMPANY,  Detroit  37,  Michigan 


The  cigarette  that  made  the  filter  famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  magazine 
and  newspaper  stories — really  put  momentum  to  the  trend  toward  filter  cigarettes! 

An  important  step  in  making  the  “Micro- 
nite”  Filter  is  Kent’s  “Jet-Blooming” 
Process.  Specially  designed  machines 
separate  the  soft,  pure,  all-vegetable 
material— then  compress  the  fibers  into 
the  filter  shape,  in  an  intricate  network  of 
tiny  channels  which  refine  smoking  flavor. 

So,  Kent  with  the  “Micronite”  Filter  re- 

ALL  THESE  FIBERS  ARE  COMPRESSED  INTO  THE  FILTERI  i i m n 

fines  away  harsh  navor  . . . rehnes  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 


A PRODUCT  OF  THE  P.  LORILLARD  COMPANY— FIRST  WITH  THE  FINEST  CIGARETTES— THROUGH  LORILLARD  RESEARCH 

O 199I  ^ ■ UONILLARDCO. 
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It  takes  so  little  to  trigger  an  asthmatic  attack 


f 

f 


it  takes  so  little  MOR€  to  control  it... 
the  simple  addition  of>^T^MX  to  your  classic  anti- 
asthmatic therapy  increases  therapeutic  success  even  in 

riiffiPIlIt  n^tiPntQ  MARAX  tablet  contains:  ATARAX®  (hydroxyzine  HCI)  10  mg.— an 

U 1 1 1 lUUI  L \3a  IICI I ID  antihistaminic  tranquilizer  beneficial  in  bronchial  asthma  and  allergy.’ 

Ephedrine  sulfate  25  mg.-tc  reduce  congestion.  Theophylline  130  mg. 
—for  bronchospasmolysis. 


“Superiority  of  [MARAX]  seems  attributable  to  the  inclusion  in  it  of  hydroxyzine  in  place  of  the  conventional 
barbiturates."*  In  a series  of  patients  generally  refractory  to  the  usual  antiasthmatics,  and  who  required 
steroids  in  order  to  obtain  temporary  relief,  70%  showed  good  to  excellent  symptomatic  relief  with  MARAX. 
Patients  “...slept  more  comfortably  and  breathed  more  easily.  The  characteristic  asthma  wheeze  was  either 
markedly  reduced  or  entirely  relieved."* 


If  your  asthma  patients  do  not  respond  to  standard  therapy,  they  may  need  the  “little  MORE"  that 
MARAX  offers. 


Usual  adult  dosage:  One  tablet  2 
to  4 times  daily.  Full  prescription 
Information  on  request.  Supplied: 
Bottles  of  100  light  blue,  scored 
tablets.  Prescription  only. 
References:  1.  Santos,  I.  M.  H.,  and 
Unger,  L.:  Ann.  Allergy  18:172  (Feb.) 
1960.  2.  Charlton,  J.  D.:  Ann.  Al- 
lergy, In  press.  3.  Shaftel,  H.  E.: 
Clin.  Med.  7:1841  (Sept.)  1960. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 

1 simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown  dangers 
of  “new  and  different”  drugs 

Q does  not  produce  ataxia,  stimulate  the 
^ appetite  or  alter  sexual  function 

3 no  cumulative  effects  in  long-term  therapy 

A does  not  produce  depression,  Parkinson-like 
^ symptoms,  jaundice  or  agranulocytosis 

pr  does  not  muddle  the  mind  or  affect 
^ normal  behavior 


Usual  doto9e:  One  or  two  400  mg.  tablets  t.l  d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  os  MEPROTABS*-400  mg. 

unmorJced,  coated  tablets;  and  in  sustoined-refeose 
copsules  as  MEPROSPAN®-400  ond  MEPROSPAN®-200 
(contolning  respectively  400  mg.  and  200  mg.  meprobomote). 

*TRAOE-MARK 


Miltown* 

meprobamate  (Wallace) 


WALLACE  LABORATORIES /Cra«bw»7,iV.7. 

CM-«r>e 
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In  response  to 
innumerable  requests 
from  dermatologists 


Winthrop  Laboratories 
now  makes  available 


FOR  LUPUS  ERYTHEMATOSUS  AND 
LIGHT- SENSITIVITY  ERUPTIONS 


WHAT  IT  IS: 

A combination  of  Atobrine®  hydrochloride 
25  mg.,  Aralen®  phosphate  65  mg.  and 
Plaquenil®  sulfate  50  mg. 

WHAT  irs  FOR: 

Treatment  of  lupus  erythematosus  (chronic 
discoid  type)  and  polymorphic  light  eruptions 
(light-sensitivity  eruptions,  solar  urticaria 
or  dermatitis). 


HOW  IT  ACTS: 

Each  of  the  three  components  produces 
beneficial  response  in  lupus  erythematosus 
and  light-sensitivity  eruptions.  Since  the  dose 
of  each  of  the  Triquin  components  is  very 
lov/,  overall  toxicity  is  reduced  and  clinical 
tolerance  improved.  Furthermore,  the 
three  components  appear  to  act 
synergistically. 


Lupus.  Average  initial  adult  dose,  1 or  2 
tablets  after  meals  and  at  bedtime.  Dosage 
should  be  reduced  gradually  at  two  week 
intervals  to  1 or  2 daily. 


HOW  SUPPLIED: 

Triquin  tablets  in  bottles  of  100,  sold  on 
prescription  only. 

Write  for  TRIQUIN  booklet. 

Triquin,  Atobrine  (brand  of  quinocrine),  Aralen  (brand  of  chloro- 
quinej,  ond  Plaquenil  (brand  of  hydroxychloroquine),  trademarks 
reg.  IJ.  3.  Pat.  Off. 


Light-Sensitivity  Eruptions.  Average  initial 
adult  dose,  1 tablet  after  breakfast  and 
lunch.  May  be  reduced  after  several  weeks  to 
maintenance  dosage  of  1 tablet  daily. 

LABORATORIES  New  York  18,  N.  Y. 


Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  ...  all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  level.s — 1200,  1800  and 
2600  calories.  You  pre.scribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly  unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brandy  where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 


Your 

Choksterol 
^^epressant  Diet 
Book 
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USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 

DR 

ADDRESS 


CITY. 


.STATE. 


.ZONE. 


A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 

Just  a "poof”  of  fine  NlZ  spray 


brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HCl,  0.5% 

- dependable  vasoconstrictor 
and  decongestant. 

Thenfadil®HCl,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 
-antibacterial  wetting 
agent  and  preservative. 


Supplied  in  leakproof 
pocket  size  ' ' - 
squeeze  bottles  of  20  cc. 


\ 


IA60KATORIES 

New  York  16.  N.  V. 


‘‘The  experience  (o  dale  wi(h 
griseolulvin  has  been  so  promising 
for  tlie  management  of  Microsporiini 
aiidoiiini,  Trichophyton  tonsurans 
and  Trichophyton  violacmni  that  it 
has  become  the  treatment 
of  choice  for  these  in- 
fections of  the  scalp.”' 


Supplied:  Fulvicin  Tablets  (scored),  500  mg.,  in  bottles  of  20  and  100;  250  mg., 
in  bottles  of  30,  100  and  500.  Reference:  Sulzberger,  M.  B.,  et  al.:  Dermatology: 
Diagnosis  and  Treatment,  ed.  2,  Chicago,  Year  Book  Publishers,  1961,  p.  350.  For 
complete  details,  consult  latest  Sobering  literature  available  from  your  Sobering 
Representative  or  Medical  Services  Department,  Sobering  Corporation,  Bloomfield,  N.  J. 
SCHERINC  CORPORATION  . BLOOMFIELD,  NEW  JERSEY  S- 


oral  ^ 

tulviciii' 


Tinea  capitis  due  to  T.  tonsurans  cleared  after  7 weeks  of  therapy  with  Fulvicin. 

FROM  WeiNER,  M.  A.;  COULD,  A.  H.,  AND  CANT.  J.  0..  JR.:  CRISEOFULVIN  IN  RINGWORM  INFECTIONS.  SCIENTIFIC  EXHIBIT 
PRESENTED  AT  A.M.A.  CLINICAL  MEETING,  DECEMBER,  I9«0,  WASHINGTON.  D.  C. 


How  to  help  your  patient  stick  to  a 
diabetic  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

A diabetic  diet  that  contains  measured  amounts  of  pop- 
ular foods  is  sure  to  win  the  cooperation  of  the  patient. 

All  the  more  so  if  the  variety  of  dishes  is  great.  Bouillon 
or  soup  might  start  the  meal.  Chops,  chowder,  stews, 
broiled  tomatoes,  even  spaghetti  and  meat  balls  can  be 
adapted  as  tempting  main  dishes  in  a diabetic  diet.  Sugar- 
free  preserves,  water- packed  fruits  and  sorbitol  ice  cream 
make  delicious  stand-ins  for  sweets.  For  parties,  low- 
calorie  wafers  and  raw  vegetables  make  good  nibbling. 


A glass  of  beer 
can  add  zest  to  a 
patient's  diet 

Carbohydrate  9.4  Gm;  Protein  0.8  Gm; 
Fat.  0 6m;  Calories  104/8  oi.  glass 
(Average  of  American  Beers) 


Appetizing  foods  are  good  reason  to  stay  on  a diet 

United  States  Brewers  Association,  Inc. 

t'or  reprints  of  this  and  11  other  diet  mertus,  write  us  at  036  Fifth  Avenue.  N Y.  17,  N Y 
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THESE  57,000 
PEOPLE  IN 
LOUISIANA  NEED 
MEDICAL  HELP 


Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Louisiana  there  are  at  least  57,000  alcoholics.  These 
\ people  need  medical  help.  No  one  is  in  a better  posi- 
I tion  to  initiate  and  supervise  a program  of  rehabilita- 
I tion  than  the  physician  who  enjoys  the  confidence  of 
I the  patient  or  the  patient's  family. 


ONE  FOR  THE  ROAD  BACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode.  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period.  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


LIBRIUM®  Hydrochtoflde  — 7-chlofO-2-melhylamino- 
n fl  IJ  F 5'phenyl'3H-l,4-benzodidzepine  4-oxide  hydrochloride 

U o ti  c 

LABORATORiCS  Division  of  Hoffmann-Lo  Roche  Inc. 
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^New  Product  Announcement 


a significant 
achievement  in 
eorticosteroid  research 


(paramethasone  acetate,  Lilly) 


/^sculapius 


Haldrone  is  a potent  synthetic  corticosteroid  with  marked  anti- 
inflammatory activity  In  steroid-responsive  conditions,  it  pro- 
vides predictable  anti-inflammatory  efifects  with  a minimum  of 
untoward  reactions.  Gratifying  response  has  been  observed  in 
patients  transferred  from  other  corticosteroids  to  I laldrone.  There 
is  relatively  little  adverse  effect  on  electrolyte  metabolism.  With 
Haldrone,  sodium  retention  is  unlikely,  psychic  effects  are  mini- 
mal, and  there  appears  to  be  freedom  from  muscle  weakness  and 
cramping. 


Haldrone,  2 mg., 
is  approximately 
equivalent  to 


Cortisone 25  mg. 

Hydrocorti-sone 20  mg. 

Prednisone  or  prednisolone  ...  5 mg. 

Triamcinolone  or 

metliylprednisolone 4 mg. 

Dexamethasone 0.75  mg. 


Although  the  incidence  of  significant  side-effects  is  low,  llie  usual 
contraindications  to  corticosteroid  therapy  apply  to  Haldrone. 


Supplied  in  bottles  Tablets  Haldrone,  1 mg..  Yellow  (scored) 
oj  30,  lUU,  and  500  I’ablets  Haldrone,  2 mg..  Orange  (scored) 

ELI  LILLY  AND  COMPANY*  INDIANAPOLIS  6,  INDIANA,  U.S.A. 


14004* 


IG 


Thk  .Iouunal  ok  thk  IvOUIsiana  State  Medical  Society 


The  Journal 

of  llie 

Louisiana  State  Medieal  Soeiety 


S4.00  Per  Annum,  35c  Per  Copy  TTTT  V Publlsheil  Monthly 

Vol.  113.  No.  7 J UJ-i  X , UvJi  1430  Tulane  Avenue,  New  Orleans  12,  La. 


Nasal  Dysfiiiiclion  in  Children'' 


• Trauma  is  the  cause  af  mast  septal  and  nasal  deformities.  These 
defects  result  in  nasal  dysfunction  and  should  be  corrected  surgically 
early  in  life. 


RALPH  H.  RIGGS,  M.  D. 

Shreveport 


pediatrician,  family  physician,  and 
rhinologist  see  many  children  with  dis- 
turbed nasal  function.  It  is  important  to 
keep  such  a condition  in  mind,  for  it  may 
later  develop  into  a deformity  of  serious 
consequence.  A thorough  examination 
should  be  done  on  these  children  to  evalu- 
ate the  pathologic  abnormalities  present, 
and  adequate  surgical  correction  should  be 
performed  when  indicated.  In  this  paper, 
certain  pathologic  conditions  in  children 
causing  nasal  dysfunction  will  be  dis- 
cussed from  the  standpoint  of  etiology, 
symptoms,  physical  findings  and  surgical 
treatment,  and  cases  illustrative  of  the  re- 
sults that  can  be  expected  from  timely 
surgical  treatment  will  be  cited.  Although 
acute  nasal  injuries  in  children  are  ex- 
tremely important,^  they  will  not  be  in- 
cluded in  this  discussion.  It  should  be  kept 
in  mind  that  a child’s  nose  differs  in  many 
ways  from  a small  adult’s  nose.  In  the 
process  of  developing,-  gradual  changes 
take  place  at  least  until  the  end  of  the  sec- 
ond decade  of  life,  and  some  believe  that 
the  nose  does  not  actually  stop  “growing” 
until  around  the  twenty-fifth  year  of  life. 


* Presented  at  the  Eighty-first  Annual  meeting 
of  the  Louisiana  State  Medical  Society,  May  9, 
1961,  in  New  Orleans. 


Etiology 

It  is  generally  agreed  that  trauma  is  the 
cause  of  most  septal  and  nasal  deformities. 
Cottle  and  coworkers  ^ reported  that  more 
than  6 per  cent  of  709  newborns  on  whom 
photographs  were  made  within  the  first 
twenty-four  hours  of  life  showed  definite 
evidence  of  gross  lateral  displacement  of 
the  external  nasal  pyramid.  The  incidence 
of  simple  flattening  ranged  from  30  to  60 
per  cent.  Spontaneous  restoration  often 
occurs.  Such  deformities  probably  were 
caused  during  birth.^  However,  some  are 
born  with  what  is  thought  to  be  healed 
injuries.  The  occipito-nasal  diameter  in 
the  newborn  is  frequently  equal  to  or 
greater  than  the  occipito-mental  diameter, 
and  the  nasal  structures,  being  soft  tis- 
sues, undergo  considerable  distortion 
while  passing  through  the  birth  canal.  It 
is  not  unrealistic  to  suppose  that  a larger 
percentage  could  sustain  some  internal  in- 
jury about  the  premaxillary  area  that 
could  not  be  detected  by  photographs  and 
perhaps  not  even  by  examination. 

As  babies  develop,  they  get  more 
“bumps”  on  the  nose,  especially  when 
crawling  and  during  the  first  stages  of 
walking.  The  physician  rarely  sees  these 
injuries,  but  when  he  does  see  a baby  with 
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a severe  nasal  injury  sustained  in  this 
way,  he  should  not  take  it  too  lightly.^ 
These  babies  may  be  the  ones  seen  a short 
while  later  with  a hematoma  of  the  sep- 
tum or  over  the  upper  lateral  cartilages 
with  possible  absorption  of  these  carti- 
lages. Also,  from  such  injuries  septal 
abscesses  may  develop.  In  children  nasal 
injury  is  most  frequently  to  the  carti- 
laginous structures,  but  the  bony  parts 
may  also  be  damaged.  Bony  injuries  may 
be  overlooked,  since  the  nasal  bones  are 
underdeveloped  and  are  of  membranous 
bone.  Also,  the  frontal  process  may  be  in- 
jured and  later  cause  a real  deformity. 
Among  other  causes  of  nasal  dysfunction 
are : embryonic  remains  in  the  septal  space 
(para-septal  cartilage)  and  extra  small 
openings  of  the  nostrils,  due  in  some  cases 
to  a tension  septum.  Examples  of  these 
last  conditions  will  be  described  later  in 
this  paper. 

Clinical  Manifestations 

Difficulty  in  breathing  through  the  nose 
is  the  outstanding  symptom  of  these  chil- 
dren. This  is  evidenced  by  breathing 
through  the  mouth.  Other  manifestations 
include  frequent  colds,  nasal  and  post- 
nasal drainage,  sinus  infections,  thumb 
or  finger  sucking,  nervousness,  irritabil- 
ity, insomnia,  apparent  failure  of  mental 
development  (by  doing  poorly  in  school) 
and  in  some  cases  greatly  decreased 
stamina. 

Examination  of  the  pathologic  nose  may 
reveal  a number  of  abnormalities.  Thus, 
the  caudal  end  of  the  septum  may  be  in 
either  the  right  or  left  vestibule.  The 
cartilaginous  or  bony  septum,  or  both, 
may  occlude  one  nasal  cavity  and  allow  too 
much  space  in  the  opposite  side.  There 
may  be  impaction  of  cartilage,  bone,  or 
both,  including  scar,  along  or  below  the 
inferior  turbinate  on  one  side  or  the  other. 
Occasionally,  the  septum  may  be  so  thick 
that  it  obstructs  both  sides.  Frequently, 
the  upper  lateral  cartilages  are  too  far 
from  the  septum,  so  that  normal  valve  ac- 
tion is  prevented.  This  condition  is  known 
as  “ballooning.”  In  other  cases  the  septum 
may  be  perfectly  straight  but  the  upper 


lateral  cartilages  are  too  close  to  the  sep- 
tum. Infections,  tumors,  foreign  bodies, 
allergy  and  hypertrophied  adenoids  must 
obviously  be  ruled  out. 

The  external  nose  may  be  malaligned, 
and  there  may  be  “c”  shaped  or  other  de- 
formities. Some  may  have  “saddling”  and 
others  may  have  underdevelopment  of  one 
part  and  overdevelopment  of  another.  In 
the  growing  child,  it  is  important  to  ob- 
serve the  teeth  and  palatal  arch,  and  check 
for  malalignment  of  facial  features.  A 
mere  casual  examination  of  the  chest  may 
disclose  considerable  underdevelopment 
due  possibly  to  nasal  dysfunction. 

Surgical  Correction 

Surgical  correction  is  indicated  if,  in 
the  opinion  of  the  rhinologist,  pediatrician 
or  family  physician,  the  child  is  not  re- 
sponding to  non-surgical  procedures. 
Operation  should  be  performed  before  too 
many  anomalies  of  growth  start  develop- 
ing. Cottle  and  associates  ^ emphasized  the 
center  of  the  septum  mosaic,  which  is  a 
most  important  area  in  the  nose  where 
the  cartilaginous  septum,  vomer,  maxilla 
and  premaxilla  meet.  Early  injury  to  this 
area  can  produce  all  varieties  of  changes 
in  growth,  and  normal  development  of  the 
nose  may  be  retarded.  Therefore,  it  is 
most  important  that  the  structures  be 
placed  in  normal  position,  both  externally 
and  internally,  so  that  nasal  function  can 
be  utilized  to  the  fullest  extent.  A small, 
juvenile  nose  is  less  efficient  than  one  of 
normal  size,  but  it  will  be  much  better 
than  one  presenting  an  obstructing  sep- 
tum with  or  without  a depressed  lateral 
wall.6 

The  surgeon  who  operates  on  a child’s 
nose  must  be  aware  that  he  is  dealing  with 
a structure  that  has  growth  potential. 
However,  many  children  need  help,  and 
the  compromise  cannot  be  to  “watch  and 
wait.”  Operation  must  be  carefully  per- 
formed, and  often  just  a “little  bit”  will 
be  of  great  help.  Again,  it  does  not  seem 
reasonable  to  let  a deformed  nose  grow 
(if  it  will)  to  a larger  deformity  when  a 
corrective  operation  performed  early  in 
life  could  erase  early  psychological  im- 
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pressions.  Far  more  important  than  this 
is  reestablishment  of  a better  nasal  air 
passage,  its  associated  reflexes  and  all 
that  this  means.’ 

Among  my  cases,  operation  of  the  nasal 
septum  was  the  most  important  procedure. 
One  patient  (Fig.  1),  18  months  of  age, 
required  only  removal  of  paraseptal  carti- 
lages without  disturbing  the  middle  carti- 
lage; another  (Fig.  2)  required  removal  of 
a small  amount  of  cartilage  from  the  dor- 
sum and  caudal  end  of  the  septum  after 
the  upper  lateral  cartilages  had  been  sepa- 
rated submucosally. 

During  the  past  few’  years  all  septums 
with  abnormalities  in  the  premaxillary 
area  **  have  been  operated  on  by  the 
“maxilla-premaxilla”  approach  as  de- 
scribed by  Cottle.**  In  my  experience 
this  approach  has  proved  to  be  a conserva- 
tive procedure  by  which  any  part  of  the 
nasal  septum  can  be  reached  and  judici- 
ously treated.  The  support  of  the  carti- 
laginous vault  and  roof  can  be  controlled 
and  all  the  required  changes  can  be  made. 
The  functional  result  is  good  and  the  se- 
quelae are  minimal." 


In  most  of  my  patients  younger  than  10 
years  of  age,  the  deformity  was  limited  to 
the  cartilaginous  vault  and  could  be  cor^ 
rected  without  bone  work.  However,  la- 
teral osteotomies  were  performed  when  it 
was  necessary  to  realign  the  external  nas- 
al pyramid,  as  operation  on  the  septum 
alone  would  not  produce  the  desired 
results. 

Another  most  important  procedure  is 
attention  to  the  upper  lateral  cartilages. 
They  can  be  mobilized  submuco.sally  via 
the  septum  or  they  may  be  uncovered 
through  intercartilaginous  incisions  and 
attended  to  as  necessary.  Usually,  little 
should  be  done  to  the  cartilage  of  the' 
lobule.'**  These  cartilages  may  be  uncov- 
ered, if  necessary,  through  the  inter- 
cartilaginous incisions  or  through  inci- 
sions over  the  caudal  end  of  the  lobular 
cartilages;  the  spring  may  be  broken  at 
the  dome  or  w’here  needed.  In  children 
they  should  be  neglected  unless  they  are 
badly  deformed,  unsymmetrical,  or  both. 

The  results  of  these  procedures,  as  a 
whole,  are  most  gratifying.  There  are 
some  children  who  may  require  additional 


Figure  1 — (Case  1).  Both  nasal  cavities  obstructed  by  paraseptal  cartilages. 
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surgical  treatment  later,  and  both  the 
family  and  the  rhinologist  should  be 
aware  of  this.  It  is  not  my  intention  to 
convey  the  idea  that  every  child  with  some 
deformity  requires  surgical  correction. 
The  ones  requiring  operation  must  be 
carefully  selected  according  to  the  indica- 
tions discussed  earlier  in  this  paper. 

Case  Reports 

The  following  cases  illustrate  the  kind 
of  results  that  may  be  expected  from  time- 
ly surgical  treatment. 

Case  No.  1.  (Fig.  1).  This  baby  boy,  aged  18 
months,  had  had  constant  co’.ds  with  high  fever, 
was  nervous  and  slept  poorly.  After  removal  of 
the  paraseptal  cartilages,  nasal  breathing  was 
good  and  the  child  had  few  colds,  slept  well  and 
was  not  nervous. 

Case  No.  2.  (Fig.  2).  This  5t^-year-old  girl 
was  a mouth  breather  and  was  extremely  nervous 
and  restless  while  sleeping.  A small  amount  of 
cartilage  was  removed  from  the  dorsum  and 
caudal  end  of  the  septum  after  the  upper  lateral 
cartilages  were  separated  submucosally.  Post- 
operatively,  the  child  breathed  through  the  nose, 
was  not  irritable  and  had  no  difficulty  sleeping. 

Case  No.  3.  (Fig.  3).  The  case  of  this  16  year 
old  boy  is  presented  because  it  shows  the  results 
of  deferring  operation.  He  possibly  should  have 


Figure  3 — (Case  3).  Malalignment  of  nose, 
high  palatal  arch,  mouth  open. 


been  operated  on  earlier  in  life.  When  seen,  he 
was  complaining  of  cough  with  vomiting.  He 
was  suspected  of  having  heart  trouble,  and  had 
to  stay  out  of  school  most  of  the  time.  He  had 
little  stamina  and  his  chest  was  underdeveloped. 
After  reconstruction  of  the  nasal  septum,  realign- 


Figure  2 — (Case  2).  Note  small  openings  of  nostrils. 
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merit  of  the  external  nose  and  operation  on  the 
upper  lateral  cartilages  and  lobule,  the  coug-h 
and  vomiting  disappeared.  The  boy  can  now 
run  and  play,  has  greatly  increased  stamina,  and 
attends  school  regularly. 


Case  iVo.  4.  (Fig.  4).  This  14  year  old  boy 
was  underdeveloped  generally,  had  frequent  colds 
and  sore  throat  with  high  fever  and  breathed 


Figure  4. — (Case  4).  Deformity  of  external 
nose  and  nasal  septum,  mouth  breather. 


through  the  mouth.  After  reconstruction  of  the 
nasal  septum  and  realignment  of  the  external 
nasal  pyramid,  breathing  was  through  the  nose, 
infections  decreased  and  the  patient’s  standing 
in  school  rose  from  the  bottom  of  the  class  to 
fourth  from  the  top. 

Case  No.  5.  (Fig.  5).  This  11  year  old  boy 
was  a mouth  breather,  had  frequent  infections 
of  the  upper  respiratory  tract  and  was  a poor 
student,  nervous  and  a bed  wetter.  After  recon- 
struction of  the  nasal  septum  and  nasal  spine, 
realignment  of  the  external  nasal  pyramid  and 
operation  on  the  upper  lateral  cartilages,  the 
child  was  able  to  breathe  through  the  nose,  no 
longer  wet  the  bed  and  was  much  calmer. 

Case  No.  6.  (Fig.  6).  This  boy,  aged  9 years, 
was  a mouth  breather  and  was  failing  in  school. 
After  reconstruction  of  the  nasal  septum  and 
nasal  spine,  mobilization  of  the  lobular  cartilages 
through  intercartilaginous  incisions,  and  opera- 
tion on  the  upper  lateral  cartilages,  the  patient 
was  able  to  breathe  through  the  nose,  slept  better 
and  impro  'ed  in  his  school  work. 

Case  No.  7.  (Fig.  71.  This  girl,  aged  12  years, 
breathed  partially  through  the  mouth.  A nasal 


Figure  5 — (Case  5).  Malalignment  of  nose, 
septal  obstruction. 


deformity  was  first  detected  at  the  age  of  6 
years.  After  reconstruction  of  the  nasal  septum 
and  spine,  realignment  of  the  external  nasal  pyr- 
amid and  operation  on  the  upper  lateral  and  lo- 
bular cartilages,  the  child  could  breathe  through 
the  nose  and  is  doing  better  in  school. 

Case  No.  8.  (Fig.  8).  This  girl,  aged  4(^ 
years,  had  sustained  a nasal  injury  two  years 
previously.  Breathing  was  through  the  mouth. 
After  reconstruction  of  the  nasal  septum,  median 
osteotomy  and  operation  on  the  upper  lateral 
cartilages,  the  child  had  no  difficulty  breathing 
through  the  nose. 

It  is  important  that  the  surgeon  exam- 
ine these  patients  periodically  for  a long 
time  after  operation.  To  the  close  ob- 
server, many  changes  may  be  seen  over  a 
period  of  months  and  even  years.  This  is 
the  way  that  one  can  better  evaluate  the 
results. 

Summary 

Disturbed  nasal  function  in  children 
should  be  corrected  surgically  if  the  de- 
sired results  cannot  be  obtained  by  non- 
surgical  procedures.  Surgical  correction 
of  nasal  dysfunction  in  children  can  be 
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Figure  6 — (Case  6).  Caudal  end  of  septum  in  right  vestibule,  left  nasal  cavity  obstructed,  mouth  open. 


safe  and  probably  will  alleviate  many 
symptoms  if  adequately  performed.  Sev- 
eral cases  have  been  cited  to  illustrate  the 


Figure  7 — (Case  7).  Deformity  of  external 
nose  and  sei>tum;  note  asymmetry  of  lobular 
cartilages. 


numerous  complaints  encountered  and  the 
results  that  may  be  expected  from  timely 
surgical  correction  of  nasal  deformities  in 
children. 


nose  and  septum,  mouth  open. 
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Introductory  Address  of  the  President  at  the  9th  Annual  Meeting 
of  the  American  Public  Health  Association 

The  time  allotted  to  this  address  is  much  too  short  to  j'ustly  set  forth  the  many 
and  valuable  services  of  these  dead  associates.  * ♦ * 

These,  our  associates,  have  ceased  to  labor,  some  of  them  while  comparatively 
young,  feeling  that  they  had  learned  a little,  only  enough  to  begin  to  study  to  ad- 
vantage, and  were  eagerly  looking  forward  to  more  rapidly  gained  increments  of 
knowledge  and  to  riper  and  more  abundant  accomplishments  in  the  future.  As  with 
them  so  with  others;  the  plow  may  be  stopped  afield  in  the  furrow’.  For  some  of  us 
the  time  is  assuredly  short.  Let  us  take  our  lesson  of  self-sacrifice  and  industry  and 
honesty  of  purpose,  from  these  our  dead,  and  turn  to  the  living,  to  our  duties  and 
opportunities,  from  the  contemplation  of  w’hat  they  worthily  did  to  what  there  is 
for  us  to  do. 

New  Orleans  M.  & S.  J.  10:642  (March)  1882. 
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The  Fragmentation  of 

Community  Health  Services  in  Lousiana: 

The  Responsibility  of  Organized  Medicine 

• A vital  subject,  of  importance  to  oil  physicians,  is  presented  in 
this  paper.  Further  comments  are  made  editorially. 


Significance  of  Fragmentation 
tF,  in  the  process  of  social  change,  any 
-*•  semblance  of  the  institution  of  private 
practice  of  medicine  is  to  be  preserved,  the 
medical  profession  will  have  to  regain  its 
leadership  in  community  health  affairs  by 
continuous  study  and  recognition  of  com- 
munity health  needs,  by  initiating,  plan- 
ning, and  developing  services  based  on 
needs,  and  by  participating  in  the  admin- 
istration and  operation  of  such  services. 

If  we,  the  medical  profession,  are  really 
serious  in  wanting  to  examine  and  analyze 
the  so-called  ungainly  “public  image”  of 
ourselves  which  has  developed  as  we  con- 
tinue to  lose  our  leadership,  we  must,  in- 
deed, be  brutally  frank  in  this  undertak- 
ing; we  must  be  urgent  and  industrious  in 
remolding  the  face  of  that  “public  image” 
lest  it  become  an  unavoidable  historic 
monument,  permanently  engraved  in  our 
medical  record.  Let  us  therefore  proceed 
on  this  basis. 

From  the  struggle  that  has  been  waged 
during  the  last  four  decades  by  organized 
medicine  against  governmentally  oper- 
ated community  health  programs,  four 
very  significant  facts  have  emerged : 

1.  The  governmentally  operated  pro- 
grams have  increased  in  number  and  ex- 
tent with  a force  as  relentless  and  power- 
ful as  organized  medicine’s  contention 
against  them. 

2.  The  medical  profession  has  lost  its 
leadership  in  community  health  affairs  to 


* Presented  at  the  Eighty-first  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  in 
New  Orleans,  May  10,  1961. 


BEN  FREEDMAN,  M.  D. 

New  Orleans 

a degree  equivalent  to  the  withdrawal  of 
its  support  from  health  departments’ 
growth  and  development. 

3.  The  tempo  at  which  the  administra- 
tion of  community  health  services  is  being 
transferred  from  medically  directed  to 
non-medically  directed  agencies  has  quick- 
ened to  a degree  equivalent  to  the  amount 
of  reluctance  that  organized  medicine  has 
shown  in  taking  the  lead  in  planning  for 
community  health  needs,  and  to  that  same 
degree,  the  traditional  health  agencies  of 
government,  the  health  departments,  have 
lost  their  leadership  and  initiative  in  pro- 
viding for  the  changing  needs  of  the 
public. 

4.  To  the  extent  that  non-medically  di- 
rected agencies  have  taken  over  the  ad- 
ministration of  community  health  serv- 
ices, to  that  extent  have  these  services 
become  fragmented,  the  development  of 
their  quality  retarded,  their  cost  of  admin- 
istration and  operation  increased,  and 
their  performance  gnarled  with  confusion. 

The  first  three  points  were  discussed  in 
more  detail  in  a previous  paper.*  The  pur- 
pose of  this  article  is  to  discuss  the  fourth 
point,  the  fragmentation  of  community 
health  services  in  Louisiana.  In  order  that 
there  be  no  misunderstanding  as  to  the 
meaning  of  this  subject,  the  phrase  “frag- 
mentation of  community  health  services” 
will  be  defined  at  the  outset.  Since  this 
paper  will  concern  itself  particularly  with 
governmentally  organized  health  pro- 
grams, the  definition  will  refer  thereto. 
Fragmentation  of  community  health  serv- 
ices denotes:  (1)  the  delegation  of  re- 
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sponsibility  for  each  specific  health  pro- 
gram to  one  of  a variety  of  state  agencies, 
thus,  distributing  the  responsibilities  for 
the  various  types  of  health  services  among 
any  number  of  state  agencies;  and  (2)  the 
splintering  of  the  administration  of  a spe- 
cific health  program  area  among  more 
than  one  state  agency,  thus,  encouraging 
redundancy  or  duplication  in  rendering 
health  services  by  a variety  of  agencies. 

Fragmentation  Described 

To  illustrate  the  first  aspect  of  the 
fragmentation  process  in  Louisiana:  The 
State  Board  of  Health  is  the  legally  au- 
thorized agency  to  collect  vital  statistics, 
to  prevent  and  control  communicable  dis- 
eases, to  carry  on  maternal  and  child 
health  services  and  environmental  hy- 
giene; the  Department  of  Public  Welfare 
is  the  legal  authority  for  licensing  of  day 
care  centers,  for  the  medical  care  of  the 
aged,  and  for  the  medical  care  services 
for  the  indigent;  the  Department  of  Edu- 
cation has  legal  responsibility  for  the 
training  and  rehabilitation  of  spastic  chil- 
dren; the  State  Department  of  Hospitals 
is  the  legal  authority  for  hospitalization 
of  indigents,  for  mental  health  services, 
and  for  licensing  of  nursing  homes.  It 
must  be  remembered  that  the  State  De- 
partment of  Hospitals,  despite  its  name, 
is  a non-medically  directed  agency. 

The  second  aspect  of  the  fragmentation 
process  is  expressly  illustrated  by  the  fol- 
lowing example : The  Louisiana  State 

Board  of  Health,  in  1936,  was  declared  the 
state  agency  to  administer  maternal  and 
child  health  services.  At  the  present  time, 
at  least  three  other  state  agencies  have 
insinuated  themselves  into  providing  pri- 
mary medical  services  in  this  area,  to  wit, 
the  Department  of  Education,  Hospitals, 
and  Public  Welfare.  But  this  does  not  tell 
the  whole  story.  Since  1936,  the  afore- 
mentioned non-medically  oriented  agencies 
have  embarked  on  a series  of  health  pro- 
grams in  maternal  and  child  health  which 
dwarf  in  magnitude  the  funds  expended 
and  services  rendered  by  the  Board  of 
Health.  The  Department  of  Education 
now  (since  1948)  operates  the  State 


School  for  Spastics  (largely  a medical 
problem),  an  extended  psychological  diag- 
nostic, evaluative,  and  consultative  serv- 
ice for  children,  physical  and  mental  re- 
habilitative services  for  handicapped 
youth,  nutrition  consultative  services,  and 
a treatment  and  rehabilitation  program 
for  retarded  children.  The  Department  of 
Public  Welfare  operates  a medical  care 
program  for  indigent  mothers  and  chil- 
dren, a consultative  program  for  blind  and 
partially  blind  preschool  children,  and  li- 
censing of  child  care  institutions,  day  care 
centers  and  maternity  homes.  The  De- 
partment of  Hospitals  (besides  the  serv- 
ices of  the  Charity  Hospitals)  operates 
the  mental  health  guidance  centers  for 
children,  the  evaluation  center  for  excep- 
tional children,  the  inspection  and  licens- 
ing of  private  institutions  caring  for  the 
mentally  retarded,  and  treatment  and  re- 
habilitation schools  for  retarded  children. 
This  is  a partial  story  of  the  fragmenta- 
tion of  a single  health  program  area. 

It  is  a w’ell  accepted  maxim  that  health 
is  everyone’s  concern  and  that  everybody, 
one  way  or  another,  actively  participates 
in  its  attainment  or  its  impairment.  The 
same  can  be  said  of  every  basic  human 
need.  However,  concern  and  interest  are 
not  the  only  qualities  required  to  be  able 
to  render  health  services  competently. 
Knowledge  and  technology  are  the  instru- 
ments for  satisfying  such  basic  human 
needs  and  these  are  possible  only  by  spe- 
cial education  and  training.  To  provide 
for  the  health  needs  of  a community,  the 
two  interdependent  disciplines,  medicine 
and  ecological  hygiene,  must  be  applied. 
Therefore,  the  public  health  physician  is, 
logically,  the  professional  pivot  around 
whom  and  through  whom  the  planning 
and  operations  of  such  community  health 
services  should  be  administered.  Never- 
theless, it  is  proper  and  desirable  that  non- 
medical educational  agencies  make  the 
teaching  of  the  principles  of  health  an  es- 
sential requirement  in  their  curricula,  and 
similarly  that  welfare  agencies  provide 
consultation  for  guiding  their  clientele  in 
obtaining  health  services  and  in  maintain- 
ing good  health. 
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In  the  process  of  carrying  out  the  pri- 
mary function  for  which  each  social  serv- 
ice agency  was  established,  therefore,  such 
agency  has  the  additional  responsibility 
of  orienting  its  activities  to  support  the 
attainment  of  optimum  health  for  its  cli- 
entele and  for  the  community  in  which  it 
operates.  This  interrelated  participation 
in  the  broad  field  of  human  needs  is  the 
legitimate  concern  of  every  social  service 
agency.  This  is  not  fragmentation  and 
does  not  lead  to  fragmentation  of  com- 
munity health  services.  But  when  an 
agency,  whose  primary  function  and  orien- 
tation are  in  a field  other  than  health, 
competes  for  and  is  successful  in  acquir- 
ing jurisdiction  of  programs  in  which  the 
primary  function  is  rendering  health  serv- 
ices, this  is  fragmentation,  and  the  prob- 
lem of  competency  must  be  investigated, 
if  the  public  weal  be  our  concern.  Where 
health  is  involved,  this  certainly  is  the 
concern  of  the  medical  profession.  Frag- 
mentation is  an  evil — a serious  maladmin- 
istration of  government. 

Causes  of  Fragmentation 

Since,  in  the  past,  few  organizations  or 
individuals  have  seriously  studied  the 
fragmentation  of  official  community 
health  programs,  little  has  been  written 
on  the  subject.  The  United  States  Public 
Health  Service,  for  the  most  part  under 
the  leadership  of  Dr.  Joseph  W.  Mountin, 
gathered  the  raw  statistical  data  upon 
which  this  study  is  based  and  from  which 
the  statistical  tables  of  this  study  were 
derived. 

Dr.  Mountin,  a public  health  theoreti- 
cian of  note,  in  referring  to  the  problem 
of  fragmentation  said  that  the  “variation 
among  States  in  assignment  of  responsi- 
bility for  health  functions  is  due  in  great 
measure  to  two  main  factors:  Complexity 
of  state  governmental  organization  and 
extent  of  health  services  provided  by  the 
State.”  ^ Unless  the  term  “complexity”  be 
defined,  the  effect  of  this  factor  would  be 
difficult  to  assess.  If  complexity  of  state 
governmental  organization  were  an  im- 
portant cause  of  fragmentation,  this  com- 
plexity must  have  developed  around  the 


time  of  the  passage  of  the  Social  Security 
Act  when  the  significant  rise  in  fragmen- 
tation began.  Government  organization 
has  gotten  bigger.  Is  this  “bigness”  to  be 
identified  with  complexity  ? How  does  the 
complexity  factor  explain  why  govern- 
ment chose  to  disperse  the  assignment  of 
responsibility  for  the  new  and  enlarged 
health  services  among  a variety  of  agen- 
cies instead  of  continuing  to  place  this 
responsibility  in  its  traditional  health 
agency,  the  health  department?  And  fur- 
ther, why  did  not  a similar  degree  of  frag- 
mentation occur  among  social  services 
other  than  health  which  also  experienced 
rapid  development  with  the  passage  of  the 
Social  Security  Act  ? However,  this  period 
coincided  with  the  consolidation  of  organ- 
ized medicine’s  forces  against  government 
expansion  of  community  health  programs. 
Rather  than  the  vague  force  of  complex- 
ity, it  appears  that  fragmentation  was  a 
consequence  of  the  contention  between 
government  and  organized  medicine  over 
the  extension  and  expansion  of  community 
health  services. 

There  is  a need  to  recognize  at  this 
point  that  social  history  is  a process  of 
collective  human  effort  manifested  by 
quantitative  growth  or  regression  of  so- 
ciety and  quantitative  development  of  so- 
cial forms  and  functions,  i.e.,  people,  in 
particular  relations  to  each  other,  contend- 
ing under  particular  circumstances  to  pro- 
duce their  livelihood  and  shape  their  way 
of  life  in  accordance  to  their  unique  as- 
pirations, compose  the  process  by  which 
each  episode  in  social  history  is  made. 
Without  embarking  upon  a philosophical 
dissertation  on  this  subject,  it  can  be 
predicated  that  society’s  ability  to  in- 
crease the  amount  of  its  health  services 
derives  from  its  general  ability  to  increase 
its  knowledge  and  technology,  on  the  one 
hand,  and  to  direct  and  control  qualita- 
tively the  application  of  this  knowledge 
and  technology,  on  the  other  hand.  In  the 
field  of  health,  much  has  been  learned  in 
the  past  half  century.  However,  the  ap- 
plication of  knowledge  for  enhancing  com- 
munity health  has  lagged,  particularly 
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since  therapeutic  medicine  has  become  the 
object  of  this  application. 

The  controlling  forces  in  the  application 
of  medical  knowledse  and  technology  are, 
in  the  first  place,  the  will  of  the  com- 
munity, and,  in  the  second  place,  the  will 
of  the  medical  pn>fession.  Obviously, 
these  two  wills  have  not  worked  harmoni- 
ously in  the  same  direction  during  the  past 
four  decades,  and  since  the  period  of  the 
great  depression  have  clearly  separated  in 
different  directions.  The  will  of  the  com- 
munity has  sought  to  make  therapeutic 
and  rehabilitative  services  available  for 
those  sections  of  the  population  whose 
economic  status  would  prevent  or  retard 
them  from  buying  these  services  on  the 
open  market.  The  will  of  organized  medi- 
cine has  sought  to  maintain  the  rendering 
of  these  services  as  items  freely  purchas- 
able on  the  open  market,  claiming  that 
those  who  could  not  afford  to  purchase 
these  services  were  already  adequately 
being  cared  for.  Of  course,  neither  of 
these  wills  has  been  completely  successful. 
The  community  was  unable  to  establish 
in  its  governmental  apparatus  the  full 
measure  of  health  services  it  sought.  Or- 
ganized medicine  was  not  successful  in 
preventing  the  gradual  but  continuous  ad- 
dition of  community  health  services  in  the 
system  of  governmental  operations. 

Parenthetically,  it  can  be  assumed  with 
confidence  that  the  high  cost  of  medical 
services  would  not  have  brought  so  much 
disapprobation  to  physicians  had  the  pro- 
fession participated  in  a positive  manner 
to  plan  and  develop  community  health 
services  in  those  areas  where  these  high 
c6sts  created  the  most  obvious  problems. 

Ih  the  course  of  these  developments,  the 
following  events  combined  to  create  the 
conditions  leading  to  the  fragmentation  of 
health  services: 

1.  The  exclusive  voice  of  private  prac- 
tice became  synonymous  with  the  voice  of 
organized  medicine. 

2.  The  contention  of  organized  medi- 
cine against  government  medical  pro- 
grams placed  the  public  health  physician 
in  a precarious  position  in  the  eyes  of  or- 
ganized medicine,  and  separated  him  from 


the  confidence  and  congeniality  of  circles 
frequented  by  his  confreres  in  private 
practice. 

3.  Organized  medicine,  in  its  contention 
with  public  opinion,  lost  its  leadership  in 
community  health  affairs;  and  the  public 
health  physician,  not  willing  to  violate  his 
trust  with  his  colleagues  in  private  prac- 
tice, also  lost  his  leadership  in  the  develop- 
ment and  administration  of  community 
health  services. 

4.  In  an  effort  to  improve  its  public 
relations  with  the  community,  organized 
medicine  began  to  lend  its  support  to  vol- 
untary health  organizations. 

5.  The  leadership  of  the  voluntary 
health  organizations  was  in  consonance 
and  unity  with  the  leadership  of  the  non- 
medically  directed  official  social  service 
agencies.  Using  this  new  strength  derived 
from  medical  support,  this  combined  lay 
leadership  began  to  vie  with  health  de- 
partments for  the  administration  of  medi- 
cal programs.  Thus,  indirectly,  the  non- 
medically  directed  official  social  service 
agencies  derived  a vicarious  support  from 
the  medical  profession  for  taking  over  the 
administration  of  community  health  serv- 
ices. 

6.  Legislators  became  wearily  accus- 
tomed to  organized  medicine’s  persistent 
negativism.  They  were  not  aware  of  the 
implications  of  legislating  health  pro- 
grams into  non-medically  oriented  agen- 
cies. Having  lost  contact  with  the  silenced 
leaders  of  public  health  agencies,  legis- 
lators became  easy  targets  for  the  senti- 
mental petitions  of  pressure  groups  to 
pass  laws  designed  to  aggravate  the  frag- 
mentation of  community  health  services. 

7.  The  longer  that  organized  medicine 
continues  its  policy  of  withholding  sup- 
port from  or  outrightly  opposing  health 
department  program  development  in  fav- 
or of  non-medically  oriented  social  service 
agencies,  the  more  will  conditions  prevail 
for  increasing  and  sustaining  fragmenta- 
tion of  community  health  services,  and 
for  separating  the  medical  profession  from 
the  planning  and  operations  of  these 
services. 

The  drive  for  extension  and  expansion 
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of  community  health  services  was  the 
basic,  and  for  the  most  part,  the  unavoid- 
able, uncontrollable  social  factor  contribut- 
ing toward  the  development  of  fragmen- 
tation. But  the  growing  struggle  between 
organized  medicine  and  government  over 
this  extension  and  expansion  of  commu- 
nity health  services  was  the  avoidable  and 
the  controllable  social  factor  which  the 
medical  fraternity  helped  to  create  and 
which  is  more  directly  responsible  for 
the  fragmentation  problem.  Not  only  did 
this  struggle  incite  to  fragmentation,  but 
it  helped  further  to  create  and  shape  the 
recent  history  of  the  medical  profession — 
a history  credited  for  the  estrangement  of 
public  health  physicians  from  private 
practitioners  for  the  consequent  decline  of 
the  physicians’  leadership  in  community 
affairs,  and  for  making  possible  the  tak- 
ing over  of  health  service  administration 
by  lay  leaders  and  agencies. 

No  Substitute  for  Medical  Leadership 

As  pointed  out  above,  the  AMA  has 
made  a special  effort  in  recent  years  to 
ally  itself  with  voluntary  health  agencies 
in  order  to  change  to  a more  favorable 
mold  the  “public  image’’  of  organized 
medicine,  and  to  reduce  the  pressures  for 
the  development  of  governmentally  organ- 
ized community  health  programs.^ 

In  the  meantime,  as  if  prompted  by  the 
spectre  of  the  past,  the  incoming  presi- 
dent of  the  AMA,  in  his  inaugural  address 
at  Miami,  June  1960,  argued  rather  scath- 
ingly about  governmentally  operated 
health  programs  and  government  em- 
ployed physicians.^  Such  maneuvering 
scarcely  manifests  concern  for  the  public 
weal.  It  appears  more  as  a diversive  tac- 
tic in  an  obstructive  strategy  based  on 
fear  rather  than  a philosophy  of  human- 
ism. To  support  voluntary  health  agencies 
against  official  health  agencies  is  to  en- 
courage the  engagement  of  these  two 
against  each  other.  This  is  similar  to  the 
easily  discernable  tactic  of  negatively  ap- 
proving health  programs  in  non-medically 
directed  agencies  of  government  while 
positively  disapproving  such  programs  in 
health  departments.  Lay  leaders  in  the 


non-medically  directed  agencies,  official 
and  voluntary,  who  understand  the  occa- 
sion of  these  maneuvers  support  these  po- 
licies of  organized  medicine. 

Yet,  by  these  very  policies,  physicians 
are  destroying  their  leadership  in  commu- 
nity health  affairs  and  are  immobilizing 
the  forward  movement  of  public  health 
physicians.  The  physicians  in  medically 
directed  government  agencies,  the  only 
ones  in  a position  to  represent  the  medical 
profession  in  the  government,  appear  to 
be  the  inculpated  target  of  organized 
medicine.  The  scheme  to  enfeeble  physi- 
cian-directed health  agencies  in  govern- 
ment is  redounding  insidiously  to  destroy 
the  leadership  of  the  medical  profession 
as  a whole.  This  is  clearly  demonstrated 
by  the  increasing  growth  of  government- 
ally  operated  community  health  programs 
and  the  decreasing  representation  of 
medical  leadership  in  these  activities. 
Thus,  the  fragmentation  of  the  unity  of 
public  health  and  private  practitioners  has 
lead  to  a fragmentation  of  community 
health  services  and  the  fractionation  and 
destruction  of  medical  leadership  in  com- 
munity affairs. 

If  the  medical  profession  believes  that 
its  interests  are  well  looked  after  by  hav- 
ing physician  representation  on  various 
boards  or  advisory  committees  of  non- 
medically  directed  agencies  or  even  by 
having  physician  representation  some- 
where on  the  staffs  of  such  agencies,  its 
innocence  in  understanding  the  reality  of 
things  is  surprisingly  artless.  For  the  good 
of  the  people  and  the  medical  profession, 
there  is  no  substitute  for  medical  leader- 
ship in  health  agencies  of  the  government, 
particularly  when  this  leadership  is  sup- 
ported by  organized  medicine. 

Dilemma  and  Impasse  of  Medical 
Profession 

Except  for  the  New  Orleans  Charity 
Hospital,  the  State  Board  of  Health  is  the 
oldest  state  agency  specifically  created  to 
administer  medical  and  hygienic  services. 
(The  East  Louisiana  State  Mental  Hospi- 
tal was  established  the  same  year,  1855.) 
Until  the  first  World  War,  the  State  Board 
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of  Health  operated  or  played  a leading 
role  in  the  operations  of  practically  all 
the  community  health  services  of  the 
State  except  charity  hospitals  and  insti- 
tutions for  the  mentally  disturbed.  Up  to 
that  time,  the  State  Medical  Society  and 
physicians  generally  supported  and  gave 
leadership  to  the  state  public  health  serv- 
ices. After  the  war,  the  development  of 
socialized  medical  systems  in  Europe 
brought  fear  into  the  hearts  of  American 
physicians  concerning  health  programs 
operated  by  government.  About  this  time, 
the  development  of  full-time  county  and 
municipal  health  departments  began  to 
burgeon  on  the  American  scene  and  in 
Louisiana,  thus,  increasing  the  number  of 
full-time  public  health  physicians.  Be- 
cause of  the  nature  of  their  activities, 
these  physicians  soon  became  separated 
from  their  confreres  in  private  practice. 

The  reverberations  from  abroad  and  de- 
velopments at  home  therefore  combined  to 
create  an  atmosphere  for  nourishing  sus- 
picion and  schism  between  the  physicians 
operating  government  health  programs 
and  private  practitioners.  Under  such 
strained  relations,  organized  medicine  lost 
interest  in  officially  administered  public 
health  services  and  even  derived  a hidden 
satisfaction  in  contemning  such  efforts 
and  achievements.  Full-time  public  health 
physicians,  fearing  the  sting  and  the  in- 
dignity of  isolation  from  their  medical  con- 
freres in  private  practice,  began  to  recoil 
from  the  traditional  pursuit  of  aggressive 
planning  and  administration  of  public 
health. 

By  the  time  that  the  Social  Security  Act 
was  passed,  public  health  physicians  were 
warily  treading  in  troubled  waters  and 
reluctantly  giving  up  their  vigorous  lead- 
ership to  lay  groups  and  agencies  which, 
spurred  to  action  by  the  void  created  by 
the  medical  professions’  abdication,  began 
taking  over  community  health  programs. 

Although  public  health  physicians,  gen- 
erally, shrank  from  touching  community 
medical  care  programs,  and  organized 
medicine  fought  vigorously  against  them, 
these  programs  grew  like  mushrooms  out- 


side the  sphere  of  influence  of  the  organ- 
ized will  of  the  medical  profession.  In  the 
meantime,  the  scientific  and  technological 
assault  on  the  mortal  and  disabling  com- 
municable diseases  increased  in  effective- 
ness. Their  incidence  rapidly  decreased, 
some  actually  disappearing  from  our 
country.  Consequently,  those  health  prob- 
lems of  the  public  which,  in  the  past,  were 
more  easily  distinguished  as  belonging  to 
the  province  of  health  departments,  i.e., 
the  prevention  and  control  of  communi- 
cable diseases,  began  to  lose  their  impor- 
tance in  the  eyes  of  the  public.  Caught  in 
the  movement  of  the  campaign  for  de- 
veloping medical  care  services  in  the 
chronic  and  non-communicable  disease 
areas,  health  departments  found  them- 
selves involved  in  the  control  and  preven- 
tion of  such  diseases  as  pellagra,  rickets, 
crippledness  in  children,  dental  caries, 
heart  disease,  cancer,  and  behavioral  dis- 
turbances. But  the  methods  of  prevention 
and  control  of  these  diseases  required  a 
different  approach  than  those  required 
for  most  communicable  diseases.  In  the 
control  of  tuberculosis  and  syphilis  the 
sharp  demarcation  between  prevention, 
control,  therapeutics,  and  rehabilitation 
began  to  blur,  whereas,  for  the  chronic 
and  non-communicable  diseases,  the  dis- 
tinguishable boundaries  between  these 
areas  became  lost  completely. 

However,  organized  medicine  frowned 
on  government  getting  into  the  field  of 
therapeutics  and  rehabilitation.  The  pub- 
lic health  physician,  felt  bound  to  respect 
the  wishes  of  his  confreres  in  private 
practice  although  it  was  becoming  clear 
that  reasonableness  and  logic  were  being 
replaced  by  the  irrationality  of  fear.  It 
also  became  clear  that  the  voice  of  or- 
ganized medicine  reflected  solely  the  fears 
of  private  practitioners,  the  health  of- 
ficers being  left  isolated  and  unrepre- 
sented in  medical  circles.  The  public  health 
physician  knew  what  needed  to  be  done  in 
the  development  of  community  health 
services  to  meet  the  changing  needs  of 
the  people,  but  the  fear  of  ostracism  from 
the  medical  community  froze  him  in  the 
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posture  of  the  past.  His  leadership  in 
community  affairs  became  dissipated,  the 
void  being  gradually  filled  by  lay  leaders. 

A Voice  of  Clarity  Emerges 
The  tragedy  of  the  medical  profession’s 
loss  of  leadership  in  community  health  af- 
fairs was  now  and  then  interspersed  with 
sparks  of  regeneration.  The  latest  evi- 
dence of  this  came  to  life  in  1960  when 
a large  body  representing  organized  medi- 
cine, finally  came  forth  with  an  unob- 
structed perspective  and  a fresh  definition 
of  the  province  of  public  health. 

The  Pennsylvania  Medical  Society  aus- 
piciously declared : “The  theory  and  prac- 
tice of  public  health  has  changed  and  ex- 
panded to  include  not  only  prevention  of 
onset  of  illness,  but  also  prevention  of 
progress  of  disease,  of  associated  compli- 
cation, and  of  disability  and  death.”  ® As 
a logical  corollary  to  this,  the  president  of 
the  Pennsylvania  Medical  Society  wrote; 
“In  my  opinion  this  Society  enjoyed  its 
highest  peak  of  good  will  on  the  part  of 
the  citizenry  of  this  State  when  it  was 
actively  supporting  the  public  health  pro- 
gram that  it  fostered.  Let  us  win  back 
the  good  will  -of  the  people  of  this  State. 

. . . The  Society  should  also  turn  its  at- 
tention this  year  to  the  unification  of  the 
health  services  rendered  by  the  State  in 
its  separate  departments.  There  is  no 
state  in  the  Union  that  has  such  splintered 
health  program  services  and  responsibili- 
ties as  has  Pennsylvania.  . . . Why 
shouldn’t  these  services  be  the  responsi- 
bilities of  one  department — that  of  Public 
Health.  Splintering  responsibility  in  this 
fashion  only  weakens  the  effectiveness  of 
the  services  rendered  and,  therefore,  leads 
to  delay,  wasteful  spending,  and  frustra- 
tions.” “ This  collective  voice  of  logic  and 
clarity  from  the  physicians  of  Pennsyl-  ^ 
vania  came  not  a day  too  soon.  The  Penn- 
sylvania Medical  Leadership  appears  to 
understand  the  probleifT; 

Extent  of  Fragmentation 
The  full  force  ;Of' the  present  crisis  was 
not  felt  until  the  period  when  the  Social 
Security  Act  was  passed.  Since  then,  the 
fragmentation  of  community  health  serv- 


ices rapidly  increased  in  every  state  of  the 
Union. 

Table  1 illustrates  the  extremities  to 
which  fragmentation  has  progressed  in 
each  state  during  the  twenty  year  period 
1930  to  1950.  Louisiana’s  health  services 
were  among  the  most  severely  fragmented 
in  the  United  States  in  1950. 

Table  2 graphically  depicts  in  detail  the 
process  of  health  service  fragmentation  in 
Louisiana  from  1930  to  1950.  In  1930,  the 
fragmentation  was  at  a minimum.  During 
that  year,  the  State  Board  of  Health  had 
responsibilities  in  33  health  program  cate- 
gories. About  10  other  state  agencies,  in- 
cluding various  special  boards  or  commis- 
sion operated  10  services  of  various  types 
in  6 health  program  categories.  In  1940, 
the  State  Board  of  Health  had  responsi- 
bilities in  41  health  program  categories. 
During  that  year,  however,  about  20  other 
state  agencies,  including  special  boards 
and  commissions,  operated  36  services  of 
various  types  in  21  health  program  cate- 
gories. 

In  1950,  the  State  Board  of  Health  had 
responsibilities  in  48  health  program  cate- 
gories, while  about  34  other  state  agen- 
cies, including  special  boards  or  commis- 
sions, operated  well  over  100  services  of 
various  types  in  37  health  program  cate- 
gories. Thus,  from  1930  to  1940,  the  num- 
ber of  agencies,  other  than  the  State 
Board  of  Health,  that  participated  in  com- 
munity health  services  increased  from 
about  10  to  20,  and  the  number  of  health 
program  categories  in  which  they  func- 
tioned increased  from  6 to  21.  This  was  a 
mighty  leap  forward  in  fragmentation  in 
a ten  year  interval.  Between  1940  to  1950, 
the  increase  in  the  number  of  “other” 
agencies  participating  in  community 
health  services  was  from  about  20  to  34. 
During  this  decade,  the  number  of  health 
program  categories  in  which  other  agen- 
cies participated  sky-rocketed  from  21  to 
37. 

At  the  same  tempo,  in  the  various 
health  program  categories,  the  number  of 
services  of  various  types  operated  by 
“other”  agencies  increased  from  10  in  1930 
to  36  in  1940,  and  to  well  over  100  in  1950. 
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TABLE  1 

TABLE  SHOWING  THE  DEGREE  OF  FRAGMENTATION  OF  COMMUNITY  HEALTH  PROGRAMS  BASED  ON  THE  NUMBER  OF  PROGRAMS  OPERATED  BY 
AGENCIES  OTHER  THAN  HEALTH  DEPARTMENTS  AND  ON  THE  NUMBER  OF  AGENCIES  OPERATING  SUCH  PROGRAMS  DURING  THE  1930-1950  PERIOD 
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TABLE  2 

DISTRIBUTION  * OF  COMMUNITY  HEALTH  SERVICES  AMONG  STATE  AGENCIES  IN  LOUISIANA,  ACCORDING  TO  TYPES  OF 

PROGRAMS,  1930,  1940,  1950 


1930 

1940 

1950 

Vital  Statistics 

State  Board 
of  Health 

State  Dept, 
of  Educcticn 
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• c 

eo  o 

H «0 

Special 
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State  Board 
of  Health 

State  Dept, 
of  Educatloi' 

State  Dept, 
of  Welfare 

State  Dept, 
of  Labor 

Special 
Boards  or 
State 
Hospitals 

Other  State 
Agencies 

State  Board 
of  Health 

State  Dept.  , 
of  Education; 

State  Dept, 
of  Welfare 

State  Dept, 
of  Hospitals 

State  Dept, 
of  Agricul- 
ture 

State  Dept, 
of  Institu- 
tions 

e. 

« 

o o 

« « 
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</»  o 

State  Dept, 
of  Public 
Safety 

State 

lUnlverslty  I 

Wild  Life  a 

Fisheries 

Comnission 

Special 
1 Boards  1 
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m 

urn 

UQ 

ee 

re 

4JQC 

o< 

X 

X 
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Laboratory  Services 
Distribution  of  Biologicals 
General  Connunicable  Disease 
Control 

Tuberculosis  Control 
Venereal  Disease  Control 
Hookworm  Control 
Pneumonia  Control 
Malaria  Control 
Maternal  and  Child  Health 
Services 

Maternity  Hygiene 
Infant  and  Preschool  Hygiene 
Midwife  Control 
School  Health  Service* 

Public  Health  Nursing 
Nutrition  Services 
Handicapped  Children** 

Services 

Crippled  Children's  Services 
Vocational  Rehabilitation 
Dental  Services 
Licensure  for  Health  Reasons 
Cancer  Control 
Heart  Disease  Control 
Diabetes  Control 
Prevention  and  Treatment  of 
Blindness 

Mental  Health  Services 
Arthritis  and  Rheumatism  Ser- 
vices and  Hygiene  of  Aging 
Human  Blood  Program 
General  Medical  Care 
Accident  Prevention 
Mosquito  and  Other  Insect 
Control 

Pest  Mosquito  Control 
Rodent  Control 
Ice  Industry  Hygiene 
Bottled  Water  Control 
Control  of  Garbage:  Collection 
and  Disposal 
Water  Pollution  Control 
Control  of  Water  Supplies 
Control  of  Sewage  Disposal 
Smoke,  Fumes,  and  Odor  Control 
Hygiene  of  Housing 
Plumbing  Control 
Control  of  Hotels,  Camps, 

Bathing  Places,  etc. 

Food  and  Drug  Control 
Shellfish  Sanitation 
Milk  Sanitation 
Occupational  Health  Services 
Industrial  Hygiene 
Swiiming  Pool  Control 
Health  Education 
Health  Services  for  Migratory 
Labor 

Workingmen's  Compensation 
Alcoholism:  Control  and 

Rehabilitation 
Hospital ization;  General 
Hospitalization:  Tuberculosis 
Hospitalization:  Mental 
Expansion  and  Improvement  of 
Hospitals,  Health  Center,  an<j 
Nursing  Homes 
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* Source  Keferences:  lleelth  Depercmentt  of  State*  and  Province*  of  the  United  State*  and  Canada^ 

Public  Health  Bulletin  No.  184  (Revised) , 1932 
Distribution  of  Health  Service*  in  the  Structure  of  State  Covernnent» 
Public  Health  Bulletin  No.  164  (Third  Edition),  1943 
Distribution  of  Health  Service*  in  the  Structure  of  State  CovernaenC  1950, 
Public  Health  Service  Publication  No.  184,  1954 

1.  Two  Separate  agencies  Biennial  Report*  Louisiana  State  Board  of  Health 

2.  Three  separate  agencies 

Nor*  than  three  separate  agencle* 
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Fragmentation,  therefore,  advanced  at  a 
dizzy  pace  in  a score  of  years,  and  still  con- 
tinues unabated.  The  State  Board  of 
Health,  originally  organized  as  the  State 
aprency  to  deal  with  community  health 
matters,  is  rapidly  losinp:  its  intended 
function,  while  other  state  agencies  are 
taking  on  responsibilities  in  areas  in  which 
they  were  not  intended  to  function,  and 
for  which  they  are  not  organized  or  com- 
petent to  act. 

The  more  important  events  leading  to 
further  fragmentation  of  community 
health  services  in  Louisiana  since  1950  are 
outlined  below: 

1954 — The  program  for  establishment 
of  evaluation  centers  for  exceptional  chil- 
dren was  transferred  to  the  State  Depart- 
ment of  Hospitals  from  the  State  Board 
of  Health. 

1954 — The  inspection  and  licensing  of 
private  institutions  caring  for  and  train- 
ing the  mentally  retarded  became  a pro- 
gram of  the  State  Board  of  Institutions, 
and  in  1960  was  transferred  to  the  State 
Department  of  Hospitals. 

1956 — Mandatory  supervision  and  li- 
censing was  established  as  a responsibility 
of  the  State  Department  of  Public  Welfare 
(non-mandatory  authority  w^as  placed  in 
this  department  in  1938)  for  the  follow- 
ing: 

a)  Child  caring  institutions. 

b)  Independent  boarding  homes  serving 
seven  or  more  children. 

c)  Day  care  centers  serving  ten  or  more 
children. 

d)  Maternity  homes. 

1956 —  Inspection,  supervision,  and  li- 
censing of  nursing  homes  was  transferred 
to  the  State  Department  of  Hospitals  from 
the  State  Board  of  Health. 

1957 —  The  vendor  medical  care  program 
was  established  in  the  State  Department 
of  Public  Welfare. 

1960 — The  Louisiana  Commission  on  Al- 
coholism was  transferred  to  the  State  De- 
partment of  Hospitals. 

1960 — The  Medical  Care  program  for 
the  aging  population  was  established  in 
the  State  Department  of  Public  Welfare. 

1960 — Establishment  of  training,  treat- 


ment, and  rehabilitation  schools  for  re- 
tarded children  in  Leesville,  Ruston,  and 
in  Southeast  Louisiana  was  authorized 
under  the  State  Department  of  Hospitals. 

1960 — Establishment  of  a Structural 
Pest  Control  Commission  was  authorized  to 
control,  exterminate,  and  eradicate  insects 
creating  hazards  to  the  health,  safety,  and 
welfare  of  the  public.  (This  was,  for  over 
a half  century,  the  province  of  the  State 
Board  of  Health.) 

1960 — An  appropriation  of  $680,000  to 
provide  comprehensive  services  for  the 
mentally  retarded  in  day  care  and  resi- 
dential centers  was  given  to  the  State  De- 
partments of  Education  and  Hospitals. 

1960 — Act  No.  263  was  written  in  such 
a way  as  to  make  possible  the  legal  vio- 
lation of  confidentiality  of  medical  infor- 
mation and  x'ecords. 

Consequence  of  Fragmentation 

In  summary,  fragmentation  of  commu- 
nity health  services: 

1.  Isolates  the  preventive  services  from 
the  therapeutic,  the  medical  from  the  sani- 
tary, and  separates  the  rehabilitative 
services  from  the  preventive  and  thera- 
peutic; also,  splinters  each  program  area 
into  a patchwork  of  disconnected,  ram- 
bling services. 

2.  Makes  coordination  of  agency  health 
sex-vices  an  insuperable  task  due  to  the 
magnitude  of  the  number  of  dissociated 
services  needing  coordination  and  the  com- 
plex interx’elationships  x-equix-ed  to  com- 
bine hax’moniously  so  many  progx-ams 
among  so  many  agencies.  (The  adminis- 
trative disadvantages  of  a little  fragmen- 
tation can  be  overcome  by  cooperation, 
while  the  amount  of  time  and  effort  and 
personnel  requix*ed  to  overcome  a great 
deal  of  fragmentation  makes  the  tei-m, 
“coopex-ation,”  a facade,  cynically  used,  be- 
hind which  to  hide  the  ox’ganizational  and 
administx-ative  jungle  in  government.) 

3.  Cx-eates  confusion  and  chagx-in 
among  the  people  needing  and  applying 
for  health  services  from  such  a disjointed 
complex  of  agencies. 

4.  Deteriox-ates  the  quality  of  services 
rendex-ed. 
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5.  Requires  dupliviation  of  administra- 
tive organization  and  operative  personnel 
which  significantly  increases  the  cost  of 
services. 

6.  Stimulates  rivalry  between  medical- 
ly directed  and  non-medically  directed 
agencies,  and  between  the  non-medically 
directed  agencies  themselves  in  their 
scramble  to  absorb  other  health  programs. 

7.  Engenders  expensive  competition  in 
the  employment  of  personnel  and  the  pur- 
chasing of  hospital,  medical,  and  other 
health  services  and  facilities. 

8.  Exposes  health  records  and  medical- 
ly confidential  information  to  such  a com- 
plicated system  of  interchange  among  a 
variety  of  agencies  that  the  confidential- 
ity of  information  exchanged  between  pa- 
tient and  physician  breaks  down. 

9.  Separates  from  the  guarded  influ- 
ence of  the  physician  the  medically  com- 
petent judgment  and  counsel  required  in 
the  overall  planning  and  in  the  daily  on- 
going administration  of  health  programs. 

A Program  of  Urgency 

That  a new  approach  to  community 
health  problems  is  an  urgency  for  organ- 
ized medicine  is  putting  the  problem  mild- 
ly. The  manner  in  which  organized  medi- 
cine reacts  to  community  health  programs, 
particularly  those  pertaining  to  medical 
care,  will  lay  the  basis  for  the  future 
leadership  status  of  physician  in  commu- 
nity affairs.  Whether  the  medical  pro- 
fession will  assure  for  itself  a place  of 
dignity  and  esteem  in  the  future  will  be 
determined  by  its  performance  in  the  fol- 
lowing critical  areas : 

1.  Negativism  toward  governmentally 
organized  community  health  programs 
must  cease.  The  medical  profession  must 
become  the  pioneer  in  studying,  proposing, 
planning,  and  participating  in  the  admin- 
istration and  operation  of  health  pro- 
grams needed  by  the  community. 

2.  In  order  to  counsel  wisely  and  act 
with  sound  judgment  where  the  organiza- 
tional and  administrative  nature  of  gov- 
ernment agencies  and  health  services  are 
involved,  the  State  Medical  Society  must 
charge  a permanent  committee  with 


studying  such  problems.  This  committee, 
armed  with  accurate  data  could  then  mo- 
bilize efforts  for  promoting: 

a)  Sound  health  organization  and  ad- 
ministration by  competently  trained  medi- 
cal leaders. 

b)  Government  action  in  reducing  the 
fragmentation  of  community  health  serv- 
ices to  a minimum  and  thereby  (1)  elimi- 
nating the  waste  of  funds  caused  by  du- 
plication of  administrative  and  operational 
personnel,  and  (2)  increasing  the  quality 
and  scope  of  services  when  necessary.  Fi- 
nally, after  having  simplified  the  machin- 
ery for  rendering  health  services,  the  pro- 
fession will  be  able  more  easily  to  expedite 
its  watch  and  guard  against  further  frag- 
mentation, and  against  the  introduction  of 
undesirable  program  and  practice  into 
community  health  services. 

3.  The  medical  profession  must  be  rep- 
resented in  government  in  order  to  pro- 
tect the  interest  of  the  community  w’hile, 
at  the  same  time,  guiding  the  development 
and  administration  of  community  health 
programs  in  a direction  satisfactory  to  the 
progressive  evolution  of  the  profession  it- 
self. The  most  plausible  representative  of 
the  profession  in  government  is  the  public 
health  physician.  The  integrity  of  public 
health  and  the  private  practice  of  medi- 
cine must  be  achieved  in  order  to  regain 
the  leadership  of  the  physician  in  com- 
munity health  affairs. 

4.  The  medical  profession  must  take 
the  initiative  in  studying  the  curricula  of 
medical  schools  to  be  able  to  make  recom- 
mendations for  a teaching  program  that 
will  indoctrinate  medical  students  in  a 
balanced  understanding  and  appreciation 
of  medicine  and  ecological  hygiene,  and 
the  responsibility  of  the  physician  in  the 
planning  and  operation  of  community 
health  services. 

5.  In  its  already  planned  program  for 
giving  guidance  to  voluntary  health  agen- 
cies, organized  medicine  must  be  guided 
by  the  principle  that  voluntary  health 
agencies  are  not  competitors  of  govern- 
ment health  agencies,  but  are,  instead,  the 
activating  forces  which  spearhead  cam- 
paigns of  public  health  education  and  corn- 
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munity  health  demonstrations  of  new  pro- 
prams made  necessary  by  social  chanpes. 
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Protection  Apainst  Disease 

It  was  reserved  for  this  generation  to  claim  for  human  health,  supremacy  over 
all  material  interests;  lift  sanitation  to  the  dignity  of  a science,  and  to  demand  for 
the  individual  and  for  the  nation,  protection  against  disease. 

The  announcement  of  a new  philosophy  and  the  setting  on  foot  of  new  devices 
for  securing  a longer  life,  arrested  individual  and  governmental  attention;  and  have 
opened  up  a new  chapter  in  human  history.  It  is  in  the  interest  of  this  movement 
that  we  are  assembled  in  counsel  today  in  the  heart  of  the  Mississippi  Valley. 

In  the  protection  of  the  world’s  sanitation  you  will  find  enacted  a higher  law 
than  any  rules  of  lower  courts  which  prescribe  geographic  lines  as  the  limit  of  health 
measures  and  humanity’s  best  being.  Science  outruns  the  surveyor  and  man’s  de- 
mand for  life  overlaps  all  lines  born  of  a Jacob’s  staff  and  chain. 

Speed,  J.  J. : Annual  Address  before  the  Sanitary  Council  of  the  Mississippi  Valley 
in  Session  at  Cairo,  Illinois,  April  20,  1882,  New  Orleans  M.  & S.  J.  10:911,  (June) 
1882. 
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A Plea  For  Safe  Adiiiiiiist ration 
Of  Anesthetics^ 


• The  author  cites  the  most  important  factors  that  ensure  the  patient's 
protection  from  an  anesthetic  death. 


tT  is  my  firm  conviction  that  there  is 
absolutely  no  excuse  for  an  anesthetic 
death.  Anesthetic  deaths  are  due  to 
(1)  improper  or  inadequate  preoperative 
preparation  of  the  patient;  (2)  improper 
administration  of  the  anesthetic ; and 
(3)  inadequate  or  improper  postoperative 
care  while  the  patient  is  recovering  from 
the  effects  of  the  anesthetic.  This  dis- 
cussion will  be  concerned  primarily  with 
the  deaths  due  to  improper  administra- 
tion of  the  anesthetic  but  a few  words 
about  the  other  two  groups  would  seem 
pertinent. 

The  importance  of  proper  preoperative 
preparation  of  patients,  particularly  the 
elderly  and  those  considered  poor  surgical 
and  anesthetic  risks,  is  being  stressed 
more  and  more  in  the  current  medical 
literature.  This  is,  of  course,  only  partly 
the  responsibility  of  the  anesthesiologist, 
but  proper  preoperative  correction  of  such 
deficiencies  as  anemia,  low  blood  volume 
and  dehydration  has  considerably  lowered 
the  surgical  mortality  and  morbidity  rates. 
During  the  past  several  years  it  has  been 
shown  conclusively  that  adequate  recovery 
room  personnel  can  do  much  to  prevent, 
if  not  eliminate  entirely,  many  unneces- 
sary deaths  in  the  immediate  postopera- 
tive recovery  period. 

It  should  be  pointed  out  that  the  ideas 
expressed  in  this  paper  were  formulated 
not  only  from  experience  during  two  years 
of  residency  training  and  four  years  of 
practice  in  the  field  of  anesthesiology,  but 
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19(i0,  in  Baton  Rouge. 
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also  from  three  years  of  residency  train- 
ing and  two  years  of  private  practice  in 
the  field  of  urology.  During  my  five  years’ 
experience  in  urology,  anesthetics  w^ere 
administered  to  our  patients  exclusively 
by  nurse  anesthetists,  so  that  my  thoughts 
are  based  on  observation  of  both  anes- 
thesiologists and  nurse  anesthetists. 

What  can  be  done  to  prevent  deaths 
during  induction  and  maintenance  of  anes- 
thesia due  to  improper  administration  of 
anesthetic  agents?  The  most  important 
prerequisite  is  an  adequately  trained  anes- 
thesiologist. The  best  anesthesiologist  is 
one  who  has  genuine  interest  in  the  pa- 
tient’s welfare.  If  induction  and  main- 
tenance of  anesthesia  is  to  be  safe,  the 
anesthetist  must  observe  four  requisites. 

L Maintenance  of  Adequate  Airway 

To  me  the  most  important  requirement 
for  safe  administration  of  an  anesthetic, 
but  one  apparently  too  often  neglected,  is 
maintenance  of  an  adequate  airway.  Dr. 
Stuart  Cullen’s  ' remarks  on  this  subject 
are  particularly  pertinent.  He  said  that 
an  attempt  to  strangle  a person  outside 
of  an  operating  room  is  a criminal  offen.se, 
and  yet  day  after  day,  patients  are 
“strangled”  in  operating  and  delivery 
rooms  under  the  guise  of  anesthetization 
but  no  arrests  are  made.  Despite  Adri- 
ani’s  - statement  that  noisy  respiration  is 
obstructed  respiration,  day  after  day, 
some  anesthetists  not  only  tolerate  noisy 
respiration  but  allow  it  to  persist  for  in- 
definite periods  of  time.  There  is  no  sub- 
stitute for  judgment  and  experience  in 
maintenance  of  a good  airway,  and  the 
anesthetist  who  has  not  mastered  this 
art  cannot  administer  anesthetics  safely. 
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A perfect  airway  can  usually  be  main- 
tained without  intratracheal  intubation. 
This  procedure  should  be  reserved  for 
those  cases  in  which  it  is  truly  indicated 
and  must  be  performed  by  one  skilled  in 
use  of  the  laryngoscope.  It  should,  how- 
ever, be  emphasized  that  when  indicated 
intratracheal  intubation  should  be  em- 
ployed without  hesitation.  Compromise 
in  maintenance  of  an  airway  will  lead  to 
hypoxia  and  hypercarbia,  which  are  un- 
mistakably the  forerunners  of  cardiac  ar- 
i*est.  In  this  connection,  I cannot  empha- 
size too  strongly  the  fact  that  partial  or 
slight  obstruction  for  a long  time  is  just 
as  hazardous  as  complete  or  severe  ob- 
struction for  a short  time,  particularly 
from  the  standpoint  of  production  of  hy- 
percarbia. 

2.  Close  Observation  of  Anesthetized 
Patient 

No  one  requires  such  a close,  constant 
observation  as  does  the  anesthetized  pa- 
tient. This  has  been  appropriately  ex- 
pressed by  Muller,-^  who  said: 

“Death  treads  on  the  heels  of  pain-allaying 
substance,  and  if  the  doctor  wants  to  relieve  pain 
he  must  come  to  terms  with  death.  A narcotic 
(or  anesthetic)  works  only  by  throwing  the  pa- 
tient into  an  artificial  sleep  which  is  death’s  own 
brother;  only  by  carefully  devised  means  can  the 
doctor  save  from  death  those  whom  he  has  ren- 
dered insensitive  to  pain.  Every  doctor  who  re- 
lieves pain  must  measure  his  strength  and  skill 
with  Death.” 

It  is  indeed  appalling  to  discover  the 
number  of  anesthetics  administered  every 
year  during  which  not  even  the  patient’s 
pulse  rate  or  blood  pressure  is  recorded. 
This  is  not  directed  at  cases  of  open-drop 
ether  administered  to  infants  and  small 
children  but  rather  to  the  alarming  num- 
ber of  minor  operations  on  adults  carried 
out  with  use  of  sodium  pentothal-nitrous 
oxide  anesthesia  without  even  taking  the 
patient’s  blood  pressure.  There  is  no  such 
thing  as  a minor  anesthetic.  Every  gen- 
eral anesthetic  is  a major  anesthetic  re- 
gardless of  duration,  type  or  quantity  of 
the  agent  used.  I do  not  believe  it  is  pos- 
sible to  determine  the  status  of  the  cir- 
culatory system  during  “pentothal-anes- 


thesia”  without  use  of  a blood  pressure 
cuff.  In  contrast  to  Beecher  and  Todd’s  * 
report  implicating  curare  as  the  leading 
producer  of  anesthetic  deaths  in  this  coun- 
try, a recent  survey  showed  pentothal  to 
be  the  main  offender  in  Great  Britain. 
The  British,"’  therefore,  concluded,  “Pen- 
tothal is  fatally  easy  to  give.’’  This  ap- 
pears to  be  sufficient  evidence  to  state 
conclusively  that  pentothal  should  never 
be  given  without  constant  close  observa- 
tion of  the  pulse  rate,  respiratory  rate, 
and  blood  pressure. 

This  constant  close  observation  is  man- 
datory regardless  of  the  anesthetic  agent 
used.  As  further  indication  of  the  indi- 
vidual contrast  in  the  way  in  which  anes- 
thetics are  being  administered  in  this 
country,  many  anesthetists  are  not  con- 
tent with  the  constant  monitoring  of 
pulse,  respiration,  and  blood  pressure  to 
determine  planes  of  anesthesia  but  in  addi- 
tion advocate  continuous  use  of  the  elec- 
trocardiogram and  electroencephalogram. 

Equally  disturbing  in  present  day  anes- 
thesiology are  the  numerous  anesthetic 
records  in  which  the  pulse  and  blood  pres- 
sure are  recorded  only  at  intervals  of  ten 
or  fifteen  minutes,  if  at  all,  even  though 
from  the  record  it  was  quite  obvious  that 
during  these  intervals  the  patient  was  ex- 
hibiting such  manifestations  as  severe 
hypotension,  tachycardia,  or  unexplained 
apnea.  Safety  in  anesthetization  demands 
that  the  pulse  rate  be  taken  as  continu- 
ously as  is  possible  and  that  the  blood 
pressure  be  taken  at  least  every  five 
minutes  during  induction  and  mainte- 
nance of  anesthesia.  Further,  if  the  plane 
of  anesthesia  is  deepened,  if  the  position 
of  the  patient  on  the  operating  table  has 
been  changed,  or  if  there  is  any  tendency 
to  hypotension,  hypertension,  bradycar- 
dia, tachycardia,  or  unexplained  apnea  at 
the  last  reading  of  pulse  and  blood  pres- 
sure, these  readings  should  be  repeated 
at  one  or  two  minute  intervals  until  the 
anesthetist  is  definitely  assured  that  the 
patient’s  condition  is  satisfactory.  Only 
by  such  constant  close  monitoring  of  the 
pulse  and  blood  pressure  can  impending 
cardiac  arrest  be  detected,  and  the  only 
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treatment  of  cardiac  arrest,  which  is  al- 
ways satisfactory,  is  prevention  of  cardiac 
arrest  before  it  occurs. 

It  is  unfortunate  that  the  anesthetist 
has  only  two  hands,  for  he  certainly  could 
use  several  more  in  order  constantly  to 
palpate  the  pulse,  hold  the  chin  up  to 
maintain  an  airway,  assist  or  control  res- 
pirations, administer  open-drop  ether,  in- 
termittently check  the  blood  pressure, 
record  all  these  findings  on  the  anesthesia 
record,  regulate  various  intravenous  drips, 
inject  intravenous  medications  and  occa- 
sionally put  up  the  ether  screen,  adjust 
the  light  or  manipulate  the  operating 
table.  The  well-trained  anesthesiologist 
knows  which  of  these  duties  is  most  im- 
portant and  should  occupy  his  hands  at 
any  given  moment,  but  it  seems  that  there 
is  in  our  country  today  an  individual  who 
may  be  called  a “no-hand  anesthetist.” 
For  shortly  after  induction  of  anesthesia 
he  proceeds  to  do  anything  with  his  hands 
except  use  them  for  the  numerous  neces- 
sary duties.  This  individual  is  a definite 
menace  to  safe  administration  of  anes- 
thetics. 

3.  Choice  of  Anesthetic 

Anesthetic  deaths  are  probably  never 
the  direct  result  of  the  anesthetic  agent 
with  the  rare  exception  of  cases  of  ven- 
tricular fibrillation  occurring  during  in- 
duction with  cardiotoxic  agents,  such  as 
chloroform,  ethyl  chloride  and  trilene. 
Anesthetic  deaths  blamed  on  certain  anes- 
thetic agents  almost  always  are  caused 
by  the  anesthetist  in  one  of  the  following 
ways.  An  agent  was  administered  (1)  in 
a way  or  for  a purpose  in  which  it  was 
never  intended  to  be  used,  (2)  without 
adequate  knowledge  of  its  actions  and 
contraindications,  or  (3)  in  toxic  quan- 
tities, or  more  simply  in  overdosage.  It 
should  be  remembered  that  every  anes- 
thetic agent  is  a poison  and  should  be 
administered  in  the  smallest  amount  that 
is  necessary  to  satisfy  the  surgeon’s  re- 
quirements. Too  often  it  is  stated  that  a 
patient  would  not  tolerate  or  was  allergic 
to  a certain  anesthetic  agent,  whereas 
in  most  of  these  cases,  the  patient’s  reac- 


tion was  the  result  of  ignorance  or  lack 
of  technical  skill  on  the  part  of  the  anes- 
thetist. 

The  following  incident  is  an  excellent 
example  of  how  7iot  to  administer  an  an- 
esthetic safely.  Several  years  ago  an 
“anesthetic  death”  occurred  in  a normal, 
healthy  17  year  old  girl  undergoing  ton- 
sillectomy in  a North  Carolina  hospital. 
“Anesthesia”  was  induced  by  intravenous 
administration  of  sodium  pentothal  and 
curare  without  benefit  of  intratracheal 
intubation  or  infiltration  of  a local  anes- 
thetic agent.  This  was  an  “anesthetic” 
death  in  which  a true  anesthetic  agent 
was  not  used  at  all.  Pentothal  is  nothing 
more  than  a hypnotic.  It  has  no  analgesic 
properties ; thus  it  cannot  be  classified  as 
a true  anesthetic  agent.  It  is  quite  true 
that  pentothal  can  produce  a state  com- 
parable to  anesthesia  by  placing  the  pa- 
tient under  deep  hypnosis  with  its  attend- 
ant pronounced  depression  of  circulation 
and  respiration.  However,  I do  not  believe 
pentothal  should  be  used  for  this  pur- 
pose. Rather  it  should  be  used  to  induce 
and  maintain  light  hypnosis  along  with 
another  agent  like  nitrous  oxide,  ethylene, 
or  cyclopropane,  to  produce  the  analgesic 
action  necessary  for  anesthesia.  In  the 
case  just  cited  pentothal  had  been  used 
to  produce  a state  of  deep  hypnosis  with 
resultant  severe  depression  of  circulation 
and  respiration ; curare  had  been  used  to 
depress  respiration  further,  and  without 
control  of  the  airway,  hypoxia  and  hyper- 
carbia  had  been  well  established.  In  other 
words,  the  anesthetist  had  satisfied  all 
the  requirements  for  the  production  of 
cardiac  arrest! 

Certain  general  practitioners  in  this 
country  doing  obstetrics,  whom  I like  to 
call  “arm-chair  anesthesiologists,”  are  in 
the  habit  of  having  the  obstetrical  nurse 
hold  the  Duke  Inhaler  for  Trilene  over 
the  patient’s  face  to  produce  anesthesia 
so  that  they  may  carry  out  delivery  and 
repair  with  the  patient  anesthetized.  Tri- 
lene should  never  be  used  to  produce  ob- 
stetrical anesthesia  and  instructions  that 
come  with  the  Duke  Inhaler  specifically 
state  that  it  is  to  be  used  only  for  the 
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production  of  trilene  analgesia.  This  is 
another  example  of  use  of  an  ajrent  in  a 
way  in  which  it  should  never  be  used. 

A nurse  anesthetist  is  not  expected  to 
have  a thorough  knowledge  of  human 
physiology,  biochemistry  or  pathology  but 
she  certainly  should  have  a reasonable 
knowledge  of  the  pharmacologic  actions 
of  every  anesthetic  agent  or  adjunct  which 
she  uses.  In  addition,  she  should  know 
exactly  what  effect  each  agent  is  expected 
to  have  on  the  bodily  systems.  One  should 
never  use  an  agent  about  which  he  knows 
little  or  nothing  simply  because  one  of 
his  colleagues  has  used  this  agent  without 
difficulty. 

A few  words  about  muscle  relaxants 
would  seem  pertinent  here.  The  muscle 
relaxants  are  wonderful  adjuncts  to 
smooth,  well-conducted,  safe,  general  an- 
esthesia. They  should  never  be  used  as 
a substitute  for  good  anesthesia  and  they 
are  all  too  frequently  used  to  cover  up 
poor  anesthesia.  Obviously,  muscle  relax- 
ants should  never  be  used  by  individuals 
not  thoroughly  acquainted  with  their  ac- 
tions, and  not  capable  of  dealing  with 
complications  that  may  arise.  The  con- 
traindications to  the  various  anesthetic 
agents  are  listed  in  standard  textbooks  on 
anesthesia. 

Every  anesthetic  agent  has  its  own  mar- 
gin of  safety,  that  is,  the  difference  be- 
tween the  concentration  necessary  in 
the  body  to  produce  surgical  anesthesia 
and  that  necessary  to  produce  death.  If 
the  anesthetist  knows  the  agents  and 
watches  the  patient  carefully,  he  should 
never  be  guilty  of  causing  an  anesthetic 
death  by  overdosage. 

4.  Restraints  and  the  Explosion  Hazard 

Nothing  is  more  disconcerting  and  un- 
necessary than  to  have  a patient  fall  or 
jump  off  a table  or  stretcher  during  the 
induction  of,  or  recovery  from,  general 
anesthesia.  The  patient  should  always  be 
well  restrained  before  induction  of  gen- 
eral anesthesia  regardless  of  the  anes- 
thetic used  and  the  anesthetist  should 
always  be  prepared  to  meet  and  deal  ef- 
fectively with  recovery  excitement.  Pre- 


vention is  the  only  treatment  for  excite- 
ment accidents  due  to  an  anesthetic. 

1 ho})e  all  of  you  have  had  an  opportu- 
nity to  see  Dr.  George  Thomas’s  demon- 
stration or  moving  picture  on  explosion 
hazards  in  the  operating  room.*  For  those 
who  have  witnessed  it,  no  further  discus- 
sion of  explosion  hazards  is  necessary ; 
those  who  have  not  seen  the  demonstra- 
tion are  strongly  encouraged  to  do  so, 
for  it  is  more  effective  than  any  descrip- 
tion can  be. 

Conclusion 

In  conclusion,  it  may  be  reiterated  that 
anesthetic  deaths  are  absolutely  inex- 
cusable. If  the  four  requisites  for  safe 
induction  and  maintenance  of  anesthesia, 
that  is,  maintenance  of  an  adequate  air- 
way, close  observation  of  the  patient,  cor- 
rect choice  of  anesthetic  and  proper  in- 
stitution of  restraints  and  explosion  pre- 
cautions are  observed,  the  mortality  rate 
from  induction  and  maintenance  of  anes- 
thesia will  be  minimal. 
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Discussion 

Dr.  A.  J.  Ochsner  (Alexandria)  : It  is  with 
great  pleasure  that  I discuss  this  well  prepared 
and  thoughtful  paper  of  Dr.  Welborn.  I believe 
that  he  has  very  adequately  covered  the  ..nnu- 
merable  duties  of  the  anesthesiologist  in  the  safe 
administration  of  an  anesthetic — duties  which 
must  be  performed  in  order  that  the  administra- 
tion may  be  considered  safe. 

I prefer  the  last  sentence  of  his  conclusion, 
namely  “the  mortality  rate  from  induction  and 
maintenance  of  anesthesia  will  be  minimal”  to 
the  expression  that  “anesthetic  deaths  are  abso- 
lutely inexcusable.”  I believe  that  there  may  be 


* Each  year  Dr.  Thomas  presents  this  demon- 
stration in  various  parts  of  the  country.  The 
moving  picture  may  be  obtained  from  Abbott 
Laboratories,  Chicago,  111. 
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such  a thing  as  a true  accident  over  which  only 
The  Great  Physician  has  control.  It  is,  however, 
or  should  be,  inexcusable  to  improperly  adminis- 
ter anesthetics.  We  strive  constantly  to  improve 
our  knowledge,  our  drugs,  and  our  abilities  and 
work  in  what  we  believe  to  be  the  direction  of 
Utopia — in  this  case — no  death  from  anesthesia. 

I believe  that  more  emphasis  should  be  put  on 
the  preoperative  preparation  of  the  patient  and 


the  postoperative  handling  of  the  patient  than 
can  possibly  be  presented  in  such  a short  discus- 
sion. These  two  factors  hold  roles  of  absolutely 
major  importance  in  the  safe  guidance  of  a 
patient  from  entrance  into  a hospital  to  the 
patient’s  happy  trip  home. 

I would  like  to  commend  Dr.  Welborn  for  his 
timely  presentation  of  this  important  plea  for 
safety. 


The  Red  Cross  of  the  Geneva  Convention 

We  do  not  conceive  that  we  can  better  set  forth  the  nature,  object  and  origin 
of  this  association,  than  by  extracts  from  this  little  pamphlet  whose  title  heads  this 
page,  allowing  it  to  speak  for  itself  of  its  character,  its  principles,  and  its  method  of 
work.  It  is  not  a vague  plan  of  what  maybe,  but  the  sketch  of  an  association  in  full 
and  active  organization  throughout  all  of  Europe  and  parts  of  South  America  and 
Asia.  It  has  received  the  governmental  sanction  of  thirty-two  of  the  nations  of  the 
civilized  world,  the  United  States  of  America  giving  its  adherence  to  the  Geneva 
Conference  on  March  1,  1882.  Its  power  to  really  and  practically  ameliorate  the 
horrors  of  war  were  signally  proved  in  those  wars  which  have  occurred  in  Europe, 
since  the  organization  of  the  society  in  1863. 

New  Orleans  M.  & S.  J.  10:943  (June)  1882). 
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Cardiac  Kiiplure  and  lleinopericardiiiin 
Followinj;  Myocardial  Infarclioii^ 


• The  incidence  of  myocardial  rupture  while  rare  is  by  no  means  a 
pathological  curiosity.  The  incidence  in  the  present  report  from  Touro 
Infirmary  during  a ten  year  period  was  almost  1 per  cent  of  all  autop- 
sies and  6 per  cent  of  all  autopsied  myocardial  infarcts. 


TVyrYOCARDIAL  infarction  is  a common 
present  day  illness,  and  with  an  in- 
creasing number  of  older  people  in  the 
population  the  incidence  will  probably  in- 
crease. The  patient  with  myocardial  in- 
farction may  fall  heir  to  many  complica- 
tions, one  of  which  is  rupture  of  the  myo- 
cardium. 

This  condition  has  stimulated  the  inter- 
est of  physicians  since  the  time  of  William 
Harvey  ^ who,  in  1647,  was  the  first  to 
describe  it.  He  and  subsequent  writers 
thought  that  myocardial  rupture  was  a 
result  of  fatty  metamorphosis  of  the  heart. 
It  was  not  until  1861  that  Malmsten  - first 
described  myocardial  rupture  resulting 
from  infarction  of  the  myocardium.  Since 
that  time  an  ever  increasing  number  of 
cases  have  been  reported.  Krumbhaar  and 
Crowell  ^ in  1925  collected  734  cases  from 
the  literature.  Many  cases  have  been  add- 
ed since  then. 

Material 

This  paper  is  a study  of  20  autopsied 
cases  of  ruptured  hearts  following  acute 
myocardial  infarction  that  occurred  at 
Touro  Infirmary  during  a ten  year  period 
from  1950  through  1959.  All  of  the  cases 
of  rupture  were  complete  ones  with  an 
associated  hemopericardium.  Figure  1 
shows  a large  perforation  of  the  antero- 
lateral surface  of  the  left  ventricle. 


* Presented  at  the  Eighty-fii'st  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
9,  1961,  in  New  Orleans. 

From  the  Department  of  Pathology,  Touro 
Infirmary. 


EVARISTE  .1.  TRAHAN,  M.  D. 

AMBROSE  .1.  HERTZOG,  M.  I). 

New  Orleans 

The  twenty  cases  of  rupture  were  stud- 
ied both  clinically  and  pathologically.  A 
like  number  of  fatal  autopsied  cases  of 
non-ruptured  myocardial  infarcts  were  al- 
so studied  and  used  as  a control.  Particu- 
lar attention  was  paid  to  blood  pressure, 
heart  failure,  exertion,  age  of  the  infarcts, 
fibrosis  and  drug  administered.  The  twen- 
ty cases  of  rupture  were  then  compared 
to  the  control  and  both  compared  to  the 
literature. 


Figure  1 — Showing  large  perforation  of  an- 
terior surface  of  left  ventricle. 
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Incidence 

During  the  ten  year  period  under  con- 
sideration 2,770  patients  were  admitted  to 
Touro  Infirmary  with  a diagnosis  of  acute 
myocardial  infarction.  Of  these  731  died 
of  their  disease  which  gives  a mortality 
of  26.3  per  cent. 

The  incidence  of  myocardial  rupture  in 
large  autopsy  series  ranges  from  0.04  to 
1.09  per  cent.^"’’  The  incidence  at  Touro 
Infirmary  was  0.84  per  cent.  Table  1 
shows  that  6.0  per  cent  of  myocardial  in- 
farcts in  our  series  coming  to  autopsy  had 
ruptured.  This  compares  in  general  with 
percentages  from  the  literature.  Cardiac 
rupture  is  slightly  more  common  in  men- 
tal institutions  ^ and  Coroner’s  series.  The 
apparent  reason  for  this  is  the  large  num- 
ber of  “silent  infarcts”. 

Age  and  Sex 

The  age  in  the  ruptured  groups  ranged 
from  53  to  80  years  with  an  average  of 
65.8  years,  while  in  the  control  it  varied 

TABLE  1 


PERCENTAGE  OF  IN-ARCTS  THAT  RUPTURE 


Author 

Mo.  infarcts 

No.  rupture 

% rupture 

Edmondson  - 

Hoxie 

865 

20 

3.4 

Bean  '* 

283 

17 

6.0 

Wartman  " 

Ilallerstein 

150 

6 

4.0 

Wang  ^ 

Bland 

Whita 

556 

23 

4.1 

Zinn 

Cosby 

679 

34 

5.0 

Touro 

329 

20 

6.0 

from  46  to  89  years  with  an  average  of 
62.4  years.  No  significant  difference  ex- 
ists between  these  two  groups.  This  is 
in  keeping  with  the  literature that 
cardiac  rupture  in  younger  individuals  is 
more  apt  to  be  in  the  atria  and  associated 
with  trauma. 

In  the  ruptured  group  there  were  10 
males  and  10  females  while  in  the  control 
there  were  13  males  and  7 females.  Here, 
too,  there  is  close  agreement  with  the 
literature.  Most  series  '*•  contain  an 
equal  number  of  the  sexes  while  Cecil  and 


Loeb  state  that  myocardial  infarct  af- 
fects males  6 times  more  frequently  than 
females. 

Age  of  the  Infarct 

Utilizing  the  clinical  record  of  the  two 
groups  the  duration  of  the  infarct  was 
estimated.  Multiple  histological  slides 
were  then  studied  and  the  age  again  esti- 
mated independently  of  the  clinical  rec- 
ord. All  cases  were  placed  into  age  groups 
comprising  1 to  3,  4 to  7,  8 to  11  and 
12  to  14  days.  In  judging  the  histologic 
age  of  myocardial  infarcts,  the  criteria 
of  Mallory,  White  and  Salcedo-Saljor  were 
used.i'’ 

For  the  first  six  to  eight  hours  follow- 
ing occlusion  of  a coronary  artery  there 
is  no  histologic  change  in  the  cardiac 
muscles.  The  first  change  is  an  increased 
pinkness  of  the  muscle  fibers.  Very  soon 
after  this  there  is  pyknosis  of  the  nuclei. 
The  muscle  striation  is  still  present  but 
difficult  to  see.  These  are  soon  lost,  how- 
ever, and  at  the  same  time  there  is  be- 
ginning neutrophilic  infiltration.  At  about 
twelve  hours  this  is  mainly  perivascular 
but  ioon  infiltrates  the  entire  area  of 
necrosis  but  remains  rather  sharply  lim- 
ited to  it.  At  this  same  point  there  is 
evidence  of  interstitial  hemorrhage.  At 
about  two  days  following  infarction  the 
neutrophilic  infiltration  is  quite  heavy 
and  some  begin  to  show  necrosis.  Even 
though  some  become  necrotic  at  two  days 
the  neutrophilic  invasion  continues  and 
reaches  its  peak  in  four  days. 

At  approximately  the  fifth  day  there  is 
beginning  proliferation  of  fibroblast  and 
capillaries.  This  is  at  first  slow  and  lim- 
ited to  the  edge  of  the  infarct.  At  about 
eight  to  nine  days  the  connective  tissue 
is  fairly  prominent.  A characteristic  of 
this  tissue  is  that  it  stains  light  blue  as 
does  all  young  connective  tissue.  At  about 
ten  days  macrophages  make  their  appear- 
ances and  rapidly  increase  in  number. 
These  macrophages  contain  a brown  pig- 
ment, lipofuscin,  which  is  derived  from 
the  necrotic  muscle.  By  the  end  of  the 
second  week  these  macrophages  have  re- 
moved about  1 mm.  of  dead  muscle  from 


282 


The  .Journal  of  the  Louisiana  State  Medical  Society 


CARDIAC  RUPTURE  AND  HE.MOPERICARDIUM— TRAHAN,  HERTZOG 


the  edj>re  of  the  infarct.  As  healing  pro- 
gresses the  fibrous  tissue  becomes  more 
dense  and  becomes  collagenized.  This 
process  continues  and  by  two  to  three 
months  there  is  the  formation  of  a dense 
scar.  The  adequacy  of  the  remaining  cir- 
culation and  the  size  of  the  infarct  may 
alter  and  prolong  this  time  sequence. 
Wessler,  Zoll  and  Schlesinger,  using  a 
special  injection  technique,'-  demonstrat- 
ed that  collateral  circulation  was  incom- 
plete or  absent  in  areas  of  rupture  while 
the  same  was  not  true  of  unruptured  in- 
farcts. Large  infarcts  heal  much  slower 
than  smaller  ones.  It  takes  some  time  for 
macrophages  to  penetrate  the  center  of 
a large  infarct  so  that  necrotic  muscle 
may  persist  for  a long  time. 

Table  2 shows  the  correlation  between 
the  clinical  and  histologic  age  of  the  in- 
farcts. Notice  that  this  correlation  is 
good  in  the  ruptured  groups.  Only  in  cases 
No.  6 and  No.  20  were  there  any  wide  dis- 
crepancies. In  this  group  the  clinical  age 
was  more  clear-cut  with  a definite  time 
of  onset  of  symptoms.  The  correlation 
in  the  control  group  is  poor.  Clinical  ages 
could  frequently  not  be  obtained  from  the 
records.  The  onset  of  the  infarct  symp- 


toms is  frequently  lost  in  a hodgepodge 
of  old  cardiac  symptoms.  This  is  in  keep- 
ing with  some  authors  who  found  that 
old  infarcts,  angina,  and  prior  episodes  of 
heart  failure  were  more  common  in  the 
non-ruptured  group. 

The  difference  in  the  amount  of  fibrosis 
present  in  the  two  groups  is  significant. 
The  usual  cause  of  this  fibrosis  is  a pre- 
ceding infarct.  It  appears  that  fibrosis 
protects  the  myocardium  from  rupture. 

Table  3 shows  the  number  of  ruptures 
occurring  and  different  days  after  infarc- 
tion. The  great  majority  occurred  during 
the  first  two  weeks  with  70  per  cent  of 
these  occurring  during  the  first  week. 
In  our  series  70  per  cent  occurred  during 
the  first  week  and  all  occurred  within  the 
first  eleven  days.  Maher,  Mallory,  and 
Laurenz  * found  that  over  50  per  cent  of 
their  series  ruptured  within  the  first  five 
days  and  Edmondson  and  Hoxie  found 
that  98.5  per  cent  occurred  within  the 
first  sixteen  days. 

Heart  Failure 

In  the  ruptured  groups,  35  per  cent  had 
heart  failure  associated  with  their  infarct 
compared  to  5 per  cent  in  the  control 


TABLE  2 

CORRELATION  BETWEEN  CL'NICAL  AND  HISTOLOGICAL  AGE  OS  MYOCARDIAL  IN-ARCTS 


RUPTURED 

UNRUPTURED 

No. 

Clinical 
Age — Days 

Histological 
Age — Days 

Amount  of 
Fibrosis 

Clinical 
Age — Days 

Histological 
Age — Days 

Amount  of 
Fibrosis 

1 

4 

1-3 

0 

3 

1-3 

0 

2 

1 

1-3 

0 

11 

11-14 

+ 3 

3 

6 

1-3 

0 

9 

1-3 

0 

4 

2 

1-3 

-1-1 

9 

4-7 

+ 3 

5 

9 

11-14 

0 

? 

8-10 

-h3 

6 

1 

11-14 

0 

9 

1-3 

0 

7 

8 

11-14 

0 

3 

8-10 

+ 2 

8 

7 

4-7 

0 

9 

8-10 

+ 3 

9 

11 

11-14 

0 

2 

11-14 

+ 3 

10 

5 

1-3 

-1-3 

5 

4-7 

+ 2 

11 

7 

4-7 

0 

9 

11-14 

+ 3 

12 

2 

1-3 

0 

9 

11-14 

4-3 

13 

6 

4-7 

0 

9 

1-3 

+ 2 

14 

1 

1-3 

0 

9 

1-3 

0 

15 

1 

1-3 

0 

1 

1-3 

+ 2 

16 

10 

8-10 

+ 2 

2 

1-3 

+ 3 

17 

10 

11-14 

0 

7 

14 

+ 1 

18 

1 

1-3 

0 

2 

1-3 

4-2 

19 

1 

1-3 

0 

7 

4-7 

4-3 

20 

11 

1-3 

0 

9 

11-14 

-f  2 
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TABLE  3 

DAY  O-  RUPTURE  OF  IN-ARCT 


Author 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14  Beyond 

Mallory 

White 

Salcedo-Saljar 

2 

1 

2 

1 

4 

1 

1 

1 

1 

1 

Bean  '> 
Wessler  i- 
Zoll 

1 

3 

1 

2 

1 

3 

1 

2 

1 

Schlesinger 

Maher 

2 

3 

3 

2 

1 

2 

1 

2 

1 

2 

Mallory 

Laurenz 

5 

3 

3 

1 

1 

3 

1 

2 

Touro 

5 

2 

1 

1 

2 

2 

1 

1 

2 

2 

group.  Prior  episodes  of  heart  failure 
have  been  found  to  be  less  frequent  in 
the  ruptured  group. In  this  series  10 
per  cent  of  the  ruptured  cases  had  such 
a history,  while  it  was  obtained  in  35  per 
cent  of  the  unruptured  group.  The  prior 
episodes  of  failure  may  protect  the  myo- 
cardium by  stimulating  fibrosis. 

Drugs 

Various  drugs  are  administered  to  pa- 
tients with  myocardial  infarcts,  such  as 
digitalis,  diuretics,  antibiotics,  anticoag- 
ulants and  Levophed.  The  question  arises 
whether  there  is  any  relationship  between 
drug  therapy  and  ruptured  infarcts. 

Table  4 shows  the  number  of  patients 
in  each  group  who  received  these  drugs. 
Notice  that  digitalis,  diuretics,  and  anti- 
biotics are  more  common  in  the  control 
group  while  the  opposite  is  true  of  anti- 
coagulants and  Levophed. 

A relationship  between  Levophed  and 
myocardial  rupture  may  be  explained  by 
the  increased  work  of  the  heart  caused 
by  the  increased  peripheral  resistance. 
Anything  that  increases  intraventricular 
pressure  or  work  load  will  increase  myo- 
cardial rupture  in  an  infarcted  heart. 

A relationship  between  anticoagulants 
and  rupture,  however,  is  difficult  to  ex- 
plain. There  is  no  uniform  agreement  in 
the  literature  that  anticoagulants  are  as- 


sociated with  an  increased  incidence  of 
rupture.  Experimental  work  in  dogs 
failed  to  demonstrate  any  adverse  effects 
of  anticoagulants  when  used  in  myocar- 
dial infarction.  Some  authors  1'’’  in  clini- 
cal studies  have  failed  to  find  any  in- 
creased incidence  of  rupture  following  an- 
ticoagulant therapy.  To  be  significant  the 
anticoagulant  therapy  must  have  been  ef- 
fective at  the  time  of  rupture;  that  is, 
the  prothrombin  time  must  have  been  in 
the  therapeutic  range.  Many  reports  do 
not  give  this  information  and  are  there- 
fore difficult  to  evaluate.  In  a recent 
study  of  this  problem  Lange  and  Aar- 
seth  reported  on  69  patients  with  rup- 
ture and  effective  anticoagulant.  Com- 
pared to  a control  group  the  incidence  of 
hematopericardium  was  twice  as  large  in 
the  anticoagulant  group  as  compared  to 
the  control.  Although  this  group  is  too 
small  to  draw  a general  conclusion,  it  is 
in  close  agreement  with  some  of  the  litera- 
ture. 

Blood  Pressure 

Edmondson  and  Hoxie,  in  1942,  demon- 
strated that  hypertension  which  persisted 
after  infarction  was  associated  with  a 
greater  number  of  ruptures.  Since  then 
their  findings  have  been  substantiated. 
Six  cases  or  30  per  cent  of  the  ruptured 
group  had  persistent  hypertension  com- 


TABLE  4 

EFFECTS  OF  DRUGS  ON  RUPTURE 


Digitalis 

Diuretics 

Antibiotics 

Anticoag. 

Levophed 

Ruptured  Infarcts 

7 

() 

2 

9 

8 

Control  Group 

10 

14 

6 

3 

4 
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pared  to  20  per  cent  of  the  control  Rroup. 
The  difference  between  these  two  groups 
is  smaller  than  usually  found. 

Exertion 

The  amount  of  exertion  a patient  under- 
goes is  very  difficult  to  evaluate.  Rest- 
lessness, agitation,  vomiting,  couRhinp  and 
belchinjr  are  only  a few  of  the  more  com- 
mon forms  of  exertion  to  which  infarcted 
patients  are  submitted.  It  is  generally 
agreed  that  exertion,  especially  when  the 
cardiac  muscle  is  most  necrotic,  is  corre- 
lated with  a high  incidence  of  cardiac 
rupture. 

In  the  ruptured  group  there  were  6 
cases  which  had  some  form  of  increased 
activity.  This  varied  from  repeated  vom- 
iting to  complete  ambulation.  In  the  con- 
trol group  there  were  5 cases  with  some 
increase  in  amount  of  activity.  The  rather 
close  similarity  between  these  two  groups 
points  up  the  fact  that  the  pathogenesis  of 
cardiac  rupture  is  complex  and  many  dif- 
ferent factors  are  involved. 

Summary 

1.  The  incidence  of  myocardial  rupture 
while  rare  is  by  no  means  a pathological 
curiosity.  The  incidence  at  Touro  Infir- 
mary for  a 10  year  period  was  almost  1 
per  cent  of  all  autopsies  and  6 per  cent  of 
all  autopsied  myocardial  infarcts. 

2.  The  ratio  of  men  to  women  in  rup- 
tured hearts  is  approximately  1 to  1. 

3.  Rupture  is  most  apt  to  occur  during 
the  first  week  following  infarction.  In 
this  series  30  per  cent  occurred  on  the 
first  day  and  70  per  cent  occurred  during 
the  first  week. 

4.  Fibrosis  is  more  common  in  the  un- 
ruptured heart. 

5.  Prior  episodes  of  heart  failure  are 
more  common  in  the  unruptured  heart. 

6.  No  correlation  between  most  drugs 
administered  and  rupture  could  be  estab- 
lished except  for  anticoagulants  and  Levo- 
phed  which  probably  are  associated  with 
an  increased  incidence  of  rupture. 

7.  Persistent  hypertension  and  exer- 
tion are  definitely  more  common  in  the 
ruptured  group. 
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Discussion 

Dr.  Sam  A.  Threefoot  (New  Orleans)  ; This 
presentation  makes  several  points  related  to  the 
therapeutic  management  of  the  patient  with 
myocardial  infarction.  The  first  is  the  re- 
emphasis that  the  first  several  days  following  a 
coronary  occlusion  are  the  most  critical  in  the 
prognosis  of  the  patient.  While  it  is  difficult 
to  correlate  exertion  with  myocardial  rupture, 
this  paper  supports  the  generally  accepted  form 
of  management  of  complete  rest  during  the  peri- 
od when  the  cardiac  muscle  is  most  necrotic  and 
before  fibrosis  has  developed  to  a “protective” 
degree. 

A second  point  is  more  controversial,  and  con- 
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cerns  the  continuing  polemic  on  the  routine  use 
of  anticoagulants  in  the  management  of  myo- 
cardial infarction.  A paper  such  as  this  offers 
some  support  to  those  physicians  who  wish  to 
be  more  selective  in  their  use  of  anticoagulants 
versus  those  who  use  them  routinely  in  every 
myocardial  infarction.  Lange  i and  others  have 
reported  that  hemorrhagic  pericarditis  or  hemo- 
pericardium  occurs  at  least  twice  as  frequently 
in  groups  treated  with  anticoagulants  as  in  non- 
treated  groups.  This  is  probably  of  greater  im- 
portance to  the  clinician  than  rupture,  because 
the  mortality  is  lower.  While  a recent  court  de- 
cision seems  to  legislate  the  use  of  anticoagu- 
lants in  myocardial  infarction,  some  selection 
of  cases  for  this  type  of  therapy  is  in  order, 
particularly  since  rupture  occurs  more  commonly 
in  the  “first”  infarct — the  same  group  in  which 
thromboembolic  phenomena  occurs  less  com- 
monly. 

The  presence  of  hypertension  and  use  of 
norepinephrine  both  have  occurred  50  per  cent 
more  often  in  the  ruptured  group  than  in  the 
controlled  group.  Whether  or  not  to  use 
norepinephrine  is  probably  a more  difficult  de- 
cision to  make  than  whether  or  not  to  use  anti- 
coagulants, since  the  use  of  norepinephrine  is 
generally  reserved  for  those  patients  in  cardio- 
genic shock,  who  if  not  treated  carry  a poor 
prognosis. 

Of  further  clinical  interest  is  the  diagnosis  of 
myocardial  rupture  and  hemopericardium.  As 
pointed  out  by  Sigler, 2 diagnosis  of  rupture  of 
the  free  wall  is  more  difficult  than  that  of  rup- 
ture of  the  intraventricular  septum.  Rupture 
should  be  suspected,  however,  in  an  acute  myo- 
cardial infarction  if  the  patient  has  hyperten- 
sion, is  over  fifty  years  of  age,  who  suddenly 
goes  into  complete  shock  and  does  not  respond 
to  therapy,  more  particularly  if  the  infarction 
is  on  the  anterior  wall.  One  may  observe  a 
loud  systolic  murmur  and  thrill  in  the  fourth 
and  fifth  left  interspaces  close  to  the  sternum 
just  before  death.  It  is  infrequent,  however, 
that  physical  diagnosis  is  performed  at  the 
proper  time  to  detect  the  findings.  The  signs 
due  to  cardiac  tamponade  are  not  uncommonly 
detected.  There  is  narrowing  of  the  pulse  pres- 
sure, cyanosis,  distention  of  the  neck  veins. 


tachycardia,  and  of  course  shock  associated  with 
rupture  which  may  obscure  the  picture  due  to 
marked  sudden  circulatory  collapse. 

The  patient  with  rupture  of  the  intraventricu- 
lar septum  may  live  for  a long  time,  however. 
This  is  characterized  by  shock,  sudden  develop- 
ment of  a harsh  loud  systolic  murmur  over  the 
entire  precordium  with  maximum  intensity  at 
the  left  third  interspace  close  to  the  sternum  and 
frequently  with  a palpable  thrill,  fna  heart  be- 
comes dilated  and  the  picture  of  right  ventricu- 
lar strain  dvelops  if  the  patient  survives. 

Hemopericardium  in  nonfatal  cases  may  be 
recognized  by  the  usual  signs  of  cardiac  tam- 
ponade, (narrowing  of  the  pulse  pressure,  shock, 
tachycardia,  enlargement  of  the  cardiac  shadow, 
parodoxical  pulse),  venous  distention  with  the 
increased  venous  pressure  and  possibly  friction 
rub,  cyanosis  and  signs  of  congetive  heart 
failure. 

For  the  nonfatal  cases  of  intraventricular 
septal  perforation  or  of  hemopericardium,  treat- 
ment consists  of  prolonged  rest,  proper  use  of 
digitalis  and  diuretics  and  other  symptomatic 
therapy,  such  as  drugs  for  pain  and  pericardial 
tap  to  relieve  tamponade  and  avoidance  of  un- 
necessary drugs. 3 

Since  we  are  unable  to  treat  the  ruptured  free 
wall,  and  this  is  invariably  fatal,  prophylaxis  is 
the  best  management.  This  means  judicious  se- 
lection of  those  patients  in  whom  anticoagulants 
are  to  be  used  and  avoidance  of  drugs  designed 
to  raise  the  blood  pressure  unless  actual  shock 
endangers  the  life  of  the  patient.  A mere  drop 
in  blood  pressure  without  shock  should  not  se- 
duce the  physician  into  using  drugs  such  as 
norepinephrine  . . . particularly  in  the  patient 
over  50  years  of  age,  with  previous  hypertension 
and  an  anterior  infarct  for  the  first  time. 
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riie  Nervous  W oiiiaii 


Her  iiiipael  on  indiislrv;  Her  <l(‘vioiis  deliii<|ii(‘iiey  in  llie  lioine. 
W lio  is  she,  and  wlial  may  h<‘  done  ahoiit  her? 


• Her  industriousness  is  not  challenged,  either  by  opportunities  at 
home,  or  capricious  loyalty  to  the  industrial  orb.  Her  desires  ore  not 
met,  in  the  voracity  that  "plethora  of  things"  has  engendered,  in  the 
adequacy  of  male  dominance  that  St.  Paul  enjoined  when  he  said, 
"Wives,  submit  yourselves  unto  your  husbands  . . . for  the  husband 
is  the  head  ..." 


T T is  audacious  that  a mere  man  pre- 
-*■  sume  to  speak  about  mere  woman,  ever 
— but  a nervous  man  is  just  plain  fool- 
hardy when  he  dares  to  talk  about  the 
nervous  woman.  George  Eliot  once  said, 
“The  happiest  women,  like  the  happiest 
nations,  have  no  history.”  The  reverse  is 
true  of  the  nervous  woman,  for  she,  like 
the  uneasy  nation,  has  manifold  com- 
plaints and  symptoms  of  unrest. 

A man  may  get  in  trouble  and  seek 
aid.  A woman  is  troubled,  so  for  this  rea- 
son so  often  she  comes  for  help. 

The  psychobiologic  unit  of  standard  no- 
menclature gives  us  the  psychiatric  pat- 
terns and  variants  of  mental  and  emotion- 
al illness.  With  these  we  are  and  should 
be  more  or  less  familiar.  But,  my  pui’pose 
today  is  to  side-step  the  areas  of  organic 
disease  and  psychotic  behavior,  and  speak 
in  the  generalizations  and  simplifications 
that  become  the  modus  operandi  of  the 
general  practitioner.  For  his  success  with 
nervous  and  emotional  problems  so  often 
depends  on  how  well  he  can  translate  phy- 
chiatric  complexity  into  the  everyday  lan- 
guage and  experience  of  his  nervous  pa- 
tients. 

The  Term  Described 

Nervousness  is  a quality  of  behavior. 
It  is  a symptom-complex  of  underlying 
emotional  mismanagement.  It  is  the  un- 
desirable pattern  of  reaction  and  response 
to  stimuli,  unwelcome  situations  or  con- 
ditions. Nervousness  may  be  a compensa- 
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tory  mechanism  revealing  inadequacy,  im- 
maturity, or  it  may  be  evidence  of  the  gap 
between  desire  and  fulfillment;  between 
ambition  and  attainment.  Nervousness 
may  also  result  from  the  static  overflow 
of  supercharged  psychic  energies  that 
are  poorly  expended  or  utilized.  This 
might  be  compared  to  the  poor  perform- 
ance of  the  overtrained  athlete,  or  to  the 
rotting  of  surplus  fruit  when  harvest 
hands  are  inadequate. 

The  nervous  woman  comes  to  us  for 
treatment ; for  relief.  She  is  agitated,  ap- 
prehensive, tense,  fearful  and  easily  upset. 
She  may  laugh — or  cry — or  both.  She 
may  dwell  with  vague  intensity  upon  vis- 
ceral troubles,  or  she  may  deny  altogether 
any  element  of  illness,  with  the  generality, 
“I’m  just  nervous.” 

All  of  us  have  seen  her,  and  as  I have 
implied,  she  is  an  unhappy  woman.  In 
our  innermost  thoughts  we  may  agree 
with  her.  She  is  a nervous  woman. 

In  Industry 

For  nearly  twenty  years  I have  spent 
part  of  each  day  in  the  first  aid  room  of 
an  industrial  plant  that  employs  a fair 
number  of  women.  I have  found  there  the 
same  relative  proportion  of  the  problems 
of  nervousness  in  relation  to  those  we 
class  as  definitive  or  organic,  requiring 
specific  or  routine  treatment. 

Expressed  in  another  way,  75  per  cent 
of  the  women  who  report  have  complaints 
that  reflect  anxiety  or  tension.  These 
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have  problems  that  arise  from  situations 
of  stress.  Acceptance  is  lacking,  adaption 
is  inadequate  and  interpersonal  relation- 
ships are  poorly  managed. 

In  still  another  way,  it  has  been  shown 
that  about  20  per  cent  of  the  women  em- 
ployees take  up  most  of  the  time  that  com- 
prises their  utilization  of  first  aid  services. 

These  facts  lend  weight  to  the  state- 
ment that  “mental  illness”  is  industry’s 
greatest  headache  and  health  problem.  A 
few  of  these  women  may  undeniably  have 
serious  psychiatric  illness,  but  the  majori- 
ty of  them  are  simply  called,  “nervous”. 

What  does  this  mean  to  industry?  To 
the  job? 

During  the  second  world  war  there  was 
a tremendous  increase  in  employment  of 
women  in  positions  of  all  types,  many 
once  held  to  be  the  exclusive  domain  of 
men.  In  most  cases  they  did  a magnifi- 
cent job.  Motivation  was  strong,  the  com- 
mon cause  was  unifying,  objectives  were 
fundamental  and  satisfying. 

From  the  experiences  of  those  years 
industry  learned  much  of  the  capacity 
and  usefulness  of  women.  And  women, 
for  their  part,  learned  much  of  the  in- 
creased opportunities  for  self-realization 
and  greater  emancipation  from  male  dom- 
inance. There  derived  also  greater  aware- 
ness of  competitive  potential  for  economic 
ascendency  which  stimulated  the  realign- 
ment of  relative  and  absolute  values  of 
man  and  woman  in  the  home,  in  industry, 
in  politics,  and  in  practically  all  other  re- 
lationships except  the  biological.  I need 
not  remind  you,  we  see  rebellions  even  in 
that  area. 

Industry  also  learned  that  in  a variety 
of  jobs,  women  could  do  certain  types  of 
work  as  well  as,  or  even  better  than  men, 
and  for  less  pay.  More  women  could  be 
put  to  work  in  smaller  space,  at  benches 
or  on  the  assembly  line,  for  men  seemed 
to  re(iuire  more  space  and  freedom  to 
move  about.  Women  seemed  to  withstand 
the  monotony  of  repetitive  jobs  better 
and  to  seek  promotion  or  change  less  ag- 
gressively. 

However,  since  the  war,  even  though 
the  movement  of  women  from  the  home 


to  positions  in  industry  and  in  the  busi- 
ness and  professional  world  has  continued, 
with  many  the  motivations  and  perspec- 
tives have  reverted  to  those  forces  asso- 
ciated with  immaturity  and  need  for  es- 
cape. 

In  short,  industry  finds  itself  with 
many  who  do  not  seek  work  for  work’s 
sake;  who  feel  little  or  no  loyalty  to  the 
company  which  employs  them.  These 
women  are  forced  by  circumstance  to 
become  gainfully  employed : single  wom- 
en, divorced  women,  women  with  inva- 
lid husbands  or  those  trapped  by  miti- 
gating circumstance,  whose  preference 
would  be  to  remain  in  the  home.  By  con- 
trast, and  added  to  those  ranks,  are  the 
women  who  could  and  should  remain  in 
the  home,  but  who  dislike  housework,  who 
are  literally  running  away  from  those  re- 
sponsibilities, from  dependency  on  male 
dominance,  and  from  the  loneliness  and 
isolation  that  the  home  means  to  some. 

In  the  industrial  clinic,  I am  impressed 
by  the  number  of  nervous  women  who 
complain  of  intolerable  situations  in  the 
home.  Dominant  parents  or  in-laws  may 
create  tensions ; alcoholic  or  indolent  hus- 
bands contribute  to  a feeling  of  necessity 
and  insecurity.  In  this  particular  refer- 
ence, may  I add  that  a surreptitious  inven- 
tory revealed  that  at  least  14  per  cent  of 
the  women  in  one  industrial  area  had  hus- 
bands who  were  alcoholic.  This  is  far 
higher  than  the  national  average  for  the 
general  adult  population,  and  is  certainly 
of  interest  sociologically. 

All  the  foregoing  factors  are  met  in 
the  general  survey  of  possible  etiological 
significance  of  background  in  the  under- 
standing of  the  nervous  woman. 

Foremen,  supervisors,  personnel  direc- 
tors and  employers  also  have  become 
acutely  awai-e  of  the  problems  of  the  ner- 
vous woman  reflected  in  absenteeism,  un- 
reliability, unpredictable  behaviour,  break- 
age or  increased  percentage  of  rejects. 
They  have  seen  it  revealed  in  the  unrest 
that  the  nervous  woman  may  create 
among  her  fellow-emi)loyees.  She  may 
cause  more  headaches  to  management  than 
do  roadblocks  in  technological  problems. 
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In  fairness,  however,  it  must  be  said  that 
the  occasional  nervous  perfectionist  may 
be  driven  to  performance  that  far  sur- 
passes the  average. 

In  the  Home 

In  the  home,  away  from  the  business 
and  professional  world,  the  nervous  wom- 
an may  not  be  so  easily  nor  so  frequently 
detected.  In  industry,  the  visits  to  the 
first  aid  room  may  be  practically  unlimit- 
ed, while  in  private  practice  visits  are 
limited  by  cost,  by  time  and  trouble  mak- 
ing and  meeting  appointments,  and  the 
time  and  willingness  of  the  doctor  to  de- 
vote himself  to  her  problems. 

Then  too,  while  the  fears,  tensions  and 
anxieties  ai'e  the  same  in  manifestations 
of  instability,  there  are  differences  in  be- 
haviour patterns  and  nature  of  complaints. 
There  may  be  neglect  of  the  home,  or  per- 
fectionism in  its  visible  care.  Children 
may  be  ignored,  tolerated  or  smothered 
with  an  over-indulgence  that  bodes  ill  for 
their  future.  Escape  may  show  itself  in 
intense  involvement  in  social  competition, 
or  in  community  service  above  and  be- 
yond individual  capacity.  Fatigue  from 
emotional  conflict,  or  boredom  that  re- 
sults from  inadequate  resourcefulness, 
either  or  both,  may  contribute  to  the 
nervousness  of  the  individual. 

Contrast  of  Nervous  Men  with  Women 

Far  be  it  from  me  to  give  to  you,  or 
to  leave  you  with  the  impression  that 
there  are  no  nervous  men.  But  by  num- 
ber they  are  far  fewer  than  the  number 
of  nervous  women  who  come  to  us  for 
care.  This  disparity  is  more  apparent 
than  real,  and  a few  brief  reminders  may 
account  for  this. 

Women  seem  to  come  earlier  for  help 
than  do  men.  This  would  appear  true 
because  men  are  less  inclined  to  reveal 
their  weaknesses  by  complaint,  consider- 
ing it  unmanly.  This  is  as  true  of  organic 
disease  as  it  is  of  nervous  disorders.  Man 
resorts  more  to  rationalization,  while 
w'oman  looks  for  help.  Man  has  too  long 
held  the  traditional  role  of  dominance  and 
independence  of  action,  while  woman  is 
more  newly  arrived  at  the  degree  of  eman- 


cipation she  may  enjoy  today,  and  has 
less  inhibitions  about  making  complaint, 
especially  to  a man  physician.  A man  may 
unload  his  troubles  on  his  neighbor,  his 
barber  or  the  service  station  attendant, 
knowing  he  does  not  need  to  accept  their 
advice.  But  if  he  seeks  his  doctor,  he 
feels  ahead  of  time  he  is  likely  to  have 
restriction  of  freedom,  or  at  least  an  un- 
comfortable load  of  change  or  modera- 
tion suggested.  The  woman,  on  the  other 
hand,  seeks  help  from  doctor,  or  minister, 
or  lawyer,  feeling  in  these  professions  the 
cloak  of  authority,  and  the  need  for  de- 
pendency upon  advice. 

One  last  thought  in  this  vein.  Since 
men  come  at  a much  later  period  in  their 
endurance  of  some  nervous  disorder,  we 
may  find  their  original  emotional  malad- 
justment and  instability  given  the  more 
acceptable  and  conci'ete  designation  of 
somatic  disease  such  as  peptic  ulcer,  coli- 
tis, asthma,  coronary  disease,  and  the  like. 
Women,  by  contrast,  hear  more  often  the 
words,  “Examination  and  tests  show  no 
evidence  of  disease  or  change.”  “I  find 
that  nothing  is  wrong,  and  you  have  no 
need  to  worry.” 

Women  have  the  duty  and  responsibility 
of  pregnancy  and  child-bearing,  imposed 
upon  them  by  biologic  necessity.  Most 
women  accept  this  role  gi'atefully  and  de- 
rive happiness  from  it.  There  are  those, 
however,  that  resent  this  and  spend  their 
reproductive  years  consciously  or  sub- 
consciously in  fear  of  the  phenomena  of 
this  biologic  capacity.  Menstruation  in- 
tensifies anxiety,  pregnancy  is  avoided  if 
possible,  or  endured  with  concealed  or 
manifest  dread,  and  menopause  causes 
myriads  of  ills  known  best  to  the  gyne- 
cologist and  to  God.  But  the  brunt  is 
borne  by  the  husband  and  the  family 
doctor. 

The  Physician’s  Share  in  the  Problem 

Since  the  bulk  of  our  women  patients 
manifest  nervousness  in  some  form  or  de- 
gree, ours  is  the  responsibility  to  assume 
a goodly  part  of  their  care  and  guidance. 
This  we  may  do  in  several  ways,  or  by  a 
judicious  mixture  of  all  resources  avail- 
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able  to  us,  and  within  the  capacity  of  the 
patient  to  explore  and  to  share. 

We  can  minimize  or  deny  outright  the 
reality  and  validity  of  their  complaints. 
This  course  may  help  some;  more  often 
it  hurts. 

Tranquilizers  and  other  alternative  med- 
ication may  be  used,  with  no  further  ef- 
fort at  realistic  evaluation  of  the  prob- 
lems involved,  or  we  may  attempt  reassur- 
ance which  we  ourselves  do  not  feel,  thus 
transfer  poorly. 

Many  of  us  listen  with  ears  alone,  but 
not  with  attitude,  and  advise  or  prescribe 
accordingly.  This  seldom  helps  much,  for 
the  nervous  woman  is  keenly  sensitive  to 
the  degree  of  honesty  of  our  interest  and 
concern.  When  our  heart  is  not  in  the 
interview,  neither  is  hers  in  the  therapy. 

The  over-hearty  dismissal  of  the  reality 
and  significance  of  her  distress  by  the 
promise  she  will  be  all  right,  also  misses 
the  mark,  and  reveals  the  insincerity  that 
failed  to  give  the  proper  consideration 
that  she  feels  is  due  her  complaints. 

We  can,  however,  be  honest  with  our- 
selves and  her  by  use  of  several  acceptable 
means  of  approach  and  therapy.  This  in- 
volves a genuine  interest  in  her  problems, 
and  the  acceptance  of  the  reality  of  her 
symptoms  as  we  accept  her  as  a valid 
patient,  worthy  of  our  time  and  effort. 
A complete  examination,  carefully  made, 
is  as  important  as  attention  to  her  history. 
Direct  or  indirect  questions  for  clarifica- 
tion or  explanation  prove  our  attention 
as  her  account  unfolds.  These  basic  good 
manners  mark  good  doctor-patient  rela- 
tionships, and  make  for  empathy.  Just  so, 
brusqueness,  impatience  or  indifference 
on  the  part  of  the  doctor  surely  dampen 
the  revelation  of  significant  facts. 

If  we  fail  to  grasp  the  significance  of 
some  detail,  it  is  well  to  admit  it,  and 
request  retelling  on  her  part,  for  this 
admission  may  encourage  reappraisal  on 
her  part,  and  thus  she  may  gain  insight. 

Simple  instructions  in  the  mechanism 
of  functional  disorder  and  the  telling  of 
similar  experiences  of  others,  may  effect 
real  reassurance  and  understanding. 

Suggestions  are  always  in  order  for 


simple  guidance  in  the  fundamentals  of 
balanced  living.  Basically,  these  include 
adequate  rest,  for  fatigue  is  a mortal 
enemy  of  woman ; daily  outdoor  exercise, 
for  both  man  and  woman  physically  are 
animals,  and  activity  is  tonic;  balanced 
diet,  adequate  for  her  specific  needs,  is 
so  important.  She  may  need  help  to  see 
that  psychic  hunger  relates  often  to  quali- 
ty and  quantity  of  intake  of  food,  or  that 
anorexia  may  mean  disinterest  in  life  or 
usefulness  as  a weapon  to  exact  interest 
and  concern  of  others;  good  elimination, 
with  stress  on  regularity,  and  its  impor- 
tance in  maintenance  of  good  health;  and 
finally,  peace  of  mind;  with  all  the  impli- 
cations this  suggestion  carries. 

Here  is  the  ground-work  prepared  for 
future  visits  that  you  suggest  and  expect. 
Here  is  concrete  promise  of  help,  given 
with  confidence  and  accepted  to  the  same 
degree  in  which  it  is  given. 

These  future  visits  will  explore  basic 
needs  of  the  patient  as  a woman,  and  the 
basic  demands  her  culture  and  her  sex 
require  of  her.  Real  effort  is  to  be  made 
to  relate  her  nervousness  to  her  failure 
to  satisfy  those  basic  needs,  as  well  as 
her  responsibility  to  meet  the  demands 
made  of  her.  The  reality  of  her  unique- 
ness in  the  world  is  brought  to  mind,  and 
the  satisfactions  that  may  be  derived 
from  her  role  in  the  home  or  in  the 
factory  may  be  discussed.  Appeal  to  her 
tolerance  of  the  inadequacies  of  others  is 
often  necessary,  and  assurance  that  she 
can  rise  above  the  tyranny  of  trifles  natur- 
ally follows.  Candid  and  confident  sug- 
gestion that  her  distresses  will  diminish 
helps  raise  in  her  a conviction  that  they 
will. 

Brief  positive  interest  in  value  of  work, 
proper  pex'spectives  in  sex  life,  the  value 
of  sublimination  and  diversion,  will  all 
conspire  to  restore  some  degree  of  self- 
confidence  and  self-respect. 

These  are  some  of  the  ingredients  uti- 
lized to  re-create  peace  of  mind.  Out  of 
such  discussions  with  the  patient,  adapt- 
ing interpretation  of  her  potential  and 
evaluation  of  her  importance  as  an  in- 
dividual to  the  specific  needs  of  her  emo- 
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tional  life  can  do  much  towards  her  ac- 
ceptance of  herself,  I'ealization  of  her 
potential,  and  diminution  of  her  tensions 
as  their  harrassing  forces  are  directed 
into  creative,  outgoing  channels. 

The  I*ositive  Prescription 
I would  end  this  essay  with  a word 
about  the  power  of  the  positive  prescrip- 
tion (to  borrow  for  a moment  from  Dr. 
Peale).  Often  our  direction  reads,  “Take 
q.4.h.  for  nervousness” ; when  this  sug- 
gestion might  help,  “Take  q.4.h.  for  re- 
laxation”. “One  as  needed  for  pain”, 
might  offer:  “One  as  needed  for  relief”. 
Other  samples  in  the  same  vein  might  be, 
“One  teaspoonful  before  meals  for  spasm”, 


change  to:  “One  teaspoonful  before  meals 
to  prevent  spasm” ; “One  at  mealtime  for 
indigestion”,  change  to:  “One  at  meal- 

time to  improve  digestion”.  Thus,  empha- 
sis is  placed  on  the  situation  we  would 
achieve,  rather  than  on  the  distress  from 
which  relief  is  sought. 

The  disarming  effectiveness  of  sugges- 
tion is  well  known,  and  the  power  of  con- 
fident persuasion  towards  better  health, 
self-confidence  in  known  abilities,  accept- 
ance of  one’s  role  in  our  society,  faith  in 
one’s  self  and  in  the  spiritual  values  as 
we  interpret  them  can  go  far  in  bringing 
happiness  to  the  individual,  the  better  to 
endure  stresses,  and  to  get  the  best  out 
of  life. 


Ninth  Annual  Meeting  of  the  American  Public  Health  Assn. 

* * * Physicians  remember  infants  of  exceeding  feebleness  or  suffering  from 
long  and  wasting  sickness,  retaining  life,  even  contrary  to  all  expectation,  yet  now 
developed  into  robust  young  men,  or  healthy,  strong  and  comely  women. 

It  is  impossible  to  believe  that  one-half  the  human  race  is  born  non-viable. 
If  it  were  true,  most  appropriately  this  multitude  of  slain  innocents  might  join  in 
the  tombstone  soliloquy  of  the  infant  in  the  London  cemetery,  dead  at  one  day  old, 
“If  so  soon  I am  done  for,  I wonder  what  I was  begun  for.” 

New  Orleans  M.  & S.  J.  10:649  (March)  1882. 
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Severe  Allergic  Reaction  After  Ingestion 
Of  Acetylsalicylic  Acid  Coinponnds 


• The  authors  report  o cose  of  anaphylactic  shock  in  an  apparently 
nonatopic  individual. 


A LLERGIC  reactions  in  atopic  individ- 
uals  after  ingestion  of  compounds 
containing  acetylsalicylic  acid  have  been 
substantiated  on  numerous  occasions.  The 
incidence  among  such  patients  has  been 
reported  to  range  from  0.2  per  cent  to 
10  per  cent  ^ and  the  severity  of  the  reac- 
tions at  times  is  well  known.  Several 
deaths  from  hypersensitivity  to  aspirin 
have  been  noted  in  the  past.--  ^ The  most 
frequent  reactions  according  to  Matthews 
et  ah'*  include  the  following; 

1.  Asthma 

2.  Urticaria 

3.  Angioneurotic  edema 

4.  Other  skin  eruptions 

5.  Rhinitis 

6.  Gastrointestinal  disturbances 

7.  Purpura. 

In  addition,  several  reports  of  cardiac  ab- 
normalities have  appeared  in  the  litera- 
ture.-'^ 

It  is  the  purpose  of  this  paper  to  report 
a case  of  anaphylactic  shock  in  an  appar- 
ently non-atopic  individual  after  ingestion 
of  Bufferin®  (acetylsalicylic  acid  5 grains, 
aluminum  glycinate,  and  magnesium  car- 
bonate) and  Alka-Selzer®  dissolved  in 
water  (sodium  acetyl  salicylate,  calcium 
sodium  phosphate,  sodium  bicarbonate, 
and  sodium  citrate). 

Case  Report 

The  patient,  E.  P.,  was  a 15-year-old  married 
white  female  who  stated  that  she  awoke  on  the 

* Instructor  in  Medicine,  Louisiana  State  Uni- 
versity School  of  Medicine. 

•j-  Resident,  Medicine,  Louisiana  State  Univer- 
sity School  of  Medicine,  and  Charity  Hospital 
of  Louisiana,  New  Orleans. 


J.  SALVAGGIO,  M.D* 
E.  CRANE,  M.  D.+ 
New  Orleans 

morning  of  August  17,  1960,  and  noted  a mild 
frontal  headache. 

About  an  hour  later,  one  Bufferin  tablet  w-as 
taken.  After  obtaining  no  relief  in  twenty  min- 
utes, an  Alka-Selzer  tablet  dissolved  in  water 
followed  by  a second  Bufferin  tablet  in  fifteen 
minutes  were  taken. 

Approximately  ten  minutes  later,  she  sudden- 
ly became  very  weak  and  dizzy.  This  was  fol- 
lowed by  syncope  for  an  unknown  length  of 
time.  Upon  regaining  consciousness,  the  patient 
noted  generalized  giant  urticaria  and  intense 
pruritis.  She  also  vomited  once.  Nothing  had 
been  taken  orally  except  the  tablets. 

There  was  no  past  or  family  history  of  aller- 
gic disease  and  both  compounds  had  been  in- 
gested by  the  patient  on  a few  occasions  in  the 
past  with  no  untoward  effects. 

Eighteen  days  prior  to  this  episode  she  had 
delivered  a normal  male  child  and  was  placed 
on  oral  iron  therapy  probably  on  an  empirical 
basis  as  the  hematocrit  after  delivery  was  re- 
corded at  40  per  cent. 

This  substance  had  been  taken  until  three 
days  prior  to  the  ingestion  of  the  acetylsalicylic 
acid  compounds.  No  other  medications  had  been 
taken. 

When  seen  in  the  Charity  Hospital  Admit 
Room  the  patient  was  in  shock  with  a blood 
pressure  of  zero,  pulse  of  120  per  minute,  tem- 
perature of  100°F.  and  respiration  of  22  per 
minute.  Giant  urticaria  was  noted  over  the 
entire  body.  Lesions  were  more  prominent  on 
the  trunk.  The  remainder  of  the  examination 
was  nonrevealing. 

After  receiving  100  mgm.  of  hydrocortisone, 
50  mgm.  of  diphenydramine  hydrochloride  and 
30  mgm.  mephentermine  sulfate  the  blood  pres- 
sure rose  promptly  to  120/80  and  pulse  slowed 
to  90  per  minute.  During  the  ensuing  six  hours 
the  patient  had  three  episodes  manifest  by  slow 
development  of  urticaria  over  trunk  and  ex- 
tremities progressing  into  giant  urticarial  lesions 
within  fifteen  to  twenty  minutes  and  controlled 
each  time  by  subcutaneous  epinephrine.  During 
each  episode  her  vital  signs  remained  stable.  By 
the  following  morning  all  urticaria  had  subsided 
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and  the  patient  was  afebrile,  only  a fine  reticu- 
lar erythema  of  the  skin  remaining. 

Laboratory  data  revealed  an  initial  white  blood 
cell  count  of  21,800  with  73  per  cent  polymor- 
phonucleated  neutrophils,  8 per  cent  eosinophils 
and  19  per  cent  lymphocytes.  These  values 
dropped  to  within  normal  limits  in  six  days  at 
which  time  the  white  cell  count  was  8,200  with 
60  per  cent  polymorphonucleated  neutrophils,  38 
per  cent  lymphocytes  and  2 per  cent  eosinophils. 
The  hematocrit  remained  stable  at  40  per  cent. 
One  plus  albuminuria  was  noted  on  admission 
by  the  sulfosalicylic  acid  test,  but  this  returned 
to  normal  one  day  later. 

Values  for  fasting  blood  sugar,  blood  urea 
nitrogen,  chlorides,  carbon  dioxide  combining 
power  and  creatinine  were  normal.  Electrocar- 
diogram and  chest  film  were  also  normal  and 
one  lupus  erythematosus  test  was  negative.  Both 
passive  transfer  and  reverse  passive  transfer 
test  were  done  on  the  back  of  a nonallergic  in- 
dividual using  1 :100  dilutions  of  the  Bufferin, 
.■\lka-Selzer,  plain  aspirin  and  the  oral  iron  prep- 
aration which  the  patient  had  taken,  plus  a sa- 
line control. 

Reactions  were  observed  at  twenty  minutes 
and  twenty-four  hours.  After  forty-eight  hours, 
the  sites  were  challenged  with  the  respective 
drug,  or  patient’s  serum.  The  results  noted  20 
minutes  later  are  illustrated  in  Charts  1 and  2. 

An  attempt  was  also  made  to  demonstrate 
precipitins  using  the  same  four  antigens  and 
utilizing  the  agar  diffusion  technique.  Dilutions 
of  antigen  up  to  1:10,000  were  employed  along 
with  a standard  amount  of  the  patient’s  serum. 
The  tubes  were  observed  daily  for  one  month. 
No  rings  of  precipitate  occurred  in  any  tubes 
or  in  the  control  tubes. 

Discussion 

It  is  of  significance  that  this  patient 
gave  a negative  past  history  and  family 
history  for  allergic  disease  because  reac- 
tions of  this  nature  are  very  rare  in  non- 
atopic  individuals.^ 

Symptoms  in  various  forms  of  acetyl- 
salicjdic  acid  hypersensitivity  usually  ap- 
pear within  ten  minutes  to  two  hours.  In 
our  case  the  onset  was  fifteen  minutes 
after  ingesting  a second  Bufferin  tablet, 
which  conforms  with  the  above.  Although 
scratch  and  intradermal  tests  have  been 
reported  as  positive  in  some  instances  of 
aspirin  allergy,'"’  it  is  generally  known  that 
they  are  of  little  significance  in  the  diag- 
nosis of  drug  allergy  in  general,  are  usu- 
ally always  negative  in  aspirin  allergy  and 
indeed  may  be  dangerous.' 


Precipitin  tests  using  simple  chemicals 
have  also  been  unrewarding  in  the  past  ® 
as  was  our  experience  in  this  case.  Be- 
cause of  negative  results  upon  attempt 
to  demonstrate  reagin  in  drug  allergy  by 
others,  we  elected  to  perform  the  reverse 
passive  transfer  test  as  well  as  the  stan- 
dard Prausnitz-Ktistner  test,  hoping  that 
with  the  former  method  the  drug  would 
combine  with  tissue  protein  and  produce 
a true  antigen  which  would  give  a posi- 
tive reaction  upon  retesting  with  the  pa- 
tient’s serum. 

The  results  which  showed  a + + + reac- 
tion in  twenty  minutes  using  both  meth- 
ods for  the  Bufferin  compound  and  a + 
reaction  to  plain  aspirin  and  Alka-Selzer 
with  negative  control  were  surprising. 
Possibly  the  strong  reaction  was  due  in 
some  way  to  the  specific  presence  of  the 
aluminum  glycinate  and  magnesium  car- 
bonate in  the  Bufferin  compound,  but  this 
remains  a matter  of  speculation.  Thus, 
from  the  available  data  it  cannot  be  said 
with  certainty  what  the  exact  cause  of 
the  severe  reaction  was  in  this  patient. 

Summary 

A case  of  anaphylactic  shock  following 
ingestion  of  Bufferin®  and  Alka-Selzer® 
compounds  is  reported.  Both  Prausnitz- 
Ktistner  and  reverse  passive  transfer 
studies  demonstrated  a reaction  for 

Bufferin®  and  + reaction  for  Alka-Selzer® 
and  plain  aspirin  with  negative  controls. 


CHART  1 

PASSIVE  TRANSFER* 


Bufferin 

+ + + 

Aspirin 

+ 

Alka-Selzer 

+ 

Iron  preparation 

— 

Saline  control 

— 

• Skin  sensitized  with  .1  cc. 

of  patient's  serum  and  re- 

tested  in  48  hours  with  1:100 

dilutions  of  antigen. 

CHART  2 

REVERSE  PASSIVE  TRANSFER* 

Bufferin 

+ + -h 

Aspirin 

+ 

Alka-Selzer 

-h 

Iron  preparation 
Saline  control 

— 

*1:100  dilutions  of  antigen  injected  initially  and  sites 
retested  in  IS  hours  with  patient's  serum. 
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Precipitin  tests  using  the  agar  diffusion 
technique  were  negative. 

Although  very  rare,  the  severity  of 
such  reactions  after  ingestion  of  these 
compounds  is  emphasized.  The  incidence 
and  most  frequent  types  of  reactions  are 
listed. 
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Louisiana  State  Medical  Society 

Owing  to  the  ubiquitous  floods  which  have  caused  such  desolation  in  the  most 
important  territory  of  the  State;  the  officers  of  the  Louisiana  State  Medical  Society 
have  deemed  it  proper  to  defer  indefinitely  the  meeting  which  was  to  have  been 
held  on  the  29th  of  March.  * * * We  trust  that  the  time  of  the  meeting  has  only  been 
delayed  for  a short  period,  and  that  in  the  near  future  a meeting  will  be  called  which 
will  be  represented  by  every  parish,  and  that  its  power  as  a State  organization  will  be 
made  known  by  the  combined  influence  of  the  medical  men  throughout  Louisiana. 

New  Orleans  M.  & S.  J.  10:794  (April)  1882 
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Trichinosis  in  a Central  Louisiana  Coininnnily 


• Report  of  on  investigation  on  a recent  outbreak  in  Louisiana. 


TN  Louisiana  reports  of  trichinosis  in 

man  have  been  rare.  For  the  ten  year 
period,  1951  through  1960,  only  13  cases 
were  reported  to  the  Louisiana  State 
Board  of  Health ; however,  an  outbreak 
of  11  cases  occurred  in  a Central  Louisi- 
ana farming  community  in  January,  1961. 

In  rural  areas  it  is  customary  for  many 
farmers  to  raise  hogs  for  home  slaughter. 
Some  of  the  meat  is  often  used  in  the 
preparation  of  smoked  sausage,  a process 
which  is  usually  insufficiently  controlled 
as  to  time  and  temperature,  when  done  at 
home,  to  kill  the  trichina.  Unfortunately, 
some  people  are  unaware  of  the  danger 
of  eating  these  raw  or  insufficiently 
cooked  products.  Such  was  the  case  in  the 
present  outbreak. 

On  approximately  January  1,  1961,  a 
farmer  near  Alexandria,  Louisiana  slaugh- 
tered a 4 to  5 year  old  sow  that  had  “lost 
all  of  its  teeth  and  had  been  stiff  gaited 
and  sluggish”  during  the  past  year.  Sau- 
sage made  from  the  meat  was  smoked  with 
green  hickory  wood  a few  days  later.  Be- 
tween January  7 and  12,  the  farmer’s  6 
sons,  3 daughters,  a daughter-in-law,  and 
a neighbor  ate  a portion  of  the  raw  smoked 
sausage.  One  son  became  ill  on  January 
10,  and  by  January  27,  all  11  of  those  who 
had  eaten  the  raw  sausage  had  become  ill. 

Case  Reports 

On  February  2,  two  of  the  cases  (E.R. 
and  L.R.)  were  taken  to  see  a family 
physician.  The  symptoms  in  these  2 pa- 
tients and  in  2 additional  cases  at  home 
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were  described.  They  all  gave  history  of 
ingestion  of  raw  smoked  sausage.  Trich- 
inosis was  suspected  and  an  intradermal 
test  with  trichinella  antigen  was  applied 
to  each  of  the  two  patients.  Both  were 
positive.  Blood  cell  counts  showed  a 51 
per  cent  eosinophilia  in  one  and  48  per 
cent  in  the  other.  On  the  following  day 
the  2 additional  patients  (S.R.  and  H.R.) 
were  seen  by  the  same  physician.  Trich- 
inella skin  tests  were  negative  on  these 
two ; however,  a portion  of  muscle  biopsied 
from  the  gastrocnemius  muscle  of  one 
(S.R.),  on  microscopic  examination, 
showed  the  presence  of  living  Trichinella 
spiralis  larvae. 

Meanwhile,  4 hospitalized  cases  were 
being  studied  by  other  physicians.  Sum- 
maries of  pertinent  findings  were  ab- 
stracted from  hospital  records  on  these 
cases : 

C.  R.,  a 23  year  old  male,  was  admitted  to  the 
hospital  on  January  11.  He  had  onset  the  pre- 
vious day  with  marked  nausea,  vomiting  and 
diarrhea.  Four  years  ago  he  had  a transection 
of  the  spinal  cord  at  D-7.  On  April  14,  1960,  a 
uretero-ileostomy  was  done,  resulting  in  recur- 
rent urinary  infections.  His  temperature  on  ad- 
mission was  102  °F.  and  he  was  having  chills. 
He  had  6,900  leukocytes  with  4 per  cent  eosino- 
philes,  3 per  cent  stab  forms,  83  per  cent  seg- 
mented neutrophiles,  and  10  per  cent  lympho- 
c}d;es.  He  was  treated  with  chloramphenicol,  1 
gram  every  eight  hours,  and  was  discharged 
four  days  later. 

On  January  22,  the  patient  returned  to  the 
hospital  and  stated  that  he  had  been  well  until 
the  day  before,  when  he  developed  a severe  head- 
ache and  felt  as  though  he  had  fever.  Periorbital 
edema  and  conjunctivitis  were  noted.  He  com- 
plained of  dyspnea  and  nausea  but  no  vomiting 
or  diarrhea.  His  blood  count  showed  10,400 
leukocytes  per  cubic  millimeter  with  19  per  cent 
eosinophiles,  3 per  cent  stab  forms,  66  per  cent 
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segmented  neutrophiles,  and  12  per  cent  lympho- 
cytes. A specimen  of  feces  was  examined  and 
was  found  positive  for  Endomoeba  histolytica 
cyst.  The  patient  was  given  treatment  for  ame- 
biasis and  discharged  on  January  24. 

The  patient  returned  two  days  later  with  fever, 
diarrhea,  and  weakness.  He  had  an  eosinophile 
count  of  22  per  cent.  On  February  1,  a trichi- 
nella  skin  test  was  negative.  His  blood  count, 
on  February  2,  showed  37  per  cent  eosinophiles. 
Section  of  gastrocnemius  muscle  biopsied,  on 
February  3,  showed  encysted  forms  of  T.  spiralis 
larvae  and  a marked  inflammatory  reaction 
which  included  many  eosinophiles.  The  bentonite 
flocculation  test  i for  trichinosis  was  applied  to 
serum  specimens  collected  on  February  1 and  5, 
and  both  were  positive  in  titers  of  1 :10. 

E.B.,  a 35  year  old  female,  gave  birth  to  a 
9 pound  baby  boy  at  home  on  January  21,  1961, 
and  later  the  same  day  went  to  the  hospital. 
The  following  day  she  had  a moderate  diarrhea 
which  subsided  after  treatment;  however,  she 
continued  to  have  a low  grade  fever.  Since 
there  was  no  great  discomfort  or  further  signs 
of  enteritis  she  was  allowed  to  go  home  on 
January  25.  After  returning  home,  malaise  con- 
tinued and  she  had  recurrent  fever,  particularly 
in  the  evenings. 

On  January  28,  she  went  back  to  the  hospital 
due  to  an  increase  in  fever,  swelling  of  her  eye 
lids,  pains  in  her  arms  and  legs  and  general 
malaise.  She  appeared  acutely  ill  and  her  tem- 
perature was  recorded  at  104.2°F.  She  had 
6,800  leukocytes  per  cubic  millimeter  with  8 
per  cent  eosinophiles,  76  per  cent  segmented 
neutrophiles,  and  16  per  cent  lymphocytes.  On 
February  2,  her  eosinophile  count  was  27  per 
cent.  A trichinella  skin  test,  February  4,  was 
negative.  The  bentonite  flocculation  test  for 
trichinosis  on  serum  collected  on  February  1 
was  also  negative. 

C.L.,  a 23  year  old  male,  was  admitted  to 
the  hospital  on  January  25.  He  had  onset  of 
symptoms  approximately  one  week  prior  to  ad- 
mission. The  symptoms  consisted  of  burning  in 
the  epigastrium,  abdominal  cramps,  nausea  with 
occasional  vomiting,  fever,  chills,  and  generalized 
aching.  At  first  he  thought  he  had  influenza 
and  took  medication  at  home.  His  symptoms 
subsided  for  two  days;  however,  upon  returning 
to  work  all  of  the  symptoms  retinned. 

At  the  time  of  admission  he  appeared  acutely 
ill,  weak  and  febrile.  His  temperature  was 
103.6°F.  Periorbital  edema  and  small  petechial 
hemorrhages  of  the  conjunctiva  were  noted. 
There  was  a slight  injection  of  the  nasopharynx. 
Bronchial  breath  sounds  were  moderately  in- 
creased and  there  were  a few  scattered  crepi- 
tant rales,  paiticularly  at  both  lung  bases,  pos- 
teriorly. The  abdomen  was  slightly  tender  in 
the  epigastric  region. 


His  leukocyte  count  on  admission  was  9,700 
per  cubic  millimeter  with  3 per  cent  eosino- 
philes, 2 per  cent  stab  forms,  70  per  cent  seg- 
mented neutrophiles,  and  25  per  cent  lympho- 
cytes. On  February  2,  his  eosinophilia  had  in- 
creased to  56  per  cent.  On  February  1,  a trichi- 
nella skin  test  was  negative.  The  bentonite 
flocculation  test  for  trichinosis  on  serum  col- 
lected on  February  1 was  positive  in  a titer  of 
1 :20. 

V.H.,  a 25  year  old  female,  was  admitted  to 
the  hospital  on  January  27,  1961.  Her  illness 
began  four  to  five  days  prior  to  admission  with 
abdominal  cramps,  diarrhea,  fever  and  chills. 
She  noticed  swelling  around  her  eyes  and  hands 
one  day  before  admission.  On  the  day  of  ad- 
mission she  had  increased  periorbital  edema  to 
the  point  that  her  eyes  were  almost  closed.  She 
had  edema  of  the  arms,  hands,  knees  and  legs. 
There  was  a slight  conjunctival  hemorrhage  in 
the  right  eye.  Her  temperature  was  104°F. 
Her  abdomen  was  tender  throughout  and  the 
bowel  sounds  were  highly  active. 

On  January  27,  her  leukocyte  count  showed 
11,400  cells  per  cubic  millimeter  with  5 per 
cent  eosinophiles,  7 per  cent  stab  forms,  68  per 
cent  segmented  neutrophiles,  and  10  per  cent 
lymphocytes.  On  February  2,  she  had  an  eosino- 
philia of  54  per  cent.  A trichinella  skin  test 
performed  on  February  2,  was  negative.  The 
bentonite  flocculation  test  for  trichinosis,  ap- 
plied to  serum  collected  on  February  6,  was 
positive  in  a titer  of  1:10. 

Each  of  the  11  patients  was  interviewed 
by  the  investigators  on  February  8 and 
9,  1961.  Information  was  solicited  on 
dates  of  ingestion  of  the  infected  sausage 
and  dates  of  onset  of  symptoms,  and  a 
previously  prepared  check  list  of  symp- 
toms was  completed.  Table  1 represents 
a tabulation  of  the  symptoms  and  incuba- 
tion periods  of  each  patient. 

Only  2 patients  (M.R.J.  and  H.R.)  failed 
to  report  symptoms  referable  to  the  gas- 
trointestinal tract.  The  other  outstanding 
complaints  were  fever,  weakness,  head- 
ache, muscle  pains,  and  periorbital,  facial 
and  dependent  edema.  The  characteristic 
nature  and  severity  of  the  symptoms  in  9 
of  the  11  patients  indicate  a large  dose 
of  the  infective  organisms.  Nine  of  the 
patients  ingested  some  of  the  raw  sausage 
only  on  one  occasion,  and  some  of  the  most 
severely  affected  individuals  only  tasted 
the  sausage  to  check  the  seasoning.  One 
of  the  two  exceptions  (C.R.)  consumed  a 
portion  of  the  sausage  while  at  home  be- 
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TABLE  1 


SYMPTOMS  AND  INCUBATION  PERIODS 


Symptoms 

C.L. 

V.H. 

C.R. 

I.R. 

E.V.B. 

S.R. 

E.R. 

L.R. 

M.R.J. 

H.R. 

E.B. 

Per  Cent 

Nausea 

+ 

-f- 

-H 

+ 

-t- 

-f 

54.5 

V’oniitinp: 

+ 

+ 

+ 

-f- 

36.4 

.Abdominal  Cramps 

+ 

+ 

-1- 

+ 

-1- 

+ 

-1- 

-1- 

-1- 

81.8 

Diarrhea 

+ 

-h 

-1- 

-1- 

+ 

54.5 

Chills 

+ 

+ 

-h 

+ 

+ 

+ 

4- 

+ 

-t- 

81.8 

Weakness 

+ 

-t- 

+ 

+ 

-1- 

+ 

+ 

+ 

-1- 

-h 

90.9 

Headache 

+ 

+ 

+ 

-h 

-1- 

+ 

+ 

+ 

-h 

-h 

90.9 

.Anorexia 

+ 

+ 

-h 

+ 

+ 

-h 

54.5 

Chest  Pain 

+ 

+ 

+ 

-h 

-1- 

+ 

-h 

63.6 

Couph 

+ 

+ 

•+ 

27.3 

Myalgria 

+ 

+ 

-1- 

+ 

-f 

+ 

-f- 

+ 

90.9 

Sore  Throat 

+ 

-1- 

-1- 

+ 

+ 

4- 

54.5 

Pain  on  Mastication 

-f- 

+ 

-1- 

+ 

-4 

45.5 

Dyspnea 

-1- 

+ 

27.3 

Periorbital  Edema 

+ 

+ 

+ 

+ 

-h 

-h 

-H 

+ 

-t- 

-h 

— 

100.0 

Facial  Edema 

+ 

-1- 

+ 

-1- 

-1- 

+ 

+ 

— 

81.8 

Dependent  Edema 

+ 

+ 

+ 

-f- 

-1- 

-f- 

72.7 

Conjunctivitis 

+ 

-1- 

-1- 

+ 

+ 

-h 

T 

72.7 

Photophobia 

+ 

+ 

-I- 

-1- 

+ 

45.5 

Pain  on  Eye  Movement 

-1- 

-1- 

-f- 

+ 

-h 

+ 

63.6 

Rash  and  or  Pruritis 

-+- 

-1- 

+ 

+ 

-H 

-1- 

+ 

72.7 

Stiff  Neck 

— 

-1- 

-L 

4- 

-f 

63.6 

Fever* 

103.6 

105 

104 

+ 

104 

104 

103.5 

104 

103 

104 

104.2 

100.0 

Incubation  Period 

in  Days 

14 

14 

3 

16 

10 

16 

1 

4 

3 

19 

12 

• .Maximum  tumperaturu  recorded. 


tween  each  of  his  3 hospital  admissions. 
This  probably  accounts  for  the  recurrent 
gastrointestinal  symptoms  recorded  on  his 
hospital  record. 

The  incubation  periods  ranged  from  one 
to  nineteen  days ; however,  the  investiga- 
tors are  not  convinced  that  all  of  the  pa- 
tients accurately  remembered  dates  of  in- 
gestion of  the  sausage  and  the  dates  of 
onset  of  symptoms.  A possible  explana- 
tion for  the  short  incubation  periods  of 
one  day  and  three  days  in  2 of  the  cases 
(C.R.  and  E.R.)  is  the  consumption  by 
these  patients,  on  January  5,  of  a portion 
of  roasted  pork  meat  from  the  same  ani- 
mal which  was  used  in  the  preparation  of 
the  sausage.  The  mother  of  these  2 boys 
stated  that  the  meat  was  not  “well  done 
around  the  bones”  and  that  the  two  boj's 
“chewed  on  the  bones”  on  the  night  of 
January  5.  Their  incubation  periods  were 
calculated  from  the  date  of  ingestion  of 
the  raw  sausage  one  and  three  days  later. 

The  most  outstanding  laboratory  find- 
ing other  than  the  identification  of  T. 
spiralis  in  the  biopsied  muscle  tissues  was 


a hypereosinophilia  ranging  from  27  to 
56  per  cent  in  6 of  the  patients.  (Blood 
counts  were  not  done  on  the  remaining  5 
patients.)  In  2 patients  only  differential 
counts  were  done  and,  of  the  remaining 
4 on  which  total  W.B.C.  counts  were  made, 
only  2 (U.H.  and  C.R.)  had  a leukocytosis 
which  exceeded  10,000  cells. 

Trichinella  skin  tests  were  positive  in 
only  2 of  8 patients  tested.  All  of  these 
tests  were  applied  between  the  twenty- 
third  and  twenty-fifth  day  following  in- 
gestion of  the  infected  sausage.  The  ben- 
tonite flocculation  tests  were  positive  in 
3 out  of  4 patients  whose  serum  was 
tested.  The  sera  were  collected  at  approxi- 
mately the  same  time  that  the  skin  tests 
were  done  (3-4  weeks  after  ingestion  of 
the  sausage). 

A sample  of  the  suspected  sausage  was 
obtained  for  laboratory  examination.  A 
small  portion  was  squeezed  between  2 
glass  slides  and  microscopic  examination 
revealed  the  presence  of  the  living  T. 
spiralis  larvae.  Also,  a portion  was  fixed 
in  10  per  cent  formalin,  blocked  in  paraf- 
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fin,  cut  and  stained  with  hemotoxylin 
and  eosin  and  the  encysted  larvae  were 
demonstrated. 

All  of  the  sausage  meat  came  from  one 
hog.  This  animal,  with  several  others, 
had  free  range  in  the  community.  Their 
feed  consisted  primarily  of  acorns  and 
raw  garbage,  supplemented  at  times  with 
grain.  It  was  reported  that  a neighbor 
bought  swine  at  a public  livestock  auction 
and  that  some  of  them  died  from  unknown 
causes.  It  was  suspected  that  some  of  the 
dead  animals  were  eaten  by  the  hog  which 
was  used  for  the  sausage  meat.  Rats  had 
been  prevalent  but  due  to  recent  poisoning 
the  number  had  been  markedly  reduced. 
Either  the  dead  hogs  or  the  garbage,  or 
both,  appeared  to  be  the  source  of  the  T. 
spiralis  infection  in  the  slaughtered  ani- 
mal. 

Discussion 

Trichinosis  became  a reportable  disease 
in  Louisiana  in  1943  and  from  this  date 
through  1960  only  42  cases  have  been  re- 
corded. The  greatest  number  of  cases  re- 
ported in  one  year  during  this  period  was 
12  in  1946,  and  these  were  distributed 
among  10  different  parishes.  The  highest 
number  of  cases  traced  to  a single  source 
during  the  same  period  was  4 in  1954. 

Although  the  disease  did  not  become  re- 
portable until  1943,  the  State  Board  of 
Health,  in  1903,  investigated  an  outbreak 
of  trichinosis  in  Richland  Parish  affecting 
18  persons  with  4 deaths. ^ All  of  those 
affected  had  eaten  smoked  sausage  made 
from  the  flesh  of  one  hog.  T.  spiralis  was 
identified  in  a sample  of  the  sausage. 

Hinman  •'*  in  1936,  and  Sawitz  * in  1937, 
studied  the  incidence  of  trichinosis  among 
bodies  autopsied  in  New  Orleans,  Louisi- 
ana. The  former  found  T.  spiralis  present 
in  7 (3.5  per  cent)  of  200  cases  studied  by 
the  muscle  digestion  method  and  the  latter 
10  (5.0  per  cent)  of  200  cases  utilizing 
both  the  digestion  and  pressed  muscle 
methods  of  examination.  This  is  consider- 
ably lower  than  the  average  of  approxi- 
mately 15  per  cent  found  by  investigators 
at  various  other  localities  in  the  United 
States. 


Although  trichinosis  is  not  a reportable 
disease  in  many  states,  approximately  300 
cases  are  reported  annually  to  the  United 
States  Public  Health  Service.  In  all  prob- 
ability, a large  number  of  cases  are  un- 
diagnosed due  to  trichinosis  having  the 
clinical  earmarks  of  many  other  diseases. 
The  onset  and  progress  of  the  disease  is 
most  likely  to  be  atypical  in  mild  cases. 

Laboratory  procedures  useful  in  diag- 
nosing trichinosis  commonly  fail  to  afford 
positive  findings  until  rather  late  in  the 
course  of  the  disease.  An  eosinophilia, 
present  at  some  time  during  the  course  in 
about  90  per  cent  of  cases,  appears  about 
seven  days  after  infection.  This  may  be 
the  first  diagnostic  clue.  Intradermal  tests 
with  trichinella  antigen  usually  become 
positive  between  the  second  and  third 
week  of  infection.  In  the  present  outbreak 
2 different  commercially  prepared  anti- 
gens were  used,  4 patients  being  tested 
with  each.  One  product  yielded  the  2 posi- 
tive reactions.  It  was  reported  that  the 
other  product  was  old  and  may  possibly 
have  lost  its  antigenicity,  accounting  for 
the  negative  results. 

Various  serologic  tests,  including  the 
precipitin,  flocculation,  complement  fixa- 
tion, and  more  recently  the  latex-aggluti- 
nation ® test,  have  proven  valuable  in  the 
diagnosis  of  trichinosis;  however,  these 
tests  may  not  yield  positive  findings  until 
the  third  or  fourth  week  of  infection. 
Muscle  biopsy  usually  is  not  helpful  until 
about  the  third  week.  A positive  biopsy 
definitely  establishes  the  diagnosis;  how- 
ever, a negative  finding  does  not  exclude 
trichinosis. 

Summary 

1.  An  investigation  of  11  cases  of  trich- 
inosis in  a rural  Louisiana  Community  is 
presented. 

2.  All  of  the  patients  had  eaten  raw 
smoked  pork  sausage  made  from  the  meat 
of  a home  slaughtered  hog  which  had  fed 
on  raw  garbage  and  dead  hogs  owned  by 
a neighbor.  A sample  of  the  sausage  con- 
tained the  T.  spiralis  larvae. 

3.  The  outstanding  symptoms  were 
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nausea,  vomiting,  abdominal  cramps,  diar- 
rhea, fever,  periorbital  edema,  muscular 
pain  and  weakness. 

4.  Blood  cell  counts  done  on  7 patients 
showed  a marked  eosinophilia.  Muscle  tis- 
sue biopsied  from  2 patients  contained  the 
T.  spiralis  larvae.  The  results  of  trich- 
inella  skin  tests  and  the  bentonite  floccu- 
lation tests  are  stated. 
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Training  School  of  Nurses 

So  the  school  for  training  nurses  is  likely  to  go  on  and  accomplish  a good  work, 
in  spite  of  obstacles  thrown  in  its  way.  A noble  spirited  citizen  of  the  most  noble  of 
cities  has  made  a generous  donation  in  aid  of  the  enterprise.  While  the  money  be- 
stowed is  an  opportune  and  materially  important  assistance,  the  fact  that  the  atten- 
tion of  the  beneficent  and  humanitarian  people,  situate  as  remote  from  New  Orleans 
as  Boston,  is  awakened  to  a knowledge  and  sympathy  with  our  efforts  here  should 
greatly  encourage  us  and  be  accepted  as  a token  of  future  success. 

New  Orleans  M.  & S.  J.  10:959  (June)  1882. 
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Trichinosis- A Scientific  Homespun  Diagnosis 


• Report  of  a Cose  Diagnosed  by  Patient. 


the  morning  of  February  2,  1961, 
I arrived  a little  late  at  my  office  to 
find  a tall,  gaunt  old  gentleman  pacing 
the  floor  impatiently.  He  was  from  Effie, 
La.  He  wanted  the  doctor  who  had  saved 
the  life  of  his  good  neighbor.  His  two 
boys  in  the  next  room  were  sick  “real 
sick,  with  fever  and  chills,  loose  bowels, 
and  hurting  all  over”.  I quickly  stated 
that  we  were  having  quite  an  epidemic  of 
intestinal  infections  now  and  that  a few 
days  would  probably  see  them  improved. 
He  replied  that  this  was  different,  “lots 
different,  and  if  someone  would  just  lis- 
ten” he  thought  he  knew  the  answer.  His 
two  boys  here  and  two  more  at  home  had 
been  sick  two  or  three  weeks  and — 

“While  lying  up  in  bed  studying  his  les- 
sons, Shelton,  he’s  in  High  School  and 
Shelton  is  right  bright,  you  know,  he  was 
studying  Bology” — 

“What?”  I asked. 

“Bology”,  impatiently,  “and  he  says  ‘Pa, 
here  it  is  right  here  what  we  have.  If 
you  eat  the  raw  meat  of  a sick  hog  with 
the  ring  tail  screw  worms,  they  go  from 
your  belly  to  your  lungs,  then  in  your 
blood  to  your  muscles  and  you  get  chills, 
fever,  headaches,  diarrhea,  pains  in  your 
chest  and  back  and  especially  in  the  legs — 
that’s  what  we  have.’  Now  what  do  you 
think,  Doctor?” 

“Well”,  I replied,  “I  think  three  things: 
first,  that  you  and  Shelton  are  stem- 
winders;  second,  that  you  should  receive 
gold  medals;  and  third,  that  you  should 


ALBERT  L.  CULPEPPER,  M.  D. 

Alexandria 

give  the  annual  oration  at  the  Founder’s 
Day  Banquet.” 

“Yeh?”,  he  said. 

“Yeh.”  I said. 

Fortunately,  we  had  some  fresh  Trich- 
inella  antigen. Skin  tests  gave  immediate 
positive  reactions.  Blood  smears  revealed 
50-55  per  cent  eosinophilia. 

Choosing  the  sickest  of  the  four  boys, 
Shelton  age  17,  we  biopsied  the  external 
group  of  the  right  gastrocnemius.  On  ex- 
cising the  fascia,  the  muscle  fairly  popped 
through.  Ample  sections  were  removed. 
Our  technician  ^ insisted  on  pressing  some 
fresh  muscle  between  slides  for  immedi- 
ate microscopic  study.  She  found  the  tis- 
sue alive  with  the  larvae  coiling  and  un- 
coiling. We  were  considerably  excited 
over  this  and  immediately  took  the  slides 
and  remaining  tissue  to  the  pathologist.® 
We  feel  that  Mr.  R.  and  son,  Shelton, 
made  the  correct  diagnosis,  and  our  alert 
technician  confirmed  it. 

We  immediately  placed  the  boys  on  the 
proper  treatment.  All  are  now  up  and 
about,  at  work  and  at  school,  except  Ezra 
who,  being  of  a true  scientific  tempera- 
ment and  a little  hard  to  convince,  yes — 
ate  some  more  raw  sausage  and  is  back 
in  bed. 


1 Courtesy  of  Eli  Lilly  and  Co.,  Indianapolis, 
Indiana. 

- Mrs.  Temple  Voltz. 

•'*  Dr.  Edward  C.  Uhrich,  Pathologist  and  Direc- 
tor of  the  Laboratory,  Baptist  Hospital,  Alexan- 
dria, La. 
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Community  Health  Services  Directed  By 
Non-Medical  Agencies 


Those  who  are  in  a position  to  observe, 
and  whose  habit  is  to  reflect,  can  see  the 
results  of  a continuous  interplay  of  forces 
between  the  efforts  of  protective,  conserv- 
ative, organized  medicine,  on  the  one  hand, 
and  aggressive  and  infiltrative  socialism, 
on  the  other.  The  trend  which  this  uneasy 
contest  has  taken  is  well  displayed  in  two 
articles  by  Dr.  Ben  Freedman.^-  - 

The  theses  presented  in  these  two  pap- 
ers are  comprehensive,  well  supported,  and 
carry  a conviction  that  particularly  in 
Louisiana,  but  also,  throughout  the  nation 
as  a whole,  organized  medicine  is  in  great 
need  of  improving  its  tactics,  if  it  is  to 
maintain  the  rights,  the  privileges,  and 
benefits  of  private  practice. 

In  substance,  the.se  articles  show  that 
about  the  turn  of  the  century  the  interests 
of  the  private  practitioner,  or  family  phy- 
sician in  this  country,  were  more  or  less 
parallel  to  those  of  the  public  health  de- 
partments, and  that  in  the  first  half  of  the 


century  additional  forces  came  into  play. 
One  was  the  great  increase  in  medical 
knowledge.  The  other  was  the  conviction 
of  organized  medicine  that  State  pro- 
grams, such  as  were  administered  in  va- 
rious countries  of  the  world,  were  not  in 
the  best  interests  of  the  public  or  good 
practice.  The  influence  of  organized  medi- 
cine w'as  then  directed  in  such  a manner 
as  to  restrict  expansion  of  State  Depart- 
ments of  Health. 

Consequent  upon  this.  Community 
Health  progi’ams,  in  the  broad  sense,  be- 
gan to  be  born.  They  took  the  form  of 
voluntary  health  agencies,  programs  in 
various  departments  of  government  not 
connected  with  the  boards  of  health,  in 
areas  where  the  supervision  was  not  medi- 
cal. In  1930,  these  changes  were  barely 
manifest.  Thirty  years  later,  a startling 
increase  in  agencies,  programs,  and  enter- 
prises had  taken  place.  The  actual  oper- 
ation of  these  had  been  splintered  into  all 
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phases  of  government  and  community  life. 
Except  in  those  operated  by  the  Board  of 
Health,  the  directing  forces  were  not  phy- 
sicians. The  upsurge  in  these  programs 
took  place  in  many  instances  without  the 
support,  and  possibly  in  opposition  to  the 
influence  and  efforts  of  organized  medi- 
cine. This  carried  with  it  a relative  in- 
hibition of  the  activities  in  the  field  of 
public  health  as  directed  in  the  health  de- 
partment. 

The  idea  presented  in  the  papers  is  that 
the  great  increase  in  number  of  govern- 
mental health  programs  was  in  response 
to  an  upsurge  in  community  desire.  The 
Journal,  however,  suggests  a more  cynical 
explanation.  Those  influences  which  took 
form  in  the  first  half  of  the  current  cen- 
tury in  the  promotion  of  socialism  spread 
their  doctrine  by  advancing  a paternalistic 
concept  of  social  structure,  and  therefore, 
of  government.  Avid  among  these,  acting, 
accepting  and  developing  these  ideas  were 
the  group  that  might  be  called  the  social 
service  lobby.  In  its  various  manifesta- 
tion, it  is  responsible  for  far  reaching 
changes  in  the  average  citizen’s  concept  of 
his  relation  to  society  and  the  state.  In 
the  period  of  individualism,  the  citizen’s 
thought  was  what  could  he  do  to  support 
the  state.  In  the  new  era  of  paternalism, 
the  thought  authoritatively  presented  is 
what  can  the  state  do  to  support  the  citi- 
zen ? 

In  such  a line  of  thought,  each  state 
agency  in  contact  with  its  appropriate  seg- 
ment of  the  public  embarks  on  a plan  of 
added  services  delivered  in  a manner  sat- 
isfactory to  itself,  and  each  bureaucrat  is 
under  the  continual  temptation  of  whether 
to  build  a larger  or  smaller  empire. 

As  Louisiana  is  the  most  socialistic 
state  in  the  Union,  it  would  be  expected 
that  this  process  would  have  reached  a 
considerable  extent  of  expression  here. 
During  the  year  1930,  before  the  great  ex- 
pansion began,  the  State  Board  of  Health 
had  responsibilities  in  thirty-three  health 
program  categories.  About  ten  other  State 
agencies,  including  various  special  boards 
or  commissions  operated  ten  services  of 
various  types  in  six  health  program  cate- 


gories. In  1940,  there  had  been  consider- 
able increase.  In  1950,  the  State  Board  of 
Health  had  responsibilities  in  forty-eight 
health  program  categories,  while  thirty- 
four  other  state  agencies,  including  spe- 
cial boards  or  commissions,  operated  well 
over  one  hundred  services  of  various  types 
in  thirty-seven  program  categories.  In 
such  an  expansion  there  was  fragmenta- 
tion of  the  type,  character,  and  direction 
of  the  service  and  in  most  instances  it 
was  non-medically  directed,  although  phy- 
sicians may  have  been  employed  to  do  the 
bidding  of  their  lay  employers. 

In  the  process,  the  State  Board  of 
Health,  originally  organized  as  a state 
agency  to  deal  with  community  health 
matters,  is  rapidly  losing  its  intended 
function,  while  other  state  agencies  are 
taking  on  responsibilities  in  areas  in 
which  they  were  not  intended  to  function, 
and  for  which  they  are  not  organized  or 
competent  to  act. 

Government  medicine  such  as  this  tends 
to  promote  confusion,  duplication,  added 
expense,  and  inefficiency.  It  is  advocated 
by  Dr.  Freedman  that  organized  medicine 
take  an  aggressive  attitude  and  physicians 
become  pioneers  in  the  studying,  propos- 
ing, planning,  and  participating  in  the  ad- 
ministration and  operation  of  health  pro- 
grams needed  by  the  community.  The 
State  Society  should  have  a permanent 
committee  charged  with  this  responsi- 
bility and  the  medical  profession  should  be 
represented  in  government  to  protect  the 
interests  of  the  community,  while  at  the 
same  time  guiding  the  development  and 
administration  of  community  health  pro- 
grams in  a direction  satisfactory  to  the 
progressive  evolution  of  the  profession 
itself. 

In  furtherance  of  these  ideas  the  House 
of  Delegates  in  the  meeting  in  May  1961, 
passed  a resolution,  the  effect  of  which 
will  be  to  establish  a committee  to  study 
the  problems  of  organization,  administra- 
tion, and  all  the  other  aspects  of  State 
government  health  services  for  the  pur- 
pose of  keeping  the  medical  profession  in- 
formed concerning  these  matters  and  for 
supplying  pertinent  and  accurate  data  for 
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puiding  the  action  of  the  Society. 

The  implication  here  for  organized 
medicine  is  as  it  has  been  found  in  so 
many  areas  where  the  practice  of  medi- 
cine touches  government.  To  maintain 
ourselves  and  to  be  allowed  to  retain  the 
privilege  to  do  private  medicine,  which  is 
the  only  type  of  good  medicine,  the  physi- 
cian has  to  become  a politician.  He  does 
not  have  to  run  for  office,  but  he  has  to 
secure  for  himself,  as  an  individual  and 


for  the  Society  as  a whole,  a firm  place  in 
all  that  pertains  to  political  influence.  The 
physician  is  not  the  only  one  who  has  to 
maintain  himself  in  his  chosen  field  of 
activity  and  also  in  the  seats  of  political 
power. 

1.  Fr»-filiimii.  Hon:  Ortranizod  Modioino  and  tlio  Crisis 
in  Coiiiniunit.v  Iloaltli  I’ro>rranis,  .1.  I.ouisiana  State  M. 
Siio.  111’::.’;!!  i.lniio)  IIMJO. 

Froodnuin,  Hoii  : Tlie  I'raKtnentation  of  Coinniuuity 
Iloaltli  Sorvioos  in  Louisiana:  The  Kos|>onsil>ility  of 

tiriranlzod  Modiolno,  .1.  Louisiana  State  M.  Soo.  n.'{:2G4, 
(.Inly)  I'tC.L 
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The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana  State 
Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contribute  to  the 
understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


INTRODUCTION  OF  RESOLUTION, 
HOUSE  AND  HOUSE  CONCURRENT 

The  following  named  members  introduced  the 
following  entitled  Resolution,  House  and  House 
Concurrent : 

House  Resolution  No.  9 

By  Messrs.  Jewell  and  Lewis: 

A RESOLUTION 

To  express  the  appreciation  of  the  House  of 
Representatives  of  the  Legislature  of  the  State 
of  Louisiana  to  the  Louisiana  State  Medical  So- 
ciety, to  the  East  Baton  Rouge  Parish  Medical 
Society  and  to  the  members  thereof  for  their 
furnishing  and  maintaining  a first  aid  station  in 
the  State  Capitol  Building  and  for  their  staffing 
the  first  aid  station  during  all  meetings  of  either 
house  of  the  Legislature  of  Louisiana. 

WHEREAS,  life  and  health  are  two  of  the 
greatest  gifts  which  the  Almighty  has  bestowed 
upon  men,  and 

WHEREAS,  the  Medical  Profession  is  one  seg- 
ment of  our  society  into  whose  hands  the  pres- 
ervation of  these  gifts  has  been  placed  as  a 
sacred  trust,  and 

WHEREAS,  the  demands  of  legislative  ses- 
sions and  the  excessive  fatigue  and  tensions  cre- 
ated by  them  frequently  have  brought  about 
sudden  illness  among  the  members,  and 

WHEREAS,  following  repeated  occurrences 
in  which  members  of  this  House  and  of  the  Leg- 
islature or  others  present  in  the  legislative  halls 
have  required  immediate  medical  attention,  the 
Louisiana  State  Medical  Society  and  the  East 
Baton  Rouge  Parish  Medical  Society  in  1959 


unselfishly  took  upon  themselves  a project  under 
which  a First  Aid  Station  was  established  and 
since  has  been  maintained  on  the  first  floor  of 
the  State  Capitol  for  the  benefit  of  members  of 
the  Legislature  and  others  who  may  find  them- 
selves in  need  of  emergency  medical  assistance, 
and 

WHEREAS,  without  charge  to  the  members 
of  this  Honorable  Body  said  First  Aid  Station 
%vas  established  and  equipped  with  furniture, 
equipment  and  supplies  initially  loaned  by  vari- 
ous medical  suppliers  but  purchased  for  the 
Station  by  the  Louisiana  State  Medical  Society, 
and 

WHEREAS,  said  Louisiana  State  Medical  So- 
ciety has  further  evidenced  its  concern  for  the 
members  of  the  Legislature  and  has  given  gen- 
erous attention  to  their  needs  during  busy  times 
when  they  are  away  from  their  homes  by  fur- 
nishing without  charge  oxygen  and  other  medi- 
cal supplies  and  by  engaging  and  paying  for  the 
services  of  a registered  nurse  who  is  kept  in 
said  Station  at  all  times  when  the  Legislature 
is  in  session,  and 

WHEREAS,  the  East  Baton  Rouge  Parish 
Medical  Society  since  1959,  has  supervised  and 
operated  said  First  Aid  Station  and  every  mem- 
ber of  said  Society  has  unselfishly  and  at  per- 
sonal sacrifice  served  as  a member  of  a roster 
from  which  physicians  have  been  selected  to  be 
present  in  the  First  Aid  Station  or  to  be  imme- 
diately available  for  service  whenever  the  Legis- 
lature is  in  session,  and 

WHEREAS,  the  Members  of  the  House  of 
Representatives  are  fully  cognizant  of  the  gen- 
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erosity  and  sacrifice  involved  in  the  furnishing 
of  these  medical  services,  all  without  charge  to 
those  who  receive  them  and  at  personal  cost 
and  sacrifice  to  the  members  of  the  medical 
association  who  give  of  their  time  in  making 
themselves  available,  and 

WHEREAS,  the  members  of  the  House  are 
deeply  grateful  to  the  East  Baton  Rouge  Parish 
Medical  Society  and  all  others  involved  in  this 
great  public  service  which  for  several  years  has 
served  not  only  for  the  relief  of  minor  ailments 
but  which  in  fact  has  on  several  occasions  been 
of  critical  importance  when  the  lack  of  immedi- 
ate medical  aid  might  have  resulted  in  serious 
consequences  and  perhaps  even  the  loss  of  life, 
and 

WHEREAS,  it  is  entirely  fitting  that  the 
House  of  Representatives  pause  in  its  delibera- 
tions to  give  due  recognition  of  the  services 
thus  so  unselfishly  rendered  over  a period  of 
years  for  the  benefit  of  its  members  and  to  ex- 
press to  those  Societies  and  agencies  which  have 
contributed  to  this  valuable  effort  the  commen- 
dation and  keen  appreciation  of  this  Honorable 
Body, 

THEREFORE,  BE  IT  RESOLVED  by  the 
House  of  Representatives  of  the  Legislature  of 
the  State  of  Louisiana  that  the  members  of  the 
House  of  Representatives  do  hereby  individually 
and  collectively  commend  and  pay  tribute  to  the 


members  of  the  Louisiana  State  Medical  Society 
for  the  part  it  has  played  in  furnishing  regis- 
tered nurses,  and  in  furnishing  and  equipping 
the  First  Aid  Station  for  the  Legislature,  and 
to  the  East  Baton  Rouge  Parish  Medical  Society 
for  spear-heading  the  project  by  which  the  First 
Aid  Station  was  begun  for  the  benefit  of  the 
Legislature  and  for  its  continuing  service  to  the 
Legislature  in  supervising  the  operation  and 
maintenance  of  said  First  Aid  Station,  for  their 
benefit  and  making  available  at  all  times  during 
sessions  of  the  Legislature  medical  personnel 
either  actually  in  attendance  in  the  Capitol  or 
immediately  available  to  care  for  emergency 
needs  of  members. 

Be  It  Further  Resolved  that  the  members  of 
this  House  do  hereby  express  their  sincere  ap- 
preciation for  the  many  services  thus  rendered, 
and 

Be  It  Further  Resolved  that  duly  certified 
copies  of  this  Resolution  shall  be  transmitted 
to  the  President  of  the  Louisiana  State  Medical 
Society  and  to  the  President  of  the  East  Baton 
Rouge  Parish  Medical  Society,  with  the  request 
that  these  officials  shall  make  known  to  all 
others  who  have  assisted  in  this  work  the  grati- 
tude of  the  members  of  the  House  of  Repre- 
sentatives therefor. 

Read  in  full. 

Lies  over  under  the  rules. 


EDICAL  NEWS  SECTION 

CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Ascension 

Third  Tuesday  of  every  month 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Jefferson 

Third  Thursday  of  every  month 

Lafayette 

Second  Tuesday  of  every  month 

Lafayette 

Morehouse 

Third  Tuesday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays  of 

every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 


THE  NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY  ELECTS  NEW  OFFICERS 
1961-1962 

The  twenty-fifth  annual  meeting  of  The  New 
Orleans  Graduate  Medical  Assembly  will  be  held 
March  12-15,  1962,  headquarters  at  The  Roose- 
velt Hotel. 

The  following  officers  and  members  of  the 


Executive  Committee  have  been  elected  for  this 
year : 

Dr.  Barrett  Kennedy,  President 
Dr.  Ralph  M.  Hartwell,  President-elect 
Dr.  W.  E.  Kittredge,  First  Vice-President 
Dr.  John  G.  Menville,  Second  Vice-President 
Dr.  H.  Reichard  Kahle,  Third  Vice-President 
Dr.  Mannie  I).  Paine,  Jr.,  Secretary 
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Dr.  Samuel  R.  StaRgers,  Treasurer 
Dr.  Walter  F.  Becker,  Director  of  FroRiam 
Dr.  Gilbert  C.  Tomskey,  Assistant  Director  of 
Program 

Dr.  William  R.  Arrowsmith,  Assistant  Director 
of  Program 

Members  of  the  E.xecutive  Committee  include 
Doctors  Maurice  E.  St.  Martin  (retiring  Presi- 
dent), Richard  L.  Buck,  Daniel  C.  Riordan,  L. 
Sidney  Charbonnet,  Jr.,  and  Jack  E.  Strange. 


FORTHCOMING  MEETINGS 

The  Council  on  Arteriosclerosis  of  the  Ameri- 
can Heart  Association  will  hold  its  Annual  Meet- 
ing on  October  18-20  at  the  Hotel  Balmoral,  Bal 
Harbour,  Miami  Beach,  Fla.,  immediately  pre- 
ceding the  AHA’s  annual  Scientific  Sessions  in 
the  same  city,  October  20-22. 

All  interested  physicians,  whether  or  not  they 
are  members  of  the  Council,  are  invited  to  at- 
tend the  sessions.  Further  information  on  the 
Council  meeting  may  be  obtained  from  Dr.  Jere- 
miah Stamler,  Chicago  Board  of  Health,  54  West 
Hubbard  Street,  Chicago  10,  111.,  or  from  the 
American  Heart  Association,  44  East  23rd  Street, 
New  York  10,  N.  Y. 


Tennessee  Valley  Medical  Assembly,  Read 
House,  Chattanooga,  Tennessee,  September  25- 
26,  1961,  Joseph  W.  Graves,  M.  D.,  109  Medical 
Arts  Building,  Chattanooga,  Tennessee,  Chair- 
man. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

Applications  for  certification  in  the  American 
Board  of  Obstetrics  and  Gynecology,  new  and 
reopened.  Part  I,  and  requests  for  re-examina- 
tion  in  Part  II  are  now  being  accepted.  All  can- 
didates are  urged  to  make  such  application  at 
the  earliest  possible  date.  Deadline  date  for  re- 
ceipt of  applications  is  August  1,  1961.  No  ap- 
plications can  be  accepted  after  that  date. 

Candidates  are  requested  to  write  to  the  of- 
fice of  the  Secretary  for  a current  Bulletin  if 
they  have  not  done  so  in  order  that  they  might 
be  well  informed  as  to  the  present  requirements. 
Application  fee  ($35.00),  photographs,  and  lists 


of  hospital  admissions  must  accompany  all  ap- 
plications. 

After  July  1,  1962,  this  Board  will  require  a 
minimum  of  three  (3)  years  of  approved  pro- 
gressive Residency  Training  to  fulfill  the  re- 
iiuirements  for  admission  to  examination.  After 
the  above  date,  training  by  Preceptorship  will 
no  longer  be  acceptable. 

Diplomates  of  this  Board  are  urged  to  notify 
the  office  of  the  Secretary,  2105  Adelbert  Road, 
Cleveland  6,  Ohio,  as  soon  as  possible  of  changes 
in  address. 

HEREDITY  REPORTED  AS  FACTOR  IN 
SPINAL  AILMENT 

Heredity  has  been  reported  for  the  first  time 
as  a definite  factor  in  a relatively  common  type 
of  spinal  deformity. 

A defect  of  closure  in  the  spinal  column 
(spinal  bifida  occulta)  was  found  in  two  sons 
and  a daughter  of  parents  who  both  had  the 
same  ailment.  The  cases  are  described  in  the 
April  8 Journal  of  the  American  Medical  Asso- 
ciation. 

In  the  children  the  bone  defect  was  associated 
with  a disorder  of  the  nervous  system.  Stretch- 
ing and  deformity  of  the  spinal  cord  had  oc- 
curred as  a result  of  a shortening  of  the  thread- 
like connection  (filum  terminale)  which  anchors 
the  spinal  cord  to  the  base  of  the  spine. 

Said  Drs.  J.  Grafton  Love,  David  D.  Daly,  and 
Lloyd  E.  Harris  of  the  Mayo  Clinic,  Rochester, 
Minn. : 

“It  is  our  opinion  that  the  occurrence  of  tight 
filum  terminale  in  all  three  siblings  of  this  fam- 
ily clearly  indicates  a gene-determined  etiology 
and  that  this  is  the  first  reported  instance  of 
the  syndrome  as  a hereditary  disorder.” 

However,  they  added  that  “the  precise  mode 
of  genetic  transmission  of  this  disorder  is  not 
clear.” 

The  spinal  column  defect  usually  is  not  asso- 
ciated with  neurological  disorders,  they  said. 
However,  when  it  is,  symptoms  include  disturb- 
ances in  gait,  weakness  and  atrophy  of  the  legs 
and  deformities  of  the  feet. 

The  spinal  cord  defect  was  successfully  cor- 
rected in  the  three  children  by  surgical  proced- 
ures. 
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Orthopaedic  Appliances  Atlas — Volume  2 — .4rfi- 
ficial  Limbs.  J.  W.  Edwards,  Ann  Arbor,  Michi- 
gan, 1960.  $10.00  Size  S^^xll.  pp.  XXI  and 
499. 

Volume  2 of  Orthopaedic  Appliances  Atlas  on 
Artificial  Limbs  follows  Volume  I on  Braces, 
Splints  and  Shoe  Alterations  after  eight  years 


during  which  the  Committee  on  Prostheses  and 
Braces  of  the  American  Academy  of  Orthopaedic 
Surgeons  labored  faithfully  to  bring  together  and 
present  the  “technical  procedures,  prescription 
techniques,  and  training  methods  which  have  been 
developed  through  many  years  of  prosthetics 
research.” 
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During  and  after  World  War  II,  the  necessity 
for  improving  amputation  technics,  manufacture 
of  artificial  limbs,  and  proper  training  of  am- 
putees in  use  of  prosthetic  appliances  was  recog- 
nized. Much  time,  effort,  and  money  have  since 
been  devoted  to  well-directed  research  to  make 
better  artificial  limbs  and  improve  the  lot  of 
the  amputee.  The  results  of  this  stupendous  ef- 
fort on  the  part  of  many  people  and  various 
agencies  have  been  systematically  collected, 
sifted,  and  compiled  into  this  volume  in  a most 
creditable  manner.  The  Committee  of  the  Acad- 
emy of  Orthopaedic  Surgeons,  the  Surgeon  Gen- 
eral of  the  Ai-my,  and  the  Department  of  Medi- 
cine and  Surgery,  Veterans  Administration,  de- 
serve the  gratitude  of  all  directly  or  indirectly 
concerned  with  rehabilitation  of  amputees. 

This  volume  properly  contains  little  about  sur- 
gical procedures  for  amputation,  but  presents  in 
adequate  detail  and  with  numerous,  well-selected 
illustrations,  a comprehensive  review  of  the  en- 
tire field  of  prosthetics  for  amputees  of  all  types. 
The  reader  is  introduced  to  the  subject  by  an 
interesting  short  chapter  on  Historical  Develop- 
ment of  Ai’tificial  Limbs.  A glance  at  the  titles 
of  the  thirteen  succeeding  chapters  gives  some 
idea  of  the  subjects  discussed  and  the  compre- 
hensive approach: 

2.  Upper-Extremity  Components 

3.  The  Construction  and  Fitting  of  Upper- 
Extremity  Prostheses 

4.  Harness  Patterns  for  Upper-Extremity 
Prostheses 

5.  Lower-Extremity  Components 

6.  The  Construction  and  Fitting  of  Lower- 
Extremity  Prostheses 

7.  Physical  Treatment  and  Training  of  Am- 
putees 

8.  Anatomical  and  Physiological  Consider- 
ations in  the  Clinical  Application  of  Upper- 
Extremity  Prosthetics 

9.  Anatomical  and  Physiological  Consider- 
ations in  the  Clinical  Application  of  Lower- 
Extremity  Prosthetics 

10.  The  Principles  of  Amputation  Surgery 

11.  Prescription  in  the  Prosthetics  Clinic 

12.  Cineplasty 

13.  The  Special  Problems  of  the  Juvenile 
Amputee 

14.  Operation  of  the  Prosthetics  Clinic 
Each  chapter  contains  a well-selected  bibliog- 
raphy. Many  of  the  numerous,  pertinent  illus- 
trations are  line  drawings  that  are  well  adapted 
to  showing  the  details  of  construction  of  joints 
and  harness.  The  photographs  are  excellent. 

This  volume  is  a worthy  successor  to  Volume  I. 
Both  are  necessary  reference  books  for  ortho- 
pedic surgeons,  residents  training  in  orthopedic 
surgery,  prosthetists  and  therapists  who  train 
cripples  in  proper  use  of  their  appliances.  All 
contributors  to  these  volumes  are  to  be  congratu- 
lated for  their  work,  and  the  Committee  to  Study 


Braces  and  Prostheses  of  the  American  Academy 
of  Orthopaedic  Surgeons,  with  Rufus  H.  All- 
dredge as  Chainnan,  should  be  especially  com- 
mended for  its  long-continued  help  in  developing 
these  valuable  additions  to  our  literature  on 
prosthetics. 

Guy  a.  Caldwell,  M.  D. 


Blood  Diseases  of  Infancy  and  Childhood;  by  Carl 
H.  Smith,  M.  A.,  M.  D.,  The  C.  V.  Mosby  Com- 
pany— 1960,  572  p.,  price  $17.00. 

In  the  present  plethora  of  medical  textbooks 
on  the  market  there  has  been  one  conspicuous  ab- 
sence— a book  concerned  with  hematologic  dis- 
orders in  children.  Many  symposia,  monographs, 
and  special  issues  have  attempted  to  cover  the 
field;  this  book  is  the  first  to  define  childhood 
hematology  from  origin  to  destruction. 

Dr.  Smith  has  attempted  to  discuss  and  define 
every  entity  related"  to  the  hematopoietic  system 
in  children  and  in  so  doing  has  caused  the  major 
weakness  of  the  book.  His  knowledge  and  ability 
are  well  known  to  all  in  his  field,  and  he  has 
made  some  significant  contributions.  However, 
the  field  of  hematology,  even  if  confined  to  pedi- 
atrics alone  is  too  vast  for  one  man  to  cover. 
There  are  some  subjects  in  the  book  that  are  dis- 
cussed in  detail  while  others,  just  as  important, 
are  often  scanned.  In  addition,  523  pages  is  not 
enough  space  to  adequately  define,  describe,  and 
initiate  diagnosis  in  a field  so  large. 

The  preceding  paragraph  should  not  detract 
from  the  fact  that  this  book  is  a good  general 
approach  to  “detection  of  common  blood  disor- 
ders”; it  is  that!  It  is  well-written,  with  ade- 
quate bibliography  and  liberal  reference  to  more 
recent  advances;  for  common  disorders,  treat- 
ment is  adequately  discussed  although  it  is  dog- 
matic in  some  instances,  with  little  recognization 
of  other  possible  approaches. 

In  summary,  this  book  has  long  been  needed; 
once  arrived,  one  is  pleased  to  have  it  but  a 
little  displeased  with  some  aspects.  The  possible 
solution  may  be  a manual  or  short  book  on  diag- 
nosis and  a comprehensive  reference  text  for 
those  that  seek  further  advances. 

William  G.  Thukman,  M.  D. 


PUBLICATIONS  RECEIVED 

The  C.  V.  Mosby  Co.,  St.  Louis:  The  Cardiac 
Arrythmias,  by  Brendan  Phibbs,  M.  D.,  Heredity 
in  Ophthalmology,  by  Jules  Francois. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Myxedema,  by  Jerry  K.  Aikawa,  M.  D. 

The  Williams  and  Wilkins  Co.,  Balt.:  The 

Clinical  Apprentice;  A Handbook  of  Bedside 
Methods,  by  John  M.  Naish,  M.  D.,  and  John 
Apley,  M.  I).  (2nd  edit.);  The  Treatment  of 
Tropical  Diseases,  by  W.  H.  Jopling,  M.R.C.P. 
(Lond.) 
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PRO-BANTHINE  EA. 

(BRAND  OF  PROPANTHELINE  BROMIDE) 

PROLONGED“ACTlNG  TABLETS  30mg. 

PROVIDES  YOU  WITH  THE  RECOGNIZED 
EFFECTIVENESS  OF  PRO-BANTHINE® 

PLUS  THE  CONVENIENCE  AND  SUSTAINED 
ACTION  OF  PROLONGED-ACTING  MEDICATION. 


Suggested  Dosage— One  tablet  B.I.D.  is  usually  effective 


6.D.  S EARLE  & Co. 

Chicago  60,  Illinois 

Research  in  the  Service  of  Medicine 
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Living  up  to 
a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- IVi  grain  flavored 
tablets-Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 


■;  TI-tE  'aA>ER  COMPANY,  DIVISION  OF  STERLING  DRUG  INC.  1450  BROADWAY  NEW  YORK  IB. 
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in  bacterial 
tracheobronchitis 

Panalba 

promptly 

to  gain  precious 
therapeutic  hours 

Panalba  i your  broad-spectrum 

n antibiotic  of  first  resort 


In  the  presence  of  bacterial  infection,  taking  a culture  to  determine 
bacterial  identity  and  sensitivity  is  desirable— but  not  always  practical 
in  terms  of  the  time  and  facilities  available. 

A rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success. 

Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  includ- 
ing the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend- 
ing laboratory  results)  can  gain  precious  hours  of  effective  antibiotic 
treatment. 


Supplied:  Capsules,  each  containing  Panmycin*  Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a very  tow  order  of 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  infrequent  and  consist  principally  of  mild  nausea 
and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of  toxicity.  In  a cer- 
tain few  patients,  a yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a metabolic  by-product  of  the 
drug.  Is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement. 


Urticaria  and  maculopapular  dermatitis,  a few  cases  of  leuko- 
penia and  agranulocytosis  have  been  reported  in  patients 
treated  with  Albamycin.  Most  of  these  side  effects  usually 
disappear  upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic  may  result  In  over- 
growth of  nonsusceptibie  organisms,  constant  observation  of 
the  patient  is  essential.  If  new  infections  appear  during  ther- 
apy. appropriate  measures  should  be  taken. 

Total  and  differential  blood  counts  should  be  made  routinely 
during  prolonged  administration  of  Albamycin.  The  possibility 
of  liver  damage  should  be  considered  if  a yellow  pigment,  a 
metabolic  by-product  of  Albamycin.  appears  in  the  plasma. 
Panalba  should  be  discontinued  if  allergic  reactions  that  are 
not  readily  controlled  by  antihistaminic  agents  develop. 

•Trademark,  Reg.  U.S.  Pat.  Off. 

The  Upjohn  Company 
Kalamazoo.  Michigan 


X-R^Y  FOLLOW-UP 


. . . time  after  time,  Patrician  “200”  guarantees 
x-ray  exposures  exactly  as  you  dial  them 


In  periodic  patient  follow-up,  you  really 
come  to  appreciate  the  meaning  of  “True-to- 
Dia!”  accuracy  with  the  G-E  Patrician  “200” 
combination.  Film  comparison  is  easier  be- 
cause of  guaranteed  consistent  x-ray  output. 
Performance  holds  predictably  from  range 
to  range  . . , even  from  one  G-E  unit  to 
another!  And  with  it  you  get  so  many  more 
Patrician  features:  full-size  81"  tilting  table 
. . . inclc])euclcnt  tidiestand  . . . counterbal- 
anced, not  counterpoised,  fluoro.scopic  screen 
or  spot-film  device  . . . radiation  confined  to 
screen  area  by  automatic  shutter  limiting 

DIRECT  FACTORY  BRANCHES 

NEW  ORLEANS 

7716  Edinburgh  St.  • IlUnter  8-7742 
SHREVEPORT 

1511-1.3  Line  Ave.  • Phone  42  2-8743 


device . . . economy  of  purchase  and  operation. 
You  can  rent  the  Patrician.  G-E  Maxiserv- 
ice® plan  provides  an  attractive  alternative 
to  outright  purchase.  Included,  for  a con- 
venient monthly  fee,  are  installation,  mainte- 
nance, parts,  tubes,  insurance,  local  taxes. 
Contact  your  G-E  x-ray  representative  listed 
below  for  details. 

Tigress  Is  Our  Most  Imporfant  ’hodud 

GENERAL®  ELECTRIC 


RESIDENT  REPRESENTATIVE; 

BATON  ROUGE 
C.  A.  Ebersbaker 

2451  Honeysuckle  Ave.  • Dickens  2-2308 
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Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D. 


^ (carisoprodol.  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


ANNOUNCING  . . . 

OUR  APPOINTMENT 
AS  DISTRIBUTORS  FOR 

THE  FOREGGER  COMPANY,  INC. 


Makers  of  Anesthesia  Equipment 
and  Accessories 

Orders  and  inquiries  will 
receive  prompt  attention. 


SURGICAL  COMPANY  'nc. 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA"^' 


Browne- McHardy  Clinics 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
New  Orleans  15,  La. 
TWinbrook  9-2376 


INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  M.  D. 
Robert  C.  Judice,  M.  D. 
John  T.  Lechert,  M.  D. 

G.  Gordon  McHardy,  M.  D. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D. 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T.  Williams,  M.  D 

DERMATOLOGY 

William  Burroughs,  M.  D, 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D. 


GRAVIER  ST.  DIVISION 
630  Gravier  St. 

New  Orleans  12,  La. 
524-1605 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 

GENERAL  SURGERY 

Claude  C.  Craighead,  M.  D. 
Raul  G.  Reyes,  M.  D. 

OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  AyersI,  M.  D. 

James  M.  Todd,  Jr.,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabezies,  M.  D. 

INDUSTRIAL  MEDICINE 
Ralph  J.  McDonough,  M.  D. 


VETERANS  HIGHWAY  DIVISION 
8601  Veterans  Memorial  Hwy. 
Metairie,  La. 

VErnon  3-7341 


PEDIATRICS 

Carl  E.  Kemmerly,  M.  D. 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 
Diabetics 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 
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Ask  your  Pet  MUk  representative  for  copies  of  the  SEGO  Diet  Plan 
and  your  personal  flavor  samples. 

Or  write  Pet  MUk  Co.,  Dept.  115,  St.  Louis  1,  Mo. 


Why  did 


this  diet  work 


when  the  others 


failed? 


Because  the  SEGO®  DIET  PLAN 
from  Pet  Milk  Company  has  unique 
advantages  ordinary  diets  lack: 


BUILT-IN  ENCOURAGEMENT 
FREQUENT  REWARDS 
GRATIFYING  RESULTS 


The  plan  begins  with  new  SEGO 
Liquid  Diet  Food— the  improved 
liquid  with: 


SUPERIOR  FLAVOR 
10%  MORE  PROTEIN 
25%  MORE  VOLUME 

FOR  INCREASED  SATIETY 


At  each  step  of  the  4-phase 
graduated  diet  program  more 
foods  are  added,  ending  with  a 
well-balanced  normal  diet. 


“SEGO"->-Reg.  U.  S.  Pot.  OFF.  Copr.,  1961,  Pet  Milk  Co. 


Chocolate,  Vanilla  and  Orange  flavors 
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Digitalis 

in  its  completeness 


0.1  Gram 

(iHrii.  1 arains> 

I»W  proUMts  dispeiu- 

•nif  wHlk<mt 

tion. 

mm,  MSI  i Cl.,  ui 
»««M.  Hast..  I Li 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 


Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass. 


THE  SILVER  HILL  FOUNDATION 
New  Canaan,  Connecticut 

announces 

THREE-YEAR  RESIDENCY  TRAINING  PROGRAM  IN 
PSYCHIATRY 

Approved  by  the  American  Medical  Association 
and  the  American  Board  of  Psychiatry  and  Neu- 
rology. 

Affiliated  with  Departments  of  Psychiatry  and 
Neurology  of  the  College  of  Physicians  and  Sur- 
geons, Columbia-Presbyterian  Medical  School,  New 
York  City. 

1st  year  spent  at  Medical  Center,  New  York,  N.  Y. 
2nd  and  3rd  years  at  Silver  Hill,  New  Canaan,  Con- 
necticut. Applicants  also  considered  who  have  com- 
pleted one  year  or  more  of  training  elsewhere  for 
our  second  or  third  year  program. 

Emphasis  placed  on  training  of  physicians  for 
private  practice  of  ■ psychiatry,  under  experienced 
preceptors.  Board  Diplomates,  with  teaching  back- 
ground. 

Generous  compensation,  opportunities  for  perma- 
nent staff  appointment.  Only  outstanding  applicants 
accepted. 

For  further  information  and  application  form, 
write:  William  B.  Terhune,  M.  D.,  Medical  Director, 
The  Silver  Hill  Foundation,  Box  1177,  New  Canaan, 
Connecticut. 
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THE  EARLE  JOHNSON 
SANATORIUM 

DEMPSEY  T.  AMACKER,  M.  D. 
Medical  Director 


VICTOR  HUGO  BEAN,  M.  D. 

Psychiatric  Consultant 
American  Board  Certified 
Member  American  Psychiatric  Association 

Specialised  treatments  in  mental  disorders  and 
alcoholic  and  drug  addictions. 

A limited  number  of  custodial  cases  accepted. 

Fireproof  Buildings 
Lovely  Gardens  and  Grounds 
Healthful  Location  — All  Private  Rooms 
Excellent  Staff 

"The  Hospital  Atmosphere  is  Avoided" 

WRITE  P.  O.  DRAWER  106 


or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


i 

\ 
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(Salts  of  Dihydrohydroxycodeinone  and 
Homatropine,  plus  APC) 


TABLETS 


fills  the  gap 
between 
mild  oral  and 
potent  parenteral 
analgesics' 


•U.s.  Pats.  2,628,185  and  2,907,768 


AVERAGE  ADULT  DOSE 

1 tablet  every  6 hours. 
May  be  habit-forming. 
Federal  law  permits 
oral  prescription. 


Also  Available 

For  greater 
flexibility  in  dosage  — 
Percodan®-Demi:  The  complete 
Percodan  formula,  but  with 
only  half  the  amount  of  salts  of 
dihydrohydroxycodeinone 
and  homatropine. 

1.  Blank,  P.,  and  Boas,  H.:  Improved 
analgesia  for  moderate  pain,  Ann.  West. 
Med.  & Surg.  6:376,  1952.  2.  Bonica,  J.  J., 
et  al.:  The  management  of  postpartum 
pain  with  dihydrohydroxycodeinone 
(Percodan):  Evaluation  with  codeine  and 
placebo,  West.  J.  Surg.  65:84,  1957. 
3.  Cass,  L.  J.,  and  Frederick,  W.  S.: 
A controlled  study  in  pain  relief,  M.  Times 
84:1318,  1956.  4.  Chasko,  W.  J.:  Pain-free 
dental  surgery:  Postoperative  extension 
of  the  pain-free  state,  J.  District  of 
Columbia  Dent.  Soc.  31:3,  No.  5,  1956. 
5.  Cozen,  L.:  Office  Orthopedics,  ed.  2, 
Philadelphia,  Lea  & Febiger,  1953,  pp.  120, 
138,  145,  156,  234.  6.  Nicolson,  W.  P.,  Jr., 
and  Skandalakis,  J.  E.:  Control  of  postopera- 
tive pain,  J.M.A.  Georgia  46:471,  1957^ 
7.  Piper,  C.  E.,  and  Nicklas,  F.  W.:  Percodan  ' 
for  pain  in  industrial  practice.  Indust.  Med. 
23:510,  1954;  abstracted,  Clin.  Med.  3:1008,  1956, 
Current  M.  Digest  22:135,  No.  3,  1955. 


J ® ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


■ acts  in  5-15  minutes 

■ reiief  usualiy  lasts 
6 hours  or  longer 

■ toleration  excellent... 
constipation  rare 

■ sleep  uninterrupted 
by  pain 


Each  Percodan*  Tablet  contains 
4.50  mg.  dihydrohydroxycodeinone 
HCI,  0.38  mg.  dihydrohydroxy- 
codeinone terephthalate  (warning: 
may  be  habit-forming),  0.38  mg. 
homatropine  terephthalate, 

224  mg.  acetylsalicylic  acid, 

160  mg.  acetophenetidin,  and 
32  mg.  caffeine. 


‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


(g)  Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin'® 

Xortlsporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

■**“ 

10  mg. 

Supplied: 

Tubes  of  1 oz., 
oz.  and  Vi  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Vi  oz.  and  Vi  oz. 
(with  ophthalmic  tip) 

Tubes  of  Vi  oz.  and 
Vi  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


“I  feel  like  my  old  self  again!”  Thanks  to  your  balanced  Dcprol  ther- 
apy, her  depression  has  lifted  and  her  mood  has  brightened  up  — while  her 
anxiety  and  tension  have  been  calmed  down.  She  sleeps  better,  eats  better, 
and  normal  drive  and  interest  have  replaced  her  emotional  fatigue. 


Brightens  up  the  mood,  brings  down  tension 


Deprol’s  balanced  action  avoids  “seesaw"  effects 
of  energizers  and  amphetamines.  While  ener- 
gizers and  amphetamines  may  stimulate  the 
patient  — t/tey  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate  combi- 
nations may  counteract  excessive  stimulation  — 
they  often  deepen  depression  and  emotional 
fatigue. 

These  “seesaw”  effects  are  avoided  with  Deprol. 
It  lifts  depression  as  it  calms  anxiety  — a bal- 
anced action  that  brightens  up  the  mood,  brings 
down  tension,  and  relieves  insomnia,  anorexia 
and  emotional  fatigue. 

Acts  rapidly  — you  see  improvement  in  a few 
days.  Unlike  the  delayed  action  of  most  other 


antidepressant  drugs,  which  may  take  two  to  six 
weeks  to  bring  results,  Deprol  relieves  the 
patient  quickly  — often  within  a feio  days.  Thus, 
the  expense  to  the  patient  of  long-term  drug 
therapy  can  be  avoided. 

Acts  safely— no  danger  of  liver  or  blood  damage. 
Deprol  does  not  cause  liver  toxicity,  anemia, 
hypotension,  psychotic  reactions  or  changes  in 
sexual  function  — frequently  reported  with  other 
drugs. 


*Deprol*' 

Dosage:  Usuol  slorfing  dose  Is  1 toblel  q.i.d.  When  neces- 
sary, this  moy  be  gradually  increased  up  lo  3 tablets  q.i.d. 
Composition:  1 mg.  2-diethvlominoethyl  benzilote  hydro- 
chloride (benactyzine  HCI)  ond  400  mg.  meprobomote. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 


C0-4S24 


CO  ^ 

WALLACE  LABORATORIES /Cmnbury.iV.y. 


handy, 
disposable, 
moist 

ZEPHIRAN^ 

TOWELETTES 

new  antiseptic 
skin  cleansing  tissues 


Good 
for 
all  hands 


( 

I 


Zephiran  Towelettes  cleansing  tissues  are  impregnated  with  Zephiran  cliloride  1 :750.  They  are  welcomed  by 
hospital  personnel  as  well  as  by  patients.  Towelettes  provide  a handy,  pleasant,  antiseptic  and  deodorizing 
cleansing  without  the  use  of  water.  Inside  each  individual  foil  envelope  is  a conveniently  large,  moist  Zephiran- 
impregnated  disposable  tissue  — ready  to  use  anywhere,  any  time. 


EASY  TO  OPEN  • EASY  TO  USE 

Available  in  boxes  of  20  and  100. 


Towdetiei  contain  Zephiran  chloride  (brand 
of  refined  benzalkonium  chloride)  in  an 
effective  antiseptic  conceniraiion,  perfume, 
chlorothyfDol  and  alcohol  20  per  cent. 


Hospital  and  Medical  Uses:  For  bedside  cleansing  to  reduce  nursing  care  and  time. 
For  patients’  use  before  and  after  meals.  For  patients  after  use  of  the  bedpan.  For 
cleansing  of  nursing  mothers’  hands  before  handling  the  baby  or  breast.  For  cleansing 
of  patients  before  and  after  gynecologic  examination.  For  routine  antiseptic  skin 
cleansing  of  patients  following  operations  such  as  colostomy,  prostatectomy,  hemor- 
rhoidectomy. For  refreshing  cooling  cleansing  of  patients  with  fever,  headaches,  etc. 
For  first-aid  antiseptic  cleansing  of  minor  cuts,  abrasions  and  burns.  For  patients  with 
acne  to  cleanse  the  skin  during  the  day.  In  the  doctor’s  bag  for  house  calls,  for  use 
in  ambulances,  etc. 

General  Uses:  In  the  home,  in  the  hos|)ital.  in  the  office,  while  traveling,  when  caring 
for  children  and  during  sports  — for  a quick  fresh-up  any  time. 

LABORATORIES  • New  York  18,  N.  Y. 

Zepbirtn  (brmd  of  b«nt«lhoniuni.  •$  cblonde.  rtfined).  (r4dem«rk  r«g.  U.  S.  Pal-  Off.  1531H* 
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pw  would  you  design 
a tranquilizer 
specifically  for  the 
tense  working  adult? 


wouldn’t  you  see  how  closely  these  atarax 
want  it  to  be : advantages  meet  your  standards 


versatile  and 
remarkably 
well  tolerated 


ATARAX  “...was  used  in  higher-than-usual  dosages  (200  to  1600  mg. 
daily). . . . Because  of  its  clinical  efficacy  and  lack  of  toxicity,  [atarax]  is 
useful  to  both  the  psychiatrist  and  the  general  practitioner. . . .’’2 


efficacious 


“. . . hydroxyzine  [atarax]  is  of  considerable  therapeutic  value  in  the 
treatment  of  psychoneurosis. . . .”  Most  patients  “. . . with  commonly  en- 
countered neuroses  such  as  anxiety  states  occurring  in  business  executives, 
in  laborers  dissatisfied  with  their  jobs,  in  patients  experiencing  emotional 
upheavals  caused  by  disturbed  family  situations,  and  in  those  with  asso- 
ciated organic  disease  . . .”  were  treated  successfully.* 


calming,  seldom 
impairing 
mental  acuity 


Working  adults  “. . . seldom  experience  drowsiness  or  impairment  of  in- 
tellectual function  with  therapeutic  doses.”3 


Nor  is  that  all  that  atarax  has  to  offer.  In  one  of  the  most  crippling  mani- 
festations of  anxiety  — alcoholism— ATARAX  controls  both  acute  and  chronic 
stages  without  risk  of  injury  to  already  damaged  livers.^  In  fact,  though 
outstandingly  useful  in  working  adults,  atarax  equally  well  meets  the 
needs  of  disturbed  pediatric  and  geriatric  patients  (because  of  its  usual 
lack  of  toxicity  and  convenient  syrup  form).  Why  not  extend  its  benefits 
to  all  your  tense  and  anxious  patients? 

Dosage;  For  adults:  25  mg.  t.i.d.  to  100  mg.  q.i.d.  For  children:  under  6 years, 
60  mg.  daily;  over  6 years,  60-100  mg.  daily;  in  divided  doses.  Supplied:  Tablets 
10  mg.  and  25  mg.,  in  bottles  of  100  and  500.  Tablets  100  mg.,  in  bottles  of  100, 
Syrup  2 mg./cc.,  in  pint  bottles.  Also  available:  Parenteral  Solution.  Prescrip- 
tion only. 


References;  1.  Garber,  R.  C.:  J.  Florida  M.  A.  .45:549  (Nov.)  1958.  2.  Lipton, 
M.  I.:  Pennsylvania  M.  J.  54:60  (Jan.)  1961.  3.  Ayd,  F.  J.,  Jr.:  Psychotropic 
Drugs,  S.  Garattini  and  V.  Ghetti,  eds..  New  York,  Elsevier  Publishing  Co.,  1967, 
p.  548.  4.  McGettigan,  D.  L.:  West.  Med.  1:8  (Jan.)  1960. 


;it;i  MX 

(brand  of  hydroxyzine  HCI) 


PASSPORT 
TO  TRANQUILITY 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


® ® 
VITERRA  Capsules— Tastitabs 
Therapeutic  Capsules  for 
vitamin-mineral  supplementation 
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AN  AMES  CLINIQUICK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 

In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  js  the  most  prac- 
tical guicjie  \we  have.'  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  brine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore,  day-to-day 
control  of  diabetes  is  in  the  patient’s  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.’  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  V4%,  V2%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%.’  Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  dr  the  adult  with  severe  diabetes. 

(1)  Danowski,  T.  S.;  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.;  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7:398,  1958. 


FOR  PRACTICAL  ACCURACY  OF  URINE  SUGAR  QUANTITATION 


COLOR-CALIBRATED 


CLINITEST 

ob*nd  Reagent  Tablets 


Standardized  urine-sugar  test. ..with 
GRAPHIC  ANALYSIS  RECORD 

A line  conrjpcting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  .re- 
fill contains  this  physician-patient  aid.  oieei 


AMES 

COUMNT  INC 
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chronic  constipation, 

flatulence,  belching. 

intestinal  atony. 

indigestiojL. 

w ^ 

biliary  dysfunction  and 

NEOCHOlAN 

WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


NEOCHOLAN® 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6,  INDIANA 
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Trademarked 
drugs . . . 


or “drugs 
anonymous”? 


In  the  field  of  medicine,  as  almost  everywhere  else  in  a free  economy, 
the  trademark  concept  has  evolved  over  the  years.  As  with  most 
human  institutions,  there  are  some  who  may  not  consider  it  ideal; 
but  it  has  brought  about  three  signal  benefits: 

To  the  physician  it  gives  assurance  of  quality  in  the  drugs  he 
prescribes— assurance  backed  by  the  biggest  asset  of  the  maker, 
his  reputation. 

To  the  manufacturer  it  gives  one  of  the  greatest  possible  incen- 
tives to  produce  new  and  better  curative  agents. 

To  the  pharmacist  it  gives  preparations  which  he  can  dispense 
with  confidence. 

If  trademarks  are  done  away  with,  a whole  new  setup  must  be  created: 

1.  An  enormously  expanded,  expensive  system  of  government 
quality  control. 

2.  A new  system  of  generic  nomenclature  which  would  magi- 
cally turn  out  names  not  only  rememberably  simple,  but  also 
conforming  to  the  principles  of  complex  chemical  terminology. 

3.  Something  new  to  fill  the  gap  left  by  the  elimination  of  the 
trademark  incentive  to  produce  new  and  better  drugs. 

The  American  system  has  been  pre-eminent  in  producing  and  distrib- 
uting good  medicines.  Above  all  it  has  been  successful  in  creating 
new  advances  in  therapy.  In  a dubious  effort  to  provide  cheaper 
medicines  by  abolishing  the  trade  names  upon  which  the  responsible 
makers  stake  their  reputations,  let  us  beware  of  sacrificing  this  success. 

This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription 
drugs  to  help  you  answer  your  patients'  questions  on  this  current  medical 
topic.  For  additional  information,  please  write  Pharmaceutical  Manufacturers 
Association,  1411  K Street,  N.  W.,  Washington  5,  O.C. 
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Following  determination 
of  basal  secretion, 
Intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 


peptic 

ulcer 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


NewppCAl 

MAI  IM^antacid 

uIttHI 

UHLIIi  tablets 

New  York  18,  N.  Y, 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  show  that  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  "acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage;  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcer  ■ gastritis  ■ gastric  hyperacidity 
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Keep  medical  education  on  the  march 


When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly— to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  “. . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Every  cent  of  your  gift  will  go  to  the 
school— or  schools— of  your  choice. 


Give  to  the  American  Medical  Education  Foundation 

636  North  Dearborn  Street,  Chicago  10,  Illinois 
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PSYCHIATRIC  HOSPITAL 


DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNOATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  CENTER 


PERRY  C.  TALKIN6T0N,  M.  D.,  Clinical  Director 
CHARLES  L.  BLOSS,  M.  D.,  Medical  Director 
Associate  Psychiatrists 
HOWARD  M.  BURKETT,  M.  D. 

JAMES  K.  PEDEN,  M.  D. 

WARD  G.  DIXON,  M.  D. 

JERRY  M,  LEWIS,  M.  D. 

C.  L.  JACKSON,  M.  D. 

RALPH  M.  BARNETTE,  JR.,  B.  B.  A.,  Business  Manager 


Clinical  Psychology 
PHILIP  ROOS,  PH.  0. 

DONALD  BERTOCH,  M.  A. 

Social  Work 

BILL  M.  TURNAGE,  M.S.S.W. 

ROBERT  L.  COATES,  M.S.S.W. 

GERALDINE  SKINNER,  B.S.,  O.T.  R.,  Director  of  Occupational  Therapy 
LOIS  TIMMINS,  PH.D.,  Director  ol  Recreational  Therapy 
FRANCES  LUMPKIN,  R.  N.,  B.  S.,  Director  ol  Nurses 


Evergreen  1-2121 


Dallas  21,  Texas 


P.O.  Box  1769 


— 

One  out  of  three  who  died  of  cancer 

last  year  could  hare  been  saved! 

To  alert  the  practicing  physician  to  suspect  and  diagnose  cancer  early  — 
the  American  Cancer  Society  has  available  for  you  a film  series  of 
Physicians’  Conferences  on  Cancer. 

*Kinescopes  of  live,  color,  closed-circuit  television  programs, on 
early  diagnosis  and  treatment  of  cancer,  present  outstanding  clinicians. 

These  24  film  programs  — the  nucleus  of  a course  on  cancer  for  the 
General  Practitioner  — cover  virtually  all  cancer  sites  and  types. 

They  center  around  panel  discussions,  laboratory  techniques,  case 
histories,  x-ray  findings,  histopathology,  statistical  data, 
and  operative  procedures. 

Professional  Films  and  services  available  to  the  doctor  in  his  own 
community  may  be  obtained  through  your  Division  of  the 

American  Cancer  Society 

• xrrcovEO  by  the  American  academy  of  ceneral  practice  for  informal  study  credit  (ia  mm  color  sound  films,  running  time  to  so  minutes) 


AMERICAN  CANCER  SOCIETY,  Louisiana  Division,  Inc.,  822  Perdido  Street,  New  Orleans  12,  U. 
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PROFESSIONAL  CARDS 

The  Baton  Rouge  Clinic 

134  North  19th  St. 

DI  8-5361 

SURGERY 

INTERNAL  MEDICINE 

J.  Sabatier,  M,  D. 

Charles  Prosser,  M.  D. 

Charles  Mosely,  M.  D. 

Roger  Reynolds,  M.  D. 

B.  E.  Coggeshall,  M.  D. 

(Allergy) 

GYNECOLOGY  & OBSTETRICS 
Melvin  Schudmak,  M,  D. 

J.  P.  Griffon,  M.  D. 

Donald  C.  Diefendorf,  M.  D. 

Bruce  L.  Baer,  M.  D. 

( Gastroenterology ) 
Douglas  Gordon,  M.  D. 
(Endocrinology) 

UROLOGY 

EYE 

Mortimer  Silvey,  M.  D. 

George  H.  Jones,  M.  D. 

KENNETH  A.  RITTER,  M.  D. 

DR.  IRVING  A.  LEVIN 

JOHN  L.  WINKLER,  M.  D. 

ANORECTAL  AND  COLON  DISEASES 

Psychiatry  and  Neurology 

3432  Prytania  Street  TW.  5-2043 

New  Orleans,  La. 

8211  Apricot  Street  New  Orleans 

UN  1-7551  By  Appointment 

CHARLES  I.  BLACK,  M.D. 

FREDERIC  W.  BREWER,  M.  D. 

DISEASES  OF  THE  SKIN 

PRACTICE  LIMITED  TO  PSYCHIATRY 

3369  Convention  Street  Dickens  3-2841 

1008  Maison  Blanche  Building 

Baton  Rouge,  Louisiana 

JA  5-4047  By  Appointment 
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PROFESSIONAL  CARDS 


BARRETT  KENNEDY,  M.  D. 


WM.  J.  FERRET,  M.  D. 
(Associate) 

DERMATOLOGY 


V.  MEDD  HENINGTON,  M.  D. 


4522  MAGNOLIA  STREET 


TWinbrook  1-4452 — 1-4453 


Courtesy 

Parking 

Adjacent 
to  Building 


Green  Clinic 


709  South  Vienna  Street 
Surgery 

Marvin  T.  Green,  M.D. 
LaMoyne  C.  Bleich,  M.D. 
Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 

David  M.  Hall,  M.D. 
Pediatrics 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 
Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 


Ruston,  Louisiana 
Radiology 

M.  Ragan  Green,  M.  D. 


Internal  Medicine 
Henry  S.  Roane,  M.D. 
Robert  W.  Sharp,  M.D. 
Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 


The  Sellers  and  Sanders  Clinic 

OPPOSITE  SOUTHERN  BAPTIST  HOSPITAL 

4414  Magnolia  St.  New  Orleans  15,  la. 

Telephone  TW  5-6635 


Obstetrics  & Gynecology 
Thomas  B.  Sellers,  M.  D. 
Simon  V.  Ward,  M.  D. 
Julius  T.  Davis,  Jr.,  M.  D. 
T.  K.  Dampeer,  Jr.,  M.  D. 


General  Surgery 

John  T.  Sanders,  M.  D. 

L.  Terrell  Tyler,  M.  D. 
Internal  Medicine 

Daniel  W.  Hayes,  M.D. 
Lige  B.  Rushing,  Jr.,  M.D. 


Diagnostic  X-ray  and  Laboratory  Facilities 


PHILIP  RONALD  LORIA,  M.  D. 

DISEASES  OF  THE  SKIN 

Dermoplaning  Removal  of  Excessive  Hair 


1104  Maison  Blanche  Bldg.  New  Orleans  16,  La. 

By  Appointment  524-9621 
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PROFESSIONAL  CARDS 


JOHN  C.  HARDIN,  JR. 

D.D.S.,  M.D.,  F.A.C.S. 
Maxillo-Facial  & Oral  Surgery 
(Head  and  Neck  Surgery) 

121  Physicians  & 
Surgeons  Bldg.,  West 
Phone  3-6901  Shreveport,  Louisiana 


DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 
2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  2-0171  Res.:  JA  2-3946 


JAMES  W.  BURKS,  JR.,  M.  D. 
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SURGICAL  PLANING  FOR  COSMETIC  DEFECTS 
FACILITIES  FOR  REMOVAL  OF  SUPERFLUOUS  HAIR 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La.  529-3322 


DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg.  523-3216 


DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  P*re  Marquette  Bldg.  JA  2-0202 


DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
TWinbreek  5-4541 


DR.  EUGENE  L.  WENK 
GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
JAckson  2-7697  By  Appointment 


THE  OWENS-MEADE  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  St.  New  Orleans  13,  La. 

Telephone:  JAckson  2-0106 
After  Hours  — Call  Doctors’  Exchange  WH  6-4141 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
JA.  5-0873  By  Appointment 


j.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-4481 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

444  So.  Ryan  Street  Lake  Charles,  La. 

Phone  HE  3-4361 


Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


LEWELL  C.  BUTLER,  JR.,  M.  D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Phone  3-9671 

211-213  Physicians  and  Surgeons  Building  West 
803  Jordan  Street  Shreveport,  Louisiana 


DR.  HARRY  ZOLLER 

HEARING  AND  DEAFNESS 
DISEASES  AND  SURGERY  OF  THE  EAR 

1109  Pere  Marquette  Building 
JA.  5-2535  By  Appointment 
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The  Cancer  Commission  oF  the  Louisiana  State  Medical  Society 


In  1961,  you,  the  nation’s  physicians,  will  diagnose 
an  estimated  70,000  cases  of  cancer  of  the  colon  and  rectum. 

Although  potentially  this  is  a highly  curable  cancer, 
each  year  more  than  two  thirds  of  such  patients 
die  of  the  disease.  Thousands  arc  lost  needlessly. 
They  could  be  saved  by  proper  medical  treatment  of  the  disease, 
found  by  annual  examination,  in  its  presymptomatic 
and  most  curable  stage.  The  regular  health  checkup 
and  alertness  to  first  symptoms  arc  great  life-savers. 

To  help  bring  such  patients  to  you  in  time, 
the  American  Cancer  Society  has  developed 
a forceful,  comprehensive  public  education 
program  on  cancer  of  the  colon  and  rectum. 
The  Society’s  newest  film.  Life  Story 
dramatizes  for  the  public  the  importance 
of  the  inclusion  of  digital  and 

PROCTOSCOPIC 
EXAMINATIONS 
IN  THE  ANNUAL 
HEALTH  CHECKUP. 

In  this,  as  in  the  preparation  of  all 
of  its  life-saving  educational  materials, 
the  Society  is  aided  by  the  best  medical 
and  lay  experts  available. 
The  physician  and  the  layman 
1 the  American  Cancer  Society 
are  truly  partners  for  life. 


AMERICAN 

CANCER 

SOCIETY 


Louisiana  Division,  Inc. 

822  Perdido  Street  New  Orleans  12,  La. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D.,  President 


earlier  detection  of  peripheral  vascular  disease 
key  to  improved  therapeutic  response 

In  practically  all  peripheral  vascular  disease  cases  where  marked 
occlusion  with  severe  ulceration  or  frank  gangrene  has  not  de- 
veloped, patients  can  be  assured  that  excellent  treatment  is  avail- 
able and  many  symptoms  can  be  relieved^  Routine  palpation  of 
peripheral  pulses-  and  performance  of  clinical  tests  for  peripheral 
arterial  disease^  will  help  earlier  diagnosis.  Consequently  treat- 
ment can  be  instituted  sooner,  improving  likelihood  of  a favorable 
response  to  therapy. 


wz^©  ® E)  D ru/iMiyi 


Isoxsuprinc  hydrochloride,  Mead  Johnson 


myo-  -vascular  relaxant 


increases  deep  peripheral  circulation  by  direct  action 
...without  troublesome  side  effects 


VasodIlan’s  record  of  safety  and  effectiveness  in  the  management  of  periph- 
eral vascular  disease  has  been  established  clinically. Clarkson  and  Le  Pere 
report:  With  strictly  a clinical  office  approach,  isoxsuprine  [VasodIlan]  was 
used  in  the  treatment  of  100  patients  with  peripheral  vascular  disorders.  Defi- 
nite clinical  improvement  was  obtained  in  89  per  cent  of  these  patients.”®  They 
further  state:  “In  particular,  the  symptoms  of  pain,  cramping,  numbness,  and 
cold  were  consistently  relieved.”® 


Contraindications  — There  are  no  known  contra- 
indications to  oral  administration  of  VasouIlan 
in  recommended  doses. 

Cai(<io?!.s  — VasodIlan  should  not  be  Riven  immedi- 
ately postpartum  or  in  the  presence  of  arterial 
bleediiiR.  Parenteral  administration  is  not  rec- 
ommended in  the  presence  of  hypotension  or 
tachycardia.  Intravenous  administration  is  not 
recommended  because  of  the  increased  likelihood 
of  side  effects. 

Side  effects  — I'ew  side  effects  occur  when  Riven  in 
recommended  doses.  Occasional  palpitation  and 
dizziness  can  usually  be  controlled  by  dosaRe  ad- 
justment. SinRle  intramuscular  doses  of  10  niR.  or 
more  may  result  in  hypotension  or  tachycardia. 
Dosage  and  administration  — Ora] — 10  to  20  niR. 
(1  to  2 tablets)  t.i.d.  or  q.i.d.;  I.M.  — 5 to  10  mg. 
b.i.d.  or  t.i.d. 


Supplied  — 10  niR.  tablets,  bottles  of  100;  2 cc.  am- 
puls (5  niR./cc.)  for  intramuscular  use,  boxes  of  6. 
For  complete  details  on  indications,  dosage^  ad- 
ministration and  clinical  background  of  VasodIlan, 
see  the  brochure  of  this  product  available  on  request 
from  Mead  Johnson  Laboratories,  Evansville  21, 
Indiana. 

Deferences : (1)  Lieberman,  J.  S.:  GP  2f:1.33-143 
(March)  1900.  (2)  DeWeese,  J.  A.:  New  England  J. 
Med.  2C.':12M-1217  (June  10)  1900.  (3)  Winsor,  T: 
Peripheral  Vascular  Diseases:  An  Objective  Ap- 
proach, Springfield,  Illinois,  Charles  C Thomas, 
19.")9,  pp.  457--P)8.  (4)  Kaindl,  K;  Samuels,  S.  S.; 
Selman,  I).,  and  Shaftel,  II.:  Angiology  70:185-192 
(Aug.)  19.')9.  (5)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M.: 
Angiology  //:190-192  (June)  1900.  (0)  Samuels, 
S.  S.,  and  Shaftel,  H.  E.:  J.A.M.A.  77:142-145 
(Sept.  12)  1959. 


Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 
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what  does 
high  "ABA” 
mean  to  you? 


RUG  23  19B1 

NEW  YORK  ACADEMY 

OF  MEDICINE 


'i 


High  serum  levels  of  antibacterial  activity  mean  fewer  treat- 
ment failures  in  severe  infections  or  in  infections  only  mar- 
ginally sensitive  to  penicillin.  In  other  words,  high  “ABA”  ^ 
means  . . . 


consistently  dependable  clinical  results 

V-CILLIN 

(penicillin  V potassium,  Lilly) 


produces  antibacterial  activity  in  the  serum  against  penicillin- 
sensitive  pathogens  which  is  unsurpassed  by  any  other  form  of 
oral  penicillin  and  is  less  affected  by  the  presence  of  food  in  the 
stomach. 

JVow  at  lower  cost  to  your  patient 

133262  _ . 


I 


Second  Class  Mall  Privileges  Authorized  at  New  Orleans,  Louisiana 


BACK  TO  SCHOOL 

This  September  as  each  6-year  old  starts  school  for 
the  first  time  he  or  she  will  be  required  under  Louisiana 
law  to  present  an  official  copy  of  his  or  her  birth  certifi- 
cate. Parents  should  be  attending  to  this  in  order  to  avoid 
the  "last  minute  rush”.  Copies  of  birth  certificates  can 
be  obtained  from  the  City  of  New  Orleans  Health  De- 
partment if  born  in  Orleans  Parish,  or  the  local  health 
unit  in  the  parish  of  birth.  However,  children  born  out- 
side of  Orleans  Parish,  but  now  residing  in  New  Orleans, 
can  obtain  copies  from  the  State  Board  of  Health,  Room 
508,  State  Office  Building,  325  Loyola  Avenue,  New 
Orleans. 

"Back  to  School”  time  is  also  immunization  time. 
Before  entering  school  each  child  should  be  actively  im- 
munized against  diphtheria,  pertussis,  tetanus,  smallpox, 
and  poliomyelitis. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D. 

President 


I 

I, 


I)  K I N K 


lomio  UNOtR  auTmORiTT  Of  the  COCa  COU  company  IV 


THE  LOUISIANA  COCA-COLA  BOTTLING  CO.,  LTD. 


Prescription  Headquarters  Since  1905 


FOR  RENT 

5252  Plank  Road 
Baton  Rouge,  La. 

Air-conditioned  doctor’s  office  across  from 
Delmont  Shopping  Center  consisting  of 
waiting  room,  rest  room  and  7 other  rooms, 
two  having  been  used  as  a laboratory  and 
dark  room — particularly  suitable  for  Gen- 
eral Practitioner  or  GP  and  Pediatrician. 

Write  or  Call 

ALBERT  H.  LeBLANC 
3618  St.  Gerard  Ave.,  Baton  Rouge 
Phone;  £L  5-3066 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

147  South  Liberty  St. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 
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How  to  use 


He  needs  his  muscles  working  properly— 
when  they  aren^t,  he  needs 

Traneopal 


IhineoD'dl^ 

Brand  of  chlormezonone  * 


in 

musculoskeletal 

‘^splinting’’ 


Although  “splinting”  of  a joint  by 
skeletal  muscle  spasm  is  often  pro- 
tective, it  can  go  too  far  or  continue 
too  long.  Then  spasm,  pain  and  dis- 
use may  lead  to  wasting. 

When  you  prescribe  Trancopal, 
you  can  prevent  “oversplinting.” 
Trancopal  will  relax  the  spasm,  ease 
the  pain  and  get  the  muscle  work- 
ing again.  Relaxation  generally  be- 
gins within  half  an  hour,  and  the 
effects  of  one  tablet  last  from  four  to 
six  hours. 

In  addition  to  relaxing  the  muscle, 
Trancopal  will  mildly  tranquilize 
the  patient,  reducing  the  restless- 
ness and  irritability  that  so  often 
accompany  discomfort.  With  Tran- 
copal, the  patient  can  soon  start 
purposeful  exercise  and  physical 
therapy. 

Trancopal  has  been  found  very 
effective  in  the  treatment  of  pa- 
tients with  low  back  pain  (lum- 
bago), neck  pain  (torticollis),  bur- 
sitis, fibrositis,  myositis,  ankle  sprain, 
tennis  elbow,  osteoarthritis,  rheu- 
matoid arthritis,  disc  syndrome  and 
postoperative  muscle  spasm.  Tran- 
copal is  available  in  200  mg.  Caplets'* 
(green  colored,  scored)  and  in  100 
mg.  Caplets  (peach  colored,  scored), 
bottles  of  100. 

DoiUge:  Adults,  1 Caplet  (200mg. ) 
three  or  lour  times  daily;  children 
(5  to  12  years),  from  50  to  100  mg. 
three  or  four  times  daily. 


UBORATORIES 

New  York  18, N Y. 


I9»1M 
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one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  nutritionally  metabolically  mentally 


Each  dry-filled  capsule  contains:  Ethinyl 
Estradiol.  0.0 1 mg.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate,  2.5  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  500  U.S.P.  Units  • Vitamin 
Bi2  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi).  5 mg.  • Riboflavin 


(B2),  5 mg.  • Niacinamide,  15  mg.  • Pyri- 
do.xine  HCl  (Be),  0.5  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  mg. 
• Inositol,  25  mg.  ♦ Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  50  mg.  • 1-Lysine  Mono- 
hydrochloride.  25  mg.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 
Rutin,  12.5  mg.  • F'errous  Fumarate  (Ele- 


mental iron,  10  mg.),  30.4  mg.  • Iodine 
(as  KI),  0.1  mg.  • Calcium  (as  CaHPOi), 
35  mg.  • Phosphorus  (as  CaHP04),  27  mg. 
• Fluorine  (as  CaF2),  0.1  mg.  • Copper  (as 
CuO),  1 mg.  • Potassium  (as  K2SO4),  5 
mg.  • Manganese  (as  Mn02),  1 mg.  • Zinc 
(as  ZnO),  0.5  mg.  • Magnesium  (MgO),  1 
mg.  Supply:  Bottles  of  100  and  1,000. 
REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS.  DOSAGE,  PRECAUTIONS  AND  CONTRAINDICATIONS 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPARTMENT. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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looms  large  in  the  life  of  your  patient 


BENADRYL  Hydrochloride  (diphenhydramine  hydrochloride,  Parke-Davis)  is  available 
in  a variety  of  forms  including:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.;  Emplets® 
(enteric-coated  tablets)  of  50  mg.;  in  aqueous  solutions-.  1-cc.  Ampoules,  50  mg.  per 
cc.;  10-  and  30-cc.  Steri-Vials,®  10  mg.  per  cc.;  Elixir,  10  mg.  per  4 cc.;  2%  Ointment 
(water-miscible  base);  Kapseals  of  50  mg.  BENADRYL  Hydrochloride  with  25  mg. 
ephedrine  sulfate.  Precautions:  Avoid  subcutaneous  or  perivascular  injection.  Single 
parenteral  dosage  greater  than  100  mg.  should  be  avoided,  particularly  in  hyperten- 
sion and  cardiac  disease.  Products  containing  BENADRYL  should  be  used  cautiously 
with  hypnotics  or  other  sedatives;  if  atropine-like  effects  are  undesirable;  or  if  the 
patient  engages  in  activities  requiring  alertness  or  rapid,  accurate  response. 
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relieves  the  symptoms  of  seasonal  allergy 

What  may  be  insignificant  undergrowth  to  some,  can  seem  to  engulf 
others  who  suffer  from  weed-pollen  allergy.  For  such  patients,  benadryl 
provides  a twofold  therapeutic  approach  to  the  management  of  distress- 
ing symptoms. 

antihistaminic  action  A potent  antihistaminic,  benadryl  breaks 
the  cycle  of  allergic  response,  thereby  relieving  nasal  congestion,  sneez- 
ing, lacrimation,  and  pruritus. 


antispasmodic  action  Because  of  its  inherent  atropine-like  prop- 
erties, BENADRYL  affords  Concurrent  relief  of 
bronchial  and  gastrointestinal  spasm. 


PARKE-DAVIS 


PAKKt.  DAVIS  A COMPANY,  Otirall  37,  MIchIgtn 


BENADRYL 


antihistaminic-antispasmodic 


CUTS  MOST 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  new.spaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes! 


So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  process  at  the  P.  Lorillard  factory  compre.s.ses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

’’i’hat’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

01961  P LORILLARD  CO 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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It  takes  so  little  to  trigger  an  asthmatic  attack... 


it  takes  so  little  MOR€  to  control  it... 
the  simple  addition  to  your  classic  anti- 

asthmatic therapy  increases  therapeutic  success  even  in 

riiffiPIlIt  n^tiPntQ  MARAX  tablet  contains:  ATARAX'S'  (hydroxyzine  HCI)  10  mg.-an 

U 1 1 1 1 UUI I pel  UCI 1 1 V antihistaminic  tranquilizer  beneficial  in  bronchial  asthma  and  allergy.* 

Ephedrine  sulfate  25  mg.-tc  reduce  congestion.  Theophylline  130  mg. 
-for  bronchospasmolysis. 


“Superiority  of  [MARAX]  seems  attributable  to  the  inclusion  in  it  of  hydroxyzine  in  place  of  the  conventional 
barbiturates.’’*  In  a series  of  patients  generally  refractory  to  the  usual  antiasthmatics,  and  who  required 
steroids  in  order  to  obtain  temporary  relief,  70%  showed  good  to  excellent  symptomatic  relief  with  MARAX. 
Patients  “...slept  more  comfortably  and  breathed  more  easily.  The  characteristic  asthma  wheeze  was  either 
markedly  reduced  or  entirely  relieved.’’* 


If  your  asthma  patients  do  not  respond  to  standard  therapy,  they  may  need  the  “little  MORE"  that 
MARAX  offers. 


Usual  adult  dosage:  One  tablet  2 
to  4 times  daily.  Full  prescription 
information  on  request.  Supplied: 
Bottles  of  100  light  blue,  scored 
tablets.  Prescription  only. 
References:  1.  Santos,  I.  M.  H.,  and 
Unger,  L.:  Ann.  Allergy  18:172  (Feb.) 
1960.  2.  Charlton,  J.  D.:  Ann.  Al- 
lergy, In  press.  3.  Shaftel,  H.  E.: 
Clin.  Med.  7:1841  (Sept.)  1960. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


August,  1961 — \’ol.  113,  No.  8 


7 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 

I simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown  dangers 
of  “new  and  different”  drugs 

Q does  not  produce  ataxia,  stimulate  the 

^ appetite  or  alter  sexual  function 

3 no  cumulative  effects  in  long-term  therapy 

A does  not  produce  depression,  Parkinson-like 

^ symptoms,  jaundice  or  agranulocytosis 

^ does  not  muddle  the  mind  or  affect 
normal  behavior 


Usuol  dotage:  One  or  two  400  mg.  tablets  t.I.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  os  MEPROTABS*— 400  mg. 

unmoriced,  cootcd  toblets;  and  in  sustoined-refeose 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
(contoining  respectively  400  mg.  and  200  mg.  moprobamoto). 

*TftADE-MARK 

WALLACE  LABORATORIES /Cra«6iny,M/. 

CM*4rS0 


Miltowir 

meprobamate  (Wallace! 
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Saunders 


Cherniack  and  Cherniack— 
Respiration  in  Health  and  Disease 


A New  Book  ! This  fresh  and  unconventional  ap- 
proach to  the  understandinf;  of  respiratory  disorders 
bridges  the  gap  between  the  technical  treatises  on 
Pulmonary  Physiology  and  the  purely  descriptive  text- 
books of  Respiratory  Diseases.  It  explains  the  mecha- 
nisms by  which  pathologic  processes  produce  clinical 
findings.  The  authors  first  provide  you  with  a sound 
understanding  of  the  normal  functioning  of  the  respira- 
tory system,  and  then  build  on  this  base  an  explanation 
of  important  types  of  respiratory  disorder,  the  mech- 
anism of  development  of  each  type  of  disorder,  and  the 
way  in  which  such  disorders  produce  symptoms  and 


A New  Book  ! This  highly  authoritative  presentation 
is  devoted  solely  to  the  cervix  uteri  and  its  diseases. 
Special  attention  has  been  directed  to  diagnosis,  clinical 
manifestations,  and  both  medical  and  surgical  treat- 
ment. A richly  illustrated  introductory  section  empha- 
sizes clinical  implications  and  applications  of  anatomy, 
embryology  and  physiology.  Diagnostic  procedures  are 
illustrated  and  meticulously  described.  Dr.  Fluhmann 
explains  techniques  of  office  examination,  cytologic 
study,  analysis  of  cervical  secretions,  the  Shiller  test, 
tissue  biopisies,  colposcopy  and  roentgenographic 
study.  Coverage  of  carcinoma  in  situ  and  of  invasive 


signs.  Throughout  the  text  the  various  explanations  are 
illustrated  by  a series  of  diagrams  and  line  drawings 
which  interpret  the  authors’  ideas  with  remarkable 
clarity.  You'll  find  coverage  of  scores  of  specific  dis- 
eases including:  Bronchial  asthma — Atelectasis — Cysts 
of  the  lung — Pulmonary  hypertension — Pleural  effu- 
sion— Herniation  of  the  mediastinum — Manifestations 
of  diaphragmatic  disease — Respiratory  insufficiency. 

By  Rrcben  N(.  Chf.rniack,  M D.,  Asslilant  Professor  of  NteHirine; 
and  l.ouis  Ciirrniack,  M T)..  Assistant  Professor  of  Medicine. 
Both  at  the  I’niversity  of  Manitoba.  Winnipeg,  Canada.  About  448 
pages,  6"x914",  illustrated.  About  $11.50.  New — JusI  Ready! 


Uteri 

carcinoma  is  exhaustive.  You'll  find  surgical  treatment 
described  and  illustrated  in  precise  detail.  Criteria  for 
making  a choice  between  radiation  and  surgical  nian- 
agenient  is  analyzed  from  every  point  of  view.  The 
final  section  on  The  Cervix  During  Pregnancy  dis- 
cusses the  Ineompetent  Cervix,  .Malignant  Neoplasms 
during  Pregnancy,  Traumatic  Lesions,  etc. 

By  C.  Frederic  Fhihmann.  B .A.,  M D.,  C.M.,  Chief  in  Obstetrics 
and  Gynecolog>',  Presbyterian  Medical  Center.  San  Francisco; 
Clinical  Professor  of  Obstetrics  and  Gynecology,  Stanford  Uniser- 
sitv  School  of  Medicine.  556  pages,  5'/2"xl0",  with  447  illustra- 
tions. About  $12.50.  New — Just  Ready! 


Fluhmann  —The  Cervix 


Tenney  and  Little  — Clinical  Obstetrics 


A New  Book  ! This  sharply  clinical  book  takes  up  24 
problems  which  currently  cause  difficulty  in  the  safe 
delivery  of  mother  and  child.  Based  on  the  present 
viewpoints  and  plans  of  management  in  effect  at  the 
Boston  City  Hospital  and  the  Boston  Lying-in  Hospital, 
it  reflects  the  authors’  own  extensive  experience  in 
handling  some  of  the  most  difficult  and  controversial 
situations  in  clinical  obstetrics.  You'll  find  full  coverage 
of  such  timely  problems  as:  Heart  disease  in  pregnancy 
— Urinary  tract  infections — Blood  incompatibilities — 
Pelvic  tumors  in  pregnancy — Abortion — Tubal  preg- 
nancy— Cesarian  section — Analgesia  and  Anesthesia — 
Prolonged  labor — Abnormal  presentations — The  use 


of  low  forceps  and  episiotomy — Prematurity — etc.  In 
each  discussion  the  authors  first  present  the  essential 
features  of  the  problem  itself,  with  indications  as  to  its 
frequency  and  importance.  They  then  go  on  to  describe 
the  clinical  aspects  of  the  condition  with  rich  detail  on 
recognition,  diagnosis,  differential  diagnosis,  manage- 
ment and  prognosb. 

By  Benjamin  Tenney,  M.D.,  Director,  Department  of  Obstetrics 
and  Gynecology.  Boston  City  Hospital;  Clinical  Professor  of  Ob- 
stetrics. Harsard  Medical  School;  and  Brian  Little.  M.D..  Boston 
Lying-in  Hospital;  Instructor  in  Obstetrics,  Harvard  Medical 
School.  .About  500  pages,  6'/2"x9%",  with  100  illustrations.  About 
$9.00.  New — Ready  in  September! 


Order  from  W.B.  SAUNDERS  COMPANY  smg-i 

West  Washington  Square,  Philadelphia  5 

Please  send  and  charge  my  account; 

□ Cherniacks’  Respiration  in  Health  and  Disease,  about  $11.50 

□ Fluhmann’s  The  Cervix  Uteri,  about  $12.50 

□ Tenney  & Little’s  Clinical  Obstetrics,  about  $9.00 

Name 

Address 
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Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  . . . all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  level.s — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
a.ssure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 

Linoleic  acid  glycerides  (poly  unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3  0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand,  where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 
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USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  210  Baronne  St.,  New  Orleans  12,  La. 

Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients. 


DR- 


ADDRESS- 
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-ZONE- 


-STATE- 


After  1 0 weeks 
of  therapy - 
a clear  skin, 
a new  personality, 
a new  world  of 
fun  and  laughter 

pHisoHex,  used  as  a daily,  exclusive 
wash,  enhances  any  treatment  for 
acne.  Because  it  contains  3 per  cent 
hexachlorophene,  it  supplies  continuous 
antibacterial  action  to  help  combat 
the  infection  factor.  pHisoHex 
cleanses  better  than  soap  because 
it  is  40  per  cent  more  surface-active. 

Used  together,  pHisoHex  and  new 
keratolytic  pHisoAc  Cream  provide 
basic  complementary  topical  therapy 
for  patients  with  acne  — to  unplug 
follicles  and  to  help  prevent 
comedones,  pustules  and  scarring. 

New  pHisoAc  Cream  dries,  peels  and 
helps  degerm  the  skin;  flesh-toned,  it 
tends  to  hide  acne  lesions  as  they  heal. 
pHisoHex,  in  unbreakable  squeeze 
bottles  of  5 oz.  and  new  plastic  bottles 
of  1 pint;  pHisoAc  in  I1/2  oz.  tubes. 

pHisoHcx  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 

LABORATORIES 
New  York  18,  N.Y. 


CLINICAL  PHOTOGRAPHS 


Acne  vulgaris  before  treatment 


For  treatment  at  home,  this  patient 
washed  her  face  daily  with  pHisoHex 
and  kept  pHisoAc  on  her  face  twenty- 
four  hours  a day. 

Nine  office  treatments  consisted  of 
mechanical  removal  of  blackheads  and 
applications  of  carbon  dioxide  slush. 
No  other  medication  was  given. 


After  10  weeks  of  therapy 
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THESE  57,000 
PEOPLE  IN 
LOUISIANA  NEED 
MEDICAL  HELP 


Heart  disease,  cancer,  mental  illnoss  — everyone  knows 
the  nation’s  three  major  medical  pioblems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Louisiana  there  are  at  least  57,000  alcoholics.  These 
\ people  need  medical  help.  No  one  is  in  a better  posi- 
I tion  to  initiate  and  supervise  a program  of  rehabilita- 
I tion  than  the  physician  who  enjoys  the  confidence  of 
I the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  ORINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period.  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 


LIBRIUM®  Hydrochloride  — 7-chloro-2 • methylammo • 
5-phenyl-3H- 1.4  benzodiazepine  4-o»ide  h/drcchlonde 

Division  ol  Holfmann-La  Roche  Inc. 
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A glass  of  beer 
can  add  zest  to  a 
patient's  diet 

Protein.  0.8  gm; 
Calories  104/8  oz.  glass 
(Average  of  American  Beers) 


How  to  help  your  patient  stick  to  a 
high  protein  diet 


Ihe  secret  ingredient  in  a successful  diet  is  acceptance. 
And  a diet  that  offers  as  many  and  such  appetizing  foods 
as  this  is  sure  to  win  the  approval  and  continued  interest 
of  your  patient ! A fluffy  omelette  filled  with  frankfurters 
cut  into  thin  slices  is  a delicious  source  of  protein,  as  are 
ground  meat  and  flaked  fish.  Cottage  cheese  makes  a 
flavorful  side  dish  or  satisfying  filling  for  dark  bread 
sandwiches.  Hot  weather  suppers  call  for  mixed  green 
salad  topped  with  meat  and  cheese  slices  . . . followed 
by  a bowl  piled  high  with  chilled  fruit  of  the  season. 


Diet  patients  welcome  varied  fare  like  this. 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  11  other  diet  menus,  write  us  at  036  Fifth  Avenue,  N Y.  17,  N.Y. 
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HOW 


DILODERH 


HELPS  TOUR 


PATIENT  WITH  LESIONS  RESPONSIVE  TO  TOPICAL  STEROIDS 


— rapidly  relieves  itch  and  burning 

spares  embarrassment—  '. 

inflammation  quickly 

ftccclsr&tss  approx. 

imate  skin’s  acid  mantle,  helps  restore  normal  pH 


lets  him  sleep 


saves  money 

overmedication 


“measured-dose”  valve  prevents  waste, 


available  in  variety  of  forms 


— meets  differing  patient  needs  — Foam,  Aerosol  or  Cream 


DILODERM 

dichlorisone  acetate 

all  forms  also  available  with  neomycin  to  combat  infection 


Now  available,  NEW 
15  Gm.  economy-size 
tube  of  Diloderm  or 
Neo-Diloderm  Cream 


Available  with  or  without  neomycin:  Foam  Aerosol,  10  Gm.  dispenser,  18.75  mg.  dichlorisone  acetate  or  18.75  mg.  dichlori- 
sone acetate  with  37.5  mg.  neomycin  sulfate  (equivalent  to  26.25  mg.  neomycin  base);  Aerosol,  50  Gm.  container,  8.33  mg. 
dichlorisone  acetate  or  8.33  mg.  dichlorisone  acetate  with  16.6  mg.  neomycin  sulfate;  Cream,  5 Gm.  tube,  2.5  mg./Gm. 
dichlorisone  acetate  or  2.5  mg./Gm.  dichlorisone  acetate  with  5 mg./Gm.  neomycin  sulfate  (equivalent  to  3.5  mg./Gm. 
neomycin  base). 

For  complete  details,  consult  latest  Schering  literature  available  from  your  Schering  Representative  or  Medical  Services 
Department,  Schering  Corporation,  Bloomfield,  N.  J. 
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■ See 

both  blood  picture 

and  patient  respond  to 

TRINSICOr 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable  of 
producing  in  ten  days  an  fib  and  RBC  re- 
sponse comparable  to  that  obtained  after  a 
transfusion  of  one  pint  of  whole  blood.  For 
potent,  complete  anemia  therapy,  prescribe 
'Frinsicon  . . . just  2 a day  for  all  treatable  anemias. 

Two  Pulvules  d'rinsicon  (daily  dose)  provide: 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor)  ....  300  mg. 

Vitamin  B12  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral) 

Col)alamin  Ckmcentrate,  N.F.,  equivalent 

to  Cobalamin 15  meg. 

( riic  above  three  ingredients  are  clinically  equiva- 
lent to  1 N.l''.  units  of  Al’.A  potency.) 

Ferrous  .Sttifate,  .'\nliydrotis 600  mg. 

(K()ual  to  over  1 tint.  Kerrous  .Sulfate,  U.S.P.) 

Ascorbic  Acitl  (X’itamin  C) 150  mg. 

Folic  .\cid 2 mg. 
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Uroloijric  Diaijiiosis  in  (xeiieral  Practice^ 

r'  “ 

• In  general  practice,  as  well  as  in  urology,  the  problems  of  diag- 
nosis are  greatly  simplified  by  adherence  to  a routine  plan  of  investi- 
gation. A complete  urologic  investigation  has  been  reduced  to  nine 
successive  steps,  which,  if  carefully  followed,  will  avoid  the  pitfalls  and 
errors  which  can  so  easily  occur  in  the  management  of  urologic  pa- 
tients. The  practical  application  of  this  plan  is  presented  in  detail. 


■pvOCTOR  John  Chalmers  Da  Costa  once 
said,  “Each  one  of  us,  however  old, 
is  still  an  undergraduate  in  the  school  of 
experience.  When  a man  thinks  he  has 
graduated,  he  becomes  a public  menace”. 

The  founders  of  the  New  Orleans  Grad- 
uate Medical  Assembly  must  have  heark- 
ened to  his  words.  The  excellent  attend- 
ance at  these  meetings  bespeaks  the  same 
spirit. 

Diagnostic  failures  in  urology,  by  both 
the  specialist  and  the  general  practitioner, 
are  almost  always  due  to  failure  to  follow 
an  orderly  plan  of  investigation.  A com- 
plete urological  investigation  involves  the 
carrying  out  in  logical  sequence  of  nine 
successive  steps  which  do  not  permit  short 
cuts  or  omissions.  Any  general  practi- 


* Presented  at  the  24th  Annual  Meeting  of  the 
New  Orleans  Graduate  Medical  Assembly,  March 
7,  1961,  New  Orleans. 

t Assistant  Clinical  Professor  of  Urology,  Uni- 
versity of  California  School  of  Medicine;  Chief, 
Department  of  Urology,  Southern  Pacific  Gen- 
eral Hospital  and  St.  Joseph’s  Hospital,  San 
Francisco. 


THOMAS  E.  GIHSON,  M.  D.f 
San  Francisco 

tioner  can  carry  out  these  basic  steps  in 
his  own  office  and  can  thereby  make  an 
accurate  diagnosis  in  over  ninety  per  cent 
of  cases  presenting  symptoms  referable 
to  disease  of  the  urogenital  tract.  By  ad- 
hering to  this  specific  routine  the  physi- 
cian will  avoid  omitting  any  of  the  vital 
steps,  and  also  avoid  pitfalls  and  commis- 
sion of  errors  that  arise  when  they  are  not 
carried  out  in  proper  sequence. 

The  practical  application  of  this  plan 
is  herewith  presented  in  detail: 

Outline  of  Routine  Plan  of  Complete 
Urological  Investigation 
1.  First  Step.  History — with  emphasis 
on  urological  features.  Symptomatology 
should  be  considered  under  three  head- 
ings: 

(a)  General — such  as  chills,  malaise, 
loss  of  weight,  G.  I.  disturbance,  rheu- 
matic symptoms,  etc. 

(b)  Urinary  — frequency,  burning, 
pain,  polyuria,  nocturia,  urgency,  polla- 
kiuria,  hematuria,  pyuria,  calcuria,  drib- 
bling, difficulty  in  starting  stream,  at- 
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tacks  of  retention ; diminution  of  force, 
forking  of  stream,  incontinence,  renal 
and  ureteral  colic. 

(c)  Sexual  — impotence,  premature 
ejaculation,  painful  ejaculation,  chordee, 
hemospermia,  diminished  sexual  power, 
incomplete  erection,  priapism,  urethral 
discharge,  a.m.  drop,  swelling,  aching  or 
pain  in  testicles,  groins,  perineum  or 
rectum. 

2.  Second  step.  General  physical  ex- 
amination. 

Not  always  in  uncomplicated  venereal 
infections,  but  of  great  importance  in 
other  urological  conditions. 

3.  Third  Step.  Kidney  Palpation. 
Fullness  in  loin  or  costovertebral 

angle. 

Murphy’s  maneuver  to  elicit  kidney 
tenderness. 

1st,  2nd,  3rd  degree  mobility. 

4.  Fourth  Step.  Examination  of  Exter- 
nal Genitalia. 

(a)  Anomalies 

(b)  Urethral  meatus 

(c)  Penis  (prepuce,  glans,  shaft) 

(d)  Venereal  infections  (discharge, 
ulcers)  (if  discharge:  methylene  blue 
stain  to  rule  out  G.  C.) 

(e)  Scrotal  contents 

(f)  Spermatic  cord 

5.  Fifth  Step.  Examination  of  the 
Urine. 

(a)  Two  glass  test — (roughly  differ- 
entiates lower  and  upper  tract  disease). 

(b)  Routine  analysis  of  second  glass: 

1.  Albumin 

2.  Sugar 

3.  Specific  gravity 

4.  Reaction 

5.  Microscopic  examination  of  sed- 
iment: pus  cells,  red  blood  cells,  or- 
ganisms, casts,  crystals,  epithelial 
cells. 

6.  Urine  culture,  Gram  stain,  acid 
fast  stain,  guinea  pig  inoculation,  etc. 
as  indicated. 

6.  Sixth  Step.  Rectal  Examination. 

(a)  Sphincter  tonus,  fissures,  hemor- 
rhoids, etc. 

(b)  Palpation  of  prostate  and  seminal 
vesicles.  Note  size,  shape,  consistency. 


tenderness,  notch,  median  furrow,  and 
lateral  sulci. 

(c)  Stripping  of  vesicles  and  massag- 
ing of  prostate  with  microscopic  exami- 
nation of  secretion  for  pus  cells,  lecithin 
bodies,  and  motile  sperm. 

7.  Seventh  Step  Total  Renal  Function. 

(a)  Phenolsulphonephthalein  output 
—1  hr.  I.V. 

(b)  Blood  chemistry  when  indicated. 

8.  Eighth  Step.  Roentgenography. 

Plain  plates,  of  kidneys,  ureters  and 

bladder  in  all  cases  with  symptoms  point- 
ing to  upper  tract  involvement,  and  in  all 
cases  of  suspected  malignancy  of  the  pros- 
tate for  evidence  of  metastasis  to  pelvic 
bones  and  lumbar  vertebra.  I.V.  urogra- 
phy when  indicated. 

9.  Ninth  Step.  Cystoscopy. 

(a)  Endoscopy  or  urethroscopy. 

(b)  Cystourethroscopy.  Residual 
urine  determination. 

(c)  Ureteral  catheterization. 

(d)  Separate  urine  collection  and 
studies : 

1 Microscopic  examination. 

2.  Cultures.  Sensitivity  Tests. 

3.  Acid  fast  stains  and  guinea  pig 

inoculation. 

(e)  Differential  I'enal  function 
(phthalein  test). 

(f)  Cysto-uretero-pyelography. 

First  Step.  The  History 
To  stress  the  basic  importance  of  a care- 
ful history  is  superfluous  because  it  is 
fundamental  in  all  medical  school  teach- 
ing. 

The  occurrence  of  actual  chills  must 
be  differentiated  from  chilly  sensations. 
Whenever  fever  occurs  as  a result  of  dis- 
ease in  the  urogenital  tract,  whether  or 
not  accompanied  by  true  chills,  look  for 
its  source  in  the  kidney,  prostate  or  epi- 
didymis. Cystitis  alone  does  not  cause 
fever. 

It  is  important  to  realize  and  evaluate 
the  role  of  gastrointestinal  symptoms  in 
diseases  of  the  urinary  tract.  Their  asso- 
ciation is  common  as  a matter  of  reflex 
disturbance  or  toxic  manifestation.  Ure- 
mia may  produce  anorexia  and  nausea. 
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Often  gastrointestinal  symptoms  occur 
without  any  symptoms  referable  to  the 
urinary  tract.  A personal  case  suffered 
for  four  years  from  attacks  of  nausea, 
vomiting  and  ileus  before  it  was  discov- 
ered that  she  harbored  a small  calculus  in 
her  left  renal  pelvis  which  caused  periodic 
obstruction. 

Careful  inquiry  into  urinary  symptoms 
is  of  vital  impoi'tance.  The  normal  in- 
dividual should  not  have  to  get  up  at 
night  to  void  unless  from  excessive  fluid 
intake  during  the  evening.  For  the  sake 
of  ready  reference  it  is  convenient  to  de- 
note the  number  of  times  a patient  voids 
during  the  night  (nocturia)  and  day  (di- 
uria)  by  the  symbols 

N-O-l 

D-3-4, 

this  being  the  norm. 
Nocturia  should  be  noted  particularly 
since  it  is  usually  the  first  symptom  to 
occur  in  prostatism  (prostatic  obstruc- 
tion). 

A mistake  frequently  made  is  to  treat 
the  symptom  “frequency”  as  evidence  of 
simple  cystitis.  A basic  law  in  urology  is 
that  no  patient  with  frequency  should  be 
treated  with  urinary  antiseptics  for  more 
than  a week  without  the  benefit  of  thor- 
ough urological  investigation.  One  patient 
of  this  type,  whom  I eventually  saw,  had 
been  treated  symptomatically  in  this  fash- 
ion for  a year  and  a half  without  improve- 
ment. A thorough  urological  study  then 
revealed  far  advanced  tuberculosis  of  one 
kidney,  a contracted  tuberculous  bladder, 
and  hydronephrosis  of  the  opposite  kid- 
ney due  to  intramural  constriction  of  the 
ureter. 

Hematuria  is  a most  important  symp- 
tom too  often  neglected,  particularly  if 
transitory.  Painless  hematuria  is  of  far 
greater  import  than  painful  hematuria. 
The  latter,  usually  initial  or  terminal  with 
dysuria  may  indicate  only  an  acute  cys- 
titis or  posterior  urethritis,  whereas  pain- 
less hematuria  is  often  the  only  symptom 
of  a malignant  growth  some  where  in  the 
urinary  tract.  The  treacherous  nature  of 
transitory  or  intermittent  hematuria  must 
be  recognized,  since  tumors  will  sometimes 


bleed  only  once  and  not  again  for  a year 
or  more.  By  that  time  they  may  be  in- 
curable. 

Second  Step,  General  Physical 
Examination 

A complete  physical  examination,  as 
medical  students  are  taught  to  do,  is  es- 
sential in  all  urological  cases  except  the 
obviously  local  conditions  such  as  venereal 
infections  and  minor  local  conditions  in- 
volving the  gentalia.  In  surgical  cases  a 
complete  physical  examination  assumes 
more  importance  in  order  to  discover  sys- 
tematic evidence  of  tuberculosis,  malig- 
nancy, and  other  conditions  which  might 
originate  in  the  urogenital  organs,  or  in- 
volve them  secondarily.  Many  urological 
patients,  particularly  prostatics,  are  geri- 
atric problems  as  well,  so  that  evaluation 
of  cardiovascular  status  is  important. 
Neurological  evaluation  is  sometimes  very 
important.  Occasionally  the  first  symp- 
toms of  neurological  disease  are  those  of 
a neurogenic  bladder.  In  one  patient  whose 
initial  symptom  was  bed-wetting  (enure- 
sis) the  cause  was  found  to  be  C S lues. 

Third  Step.  Kidney  Palpation 

Special  attention  is  given  to  kidney  pal- 
pation. Tenderness  or  fullness  in  the  loin 
or  costovertebral  area  may  be  detected. 
Murphy’s  maneuver  to  elicit  kidney  ten- 
derness is  useful.  This  consists  in  placing 
the  palm  of  the  hand  over  each  kidney 
area  posteriorly  and  giving  it  a thump 
with  the  fist  of  the  other  hand.  In  acute 
kidney  conditions  the  response  of  the  pa- 
tient is  dramatic,  but  it  is  well  to  recog- 
nize its  limitations.  A kidney  may  be  com- 
pletely destroyed  and  devoid  of  all  func- 
tion without  localizing  signs  or  symptoms. 
Even  with  acute  pyelonephritis  and  high 
fever  there  may  be  no  kidney  pain  or 
tenderness. 

One  cannot  be  too  careful  in  assessing 
pain  or  tenderness  in  the  kidney  region. 
Pains  in  the  back,  flank  or  loin  are  often 
difficult  to  diagnose.  The  prodromal  stage 
of  herpes  zoster  can  be  misleading,  as  well 
as  radiculitis  and  orthopedic  conditions. 
The  operation  of  nephropexy  for  nephro- 
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ptosis  has  acquired  a bad  name  because 
too  often  it  has  been  done  for  movable 
kidneys  without  relief  of  symptoms.  It 
should  be  embarrassing  for  the  surgeon 
to  perform  a nehpropexy  and  then  have 
the  patient  return  later  with  the  same 
pain  in  the  back. 

Fourth  Step.  Examination  of  External 
Genitalia 

Errors  in  diagnosis  in  organs  so  exposed 
and  accessible  as  the  male  external  geni- 
talia would  seem  to  offer  little  difficulty, 
yet  there  are  many  pitfalls.  Care,  especi- 
ally in  infants,  should  be  taken  to  rule  out 
congenital  stricture  or  stenosis  of  the  ure- 
thral meatus.  Unrecognized,  this  can  lead 
to  severe  damage  in  a few  years  through 
back  pressure  to  the  whole  urinary  tract. 

Do  not  accept  the  patient’s  statement 
as  to  the  presence  or  absence  of  urethral 
discharge.  Carefully  strip  the  urethra  and 
note  if  any  is  present.  If  pus  cells  are 
found  a stained  smear  should  be  examined 
and  culture  made  when  indicated.  A sim- 
ple methylene  blue  stain  and  microscopic 
examination  with  oil  immersion  lens  is 
ordinarily  sufficient  to  identify  the  gono- 
coccus. Trichomonas  organisms  can  be 
seen  under  low  power  in  a wet  smear 
using  normal  saline. 

All  types  of  ulceration  occur  about  the 
genitals,  and  they  should  all  be  considered 
luetic  until  proved  otherwise.  Syphilis  is 
a great  imitator  and  often  manifests  itself 
in  bizarre  ways  quite  different  from  the 
typical  Hunterian  chancre.  Skin  rashes 
peculiar  to  the  genitalia  are  often  puzzling 
and  their  correct  diagnosis  may  demand 
the  help  of  the  dermatologist.  In  a recent 
case  seen  by  the  author  the  patient  had 
a persistent  rash  involving  his  scrotum 
which  did  not  disappear  with  ordinary 
medication  On  referral  to  a dermatologist 
it  was  found  to  be  secondary  lues.  The 
patient  was  a homosexual  who  had  the 
primary  lesion  on  his  anus. 

The  scrotal  contents  should  be  individu- 
ally isolated  and  carefully  examined.  Too 
many  errors  are  made  in  identifying  the 
painless  swelling  of  the  testicle  which 
turns  out  to  be  a malignant  tumor.  One 


reason,  perhaps,  is  that  they  occur  in 
young  men  usually  between  20  and  40 
years  of  age.  Their  extreme  degree  of 
malignancy  makes  early  diagnosis  most 
important.  Recently,  my  resident  in  rou- 
tinely checking  a patient  found  a small 
area  of  induration  in  one  testicle  which 
had  not  been  noticed  by  the  patient.  Ex- 
ploratory operation  revealed  a seminoma. 
Orchiectomy  was  done  with  a good  prog- 
nosis because  of  early  recognition.  Tu- 
mors usually,  but  not  always,  cannot  be 
transilluminated,  while  the  opposite  is 
true  for  hydroceles  and  spermatoceles. 
While  malignancies  usually  arise  in  the 
testis,  in  the  exceptional  case  they  may 
arise  in  the  epididymis  or  spermatic  cord. 
Inflammatory  conditions  may  or  may  not 
be  painful,  and,  if  tuberculous,  may  not 
subside.  A useful  urological  axiom  is:  if 
a scrotal  mass  does  not  subside  spontane- 
ously within  a period  of  two  to  four  weeks 
it  should  be  explored.  In  other  words,  in 
case  of  doubt,  operate.  Torsion  of  the 
testicle  occurs  in  the  very  young,  and 
should  be  promptly  differentiated  from 
acute  epididymitis  or  orchitis,  because 
only  prompt  surgical  intervention  will 
save  the  testicle.  In  the  female  a vaginal 
and  pelvic  examination  should  be  included 
at  this  stage. 

Fifth  Step.  Examination  of  the  Urine 

In  my  opinion,  it  is  a grievous  error  for 
any  doctor  to  send  a urine  specimen  to  a 
laboratory  for  routine  analysis  instead 
of  doing  it  himself.  Conical  sedimentation 
glasses,  which  can  be  obtained  in  most 
any  liquor  store  as  beer  glasses  for  about 
35  cents  a piece,  should  be  an  integral 
part  of  every  general  practitioner’s  office 
set-up. 

The  patient  should  be  instructed  to  void 
in  the  two  glasses.  This  is  a simple  and 
useful  test  which  roughly  differentiates 
upper  and  lower  urinary  tract  disease 
For  example,  if  the  first  glass  is  cloudy 
with  pus  cells  or  other  elements,  and  the 
second  is  clear,  it  is  probable  that  one 
is  dealing  with  lower  tract  disease.  As  a 
rule,  the  second  glass  is  used  for  routine 
analysis  because  it  will  be  uncontaminated 
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by  lower  tract  elements.  The  same  holds 
true  for  the  female.  She  may  void  in  two 
emesis  basins,  or  at  the  time  of  examina- 
tion a direct  catheterized  specimen  may  be 
obtained.  The  urologist  frequently  has 
patients  referred  to  him  for  pyuria  which 
turns  out  to  be  the  result  of  vajrinal  con- 
tamination. 

Sensitive  paper  tests  are  now  available, 
such  as  albustix,  combistix,  testape  and 
nitrazene  paper  which  can  be  performed 
in  less  than  a minute.  The  advantajre  of 
“on  the  spot”  urine  analysis  is  shown  in 
the  determination  of  pH.  The  lab  report 
is  worthless  because  the  urine  is  not  tested 
immediately  and  in  a very  short  time  the 
hydrogen  ion  concentration  changes  to  the 
alkaline  side.  Examination  of  the  centri- 
fuged urine  sediment  in  the  microscope 
should  be  done  by  the  physician  in  his 
office.  He  can  readily  determine  the  pres- 
ence or  absence  of  the  usual  elements,  and 
if  desired,  make  methylene  blue  or  Gram 
stains  for  organisms  and  cellular  struc- 
tures. It  is  a surprising  fact  that  tumor 
cells  may  be  often  identified,  or  at  least 
suspected,  by  simple  methylene  blue  stain 
and  study  of  cell  morphology. 

After  the  physician  has  carried  out  his 
own  urine  studies  he  may  then  see  fit  to 
send  the  sterile  specimens  to  the  labora- 
tory for  more  detailed  studies,  such  as 
special  stains,  cultures,  and  sensitivity 
tests.  The  specimen  may  be  collected  from 
the  patient  from  midstream  voiding,  or 
aseptic  catheterization,  in  a sterile  bottle 
or  test  tube  and  taken  immediately  to  the 
laboratory. 

It  is  important  for  the  physician  to  re- 
member that  normal  urine  does  not  rule 
out  urinary  ti'act  disease.  A great  variety 
of  conditions  may  exist  with  normal  urine, 
e.g.,  malignancies,  hydronephrosis,  stric- 
tures, trigonitis,  polyps,  Hunner  ulcer  or 
interstitial  cystitis,  and  bladder  neck  ob- 
structions such  as  benign  prostatic  hyper- 
trophy, median  bar  and  neurogenic  blad- 
der. The  finding  of  bacteriuria  is  always 
important  because  the  normal  kidney  does 
not  excrete  bacteria.  An  old  burnt  out 
pyelonephritis  may  exist  with  little  or  no 
pyuria  but  bacteria  will  usually  be  found 


in  the  urine.  Sterile  pyuria  should  make 
one  suspicious  of  tuberculosis. 

Sixth  Step.  Rectal  Examination 

There  is  an  old  but  true  saying  that 
many  a diagnosis  has  been  missed  because 
the  physician  failed  to  stick  his  finger  in 
the  rectum.  When  done,  the  examination 
is  too  often  cursory  and  unsatisfactory 
because  of  failure  to  note  the  condition  of 
the  anus,  the  tone  of  the  sphincter  and 
finally  the  condition  of  the  pelvis  itself 
before  examination  of  the  internal  genital 
apparatus.  I recently  asked  one  of  my 
residents  to  do  a rectal  palpation.  On  com- 
pletion of  his  examination  he  told  me 
correctly  of  the  findings  in  the  prostate 
and  seminal  vesicles,  but  he  had  entirely 
missed  feeling  a readily  palpable  carcino- 
ma of  the  rectum  above  this  level.  I am 
sure  he  will  not  in  the  future  make  a 
similar  mistake. 

A certain  amount  of  experience  is  neces- 
ary  in  order  to  recognize  enlargement  of 
the  prostate  and,  especially,  malignancy. 
In  many  cases  the  presence  of  cancer  is 
equivocal  or  unsuspected  so  that  one  can- 
not be  too  careful  in  evaluating  this  con- 
dition, particularly  since  it  is  so  frequent 
in  men  past  fifty  years  of  age  and  in- 
creases with  each  decade  thereafter.  One 
must  depend  in  questionable  cases  on  open 
or  needle  biopsy  for  diagnosis. 

It  is  well  to  remember,  too,  that  the 
prostate  may  feel  normal  in  size,  shape 
and  consistency  on  rectal  palpation  and 
yet  may  be  the  site  of  middle  lobe  hyper- 
trophy, median  bar  formation,  or  chronic 
prostatitis.  Too  often  we  find  the  phy- 
sician reporting  the  prostate  normal  on 
rectal  palpation  without  any  attempt  hav- 
ing been  made  to  massage  the  gland  and 
strip  the  seminal  vesicles  for  secretion  to 
be  examined  under  the  microscope. 

Chronic  prostatitis  is  often  a silent  dis- 
ease existing  as  a latent  focus  of  infection 
which  can  give  rise  to  a variety  of  symp- 
toms both  local  and  referred.  I feel  sure 
that  many  transurethral  resections  are 
being  done  in  certain  sections  of  this  coun- 
try that  could  be  much  better  managed 
by  some  judicious  prostatic  massage  treat- 
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ments,  perhaps  supplemented  in  certain 
cases  by  dilatation  with  sounds  and  an 
occasional  installation  of  weak  silver  ni- 
trate. 

Prostatic  massage  requires  a certain 
training  and  technic  in  order  to  obtain 
secretion  easily  without  trauma,  some- 
thing akin  to  learning  how  to  milk  a cow. 
The  prostate  must  not  be  rubbed.  The  se- 
cretion is  obtained  by  a rolling  motion  of 
the  palmar  surface  of  the  index  finger 
from  the  sides  toward  the  middle.  This  is 
followed  by  stripping  from  above  down- 
wards of  the  seminal  vesicles.  It  is  of 
course  essential  that  the  patient  void  prior 
to  massage  in  order  that  the  secretion 
will  not  be  contaminated  by  purulent  dis- 
charge in  the  urethra. 

Following  these  examinations  one  can 
now  catheterize  the  patient  for  the  deter- 
mination of  residual  urine,  if  bladder  neck 
obstruction  is  suspected  or  must  be  ruled 
out.  Catheterization  can  be  safely  done  if 
ordinary  aseptic  precautions  are  observed 
with  avoidance  of  trauma. 

Seventh  Step.  Total  Renal  Function 

Completion  of  the  sixth  step  ends  the 
investigation  of  the  lower  tract  and  fur- 
ther steps  may  not  need  to  be  carried  out 
if  the  diagnosis  has  now  been  made  and 
the  disease  is  limited  to  this  region.  How- 
ever, many  conditions  exist  which  are 
combined  system  (upper  and  lower  tract) 
disease  so  that  a complete  urological  in- 
vestigation is  usually  indicated,  not  only 
for  the  safety  of  the  patient  but  also  as 
a safeguard  for  the  physician  in  order 
that  he  may  not  get  caught  in  some  un- 
suspected omission. 

Most  urological  studies  should  be  com- 
plete, and  by  a “complete  urological  in- 
vestigation” we  mean  all  nine  steps.  For 
example,  when  completion  of  the  sixth 
step  shows  that  we  are  dealing  with  a 
benign  hypertrophy  of  the  prostate,  is  it 
necessary  to  go  further  with  our  investi- 
gations? The  answer  is  “yes”,  because 
upper  and  lower  urinary  tract  diseases 
are  so  closely  related,  and  one  rarely  ex- 
ists without  involvement  of  the  other.  We 
must  know  the  status  of  the  renal  function 


in  prostatic  obstruction  because  of  pos- 
sible damage  to  the  kidneys  from  back 
pressure.  In  addition,  roentgenological 
and  cystoscopic  examination  should  usu- 
ally be  done  in  order  not  to  overlook  some 
silent  coincidental  lesion  in  the  upper  tract 
of  serious  portent. 

The  seventh  step,  which  is  carried  out 
as  an  introduction  to  the  upper  urinary 
tract,  is  the  determination  of  total  renal 
function.  For  practical  purposes  the  PSP 
test  is  of  the  greatest  value,  and  is  easily 
carried  out  in  any  general  practitioner’s 
office.  It  consists  simply  of  the  intraven- 
ous injection  of  1 cc.  of  phenolsulphoneph- 
thalein  (PSP)  and  collecting  the  urine  one 
hour  later.  The  specimen  is  alkalinized 
with  a few  drops  of  sodium  hydroxide,  15 
per  cent  solution,  and  read  with  a stand- 
ard Dunning  colorimeter.  The  normal  out- 
put for  one  hour  is  approximately  60  per 
cent.  Blood  chemistry  determinations  may 
be  indicated  for  supplementary  informa- 
tion, but  it  must  be  remembered  that  the 
PSP  test  is  a far  more  sensitive  indicator 
of  function.  The  blood  chemistry  in  renal 
impairment  ordinarily  shows  no  elevation 
until  the  PSP  output  drops  to  30  per  cent 
or  less. 

Eighth  Step.  Roentgenography 

Although  a plain  scout  film  (KUB)  may 
be  taken  at  an  earlier  stage,  it  is  usually 
advisable  to  defer  intravenous  urography 
until  after  the  determination  of  renal 
function.  Two  pitfalls  are  thus  avoided : 
If  renal  function  is  poor,  intravenous 
urography  will  be  time  and  money  wasted 
because  the  urinary  tract  will  not  visual- 
ize, and  furthermore  the  dangers  of  toxic 
reaction  inherent  in  this  procedure  are 
magnified  by  the  impairment  of  function. 

Ninth  Step.  (Instrumental)  Cysto.scopy 

The  ninth  and  final  step  in  a complete 
urological  investigation  done  in  an  order- 
ly manner  is  the  instrumental  examina- 
tion as  outlined.  This  is  where  I want  to 
emphasize  an  important  point  with  re- 
spect to  pitfalls  and  erroi’s  in  urologic 
diagnosis.  Too  often,  we  see  a patient 
being  subjected  to  a cystoscopy  before 
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the  crucial  preliminary  eijrht  steps  have 
been  carried  out.  This  disregard  for  or- 
derly investigation  may  get  the  physician 
into  some  very  unenviable  situations.  In 
urology  there  are  no  diagnostic  short  cuts, 
and  one  cannot  jump  at  conclusions  in  the 
study  of  urologic  patients  without  getting 
into  dilemmas  which  may  prove  embar- 
rassing to  the  doctor  and  damaging  to  the 
patient.  Do  not  undertake  the  final  step 
(No.  9)  without  giving  due  consideration 
to  the  preliminary  eight  steps.  The  ninth 
step,  which  includes  cystourethroscopy. 


supplemented  by  ureteral  catheterization 
and  retrograde  pyelography,  is  indicated 
whenever  symptoms  and  findings  involv- 
ing the  urinary  tract  are  not  explained  by 
non-instrumental  study. 

We  are  proud  of  the  fact  that  in  the 
field  of  urology  we  have  a highly  devel- 
oped instrumental  armamentarium  which 
permits  precision  in  both  diagnosis  and 
treatment  to  a very  high  degree.  Let  us 
develop  the  necessary  skill  and  judgment 
to  enable  us  to  use  these  instruments  with 
wisdom  and  discretion. 


The  Influence  of  Inundation  on  Health 

Stanford  E.  Chaille,  M.  D. 

1881 — Dr.  Joseph  Holt,  Sanitary  Inspector,  First  District,  reported  * * * as 
follows:  “The  signal  event  of  the  year  was  the  great  overflow  from  the  Lake  of  a 
large  area  * * * I carefully  inspected  the  ground,  and  was  especially  struck  with  the 
fact  that  the  heretofore  dirty  backyards,  streets,  and  even  houses,  had  the  appear- 
ance of  having  enjoyed  a thorough  washing  out,  and  I saw  a dozen  dead  animals  and 
heard  of  a man  who  had  seen  a dead  fish.  The  event  of  the  summer  would  seem  to 
suggest  an  overflow  as  a providential  sanitary  measure.” 
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Newer  Diuretic  Evaluations  for  Obstetric 
And  Gynecologic  Conditions'^ 

• A classification  and  evaluation  of  the  old  and  newer  diuretics, 
together  with  studies  on  the  results  of  a new  diuretic  administered  to 
pregnant  patients. 


Tl  ECENT  years  have  seen  a new  awak- 
ening  in  the  clinical  and  pharmaco- 
logical research  for  new  and  more  potent 
diuretic  agents.  The  clinician  is  now  faced 
with  the  problem  of  choosing  and  selecting 
the  diuretic  agent  that  will  best  fulfill  the 
therapeutic  needs  of  the  patient.  We  are 
now  in  the  throes  of  the  race  for  diuretic 
supremacy  but  this  confusion  in  selecting 
a diuretic  agent  need  not  cloud  our  think- 
ing as  to  how  the  diuretic  must  be  evalu- 
ated. This  discussion  will  be  limited  to 
some  of  the  diuretic  agents  that  may  be 
useful  in  Obstetrics  and  Gynecology  and 
will  encompass  the  currently  available 
agents  as  well  as  a diuretic  that  has  not 
yet  been  released  for  general  use. 

Classification  of  Diuretics 
Figure  1 illustrates  the  broad  general 
group  of  diuretic  agents  that  have  been 
used  both  in  the  past  and  are  presently 
used  in  the  field  of  Obstetrics  and  Gyne- 
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Figure  1. — Broad  general  groups  of  diuretic 
agents  used  in  Obstetrics  and  Gynecology.  The 
agents,  route  of  administration,  and  electrolytes 
excreted  are  contrasted. 
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cology.  These  drugs  are  ammonium  chlo- 
ride, mercurial  compounds,  benzothiadi- 
zines,  and  aldosterone  antagonists.  The 
route  of  administration  in  these  groups 
differs  in  that  the  mercurial  compounds 
occupy  an  effective  position  if  given  pa- 
renterally,  whereas  the  other  groups  of 
drugs  are  administered  orally.  The  elec- 
trolytes most  involved  when  this  diuretic 
action  occurs  are  sodium,  chloride,  and 
potassium.  The  degree  of  potassium  wast- 
age has  caused  the  greatest  concern  among 
the  investigators  studying  these  drugs. 
The  aldosterone  antagonists  occupy  the 
distinct  position  of  causing  a retention  of 
potassium  when  saluresis  occurs.  Am- 
monium chloride  also  occupies  a different 
role  than  either  the  mercurial  or  benzo- 
thiadizine  groups  in  that  the  loss  of  po- 
tassium is  relatively  great,  however,  the 
period  of  effective  diuresis  lasts  but  for 
three  to  four  days  in  spite  of  continued 
administration.  Both  the  mercurial  and 
benzothiadizine  groups  cause  continued 
potassium  excretion  as  long  as  the  diuretic 
agent  is  administered.  The  mercurial  diu- 
retics occupy  the  cornerstone  of  diuretic 
therapy  and  serve  as  standards  against 
which  a comparison  is  made  of  the  newer 
diuretic  agents. 

Action  of  Diuretic  Groups 
Ammonium  Chloride — This  acidifying 
salt  makes  use  of  the  ammonium  ion  pro- 
ducing property  of  the  kidney.  It  supplies 
excess  anions  leaving  chloride  to  be  ex- 
creted that  takes  with  it  sodium  resulting 
in  saluresis.  The  first  four  days  until 
ammonia  ion  production  by  the  tubules  has 
reached  its  peak,  saluresis  occurs;  there- 
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after,  sodium  is  protected  and  no  diuresis 
occurs.  There  is  also  a proportionate  large 
excretion  of  potassium  during  the  four 
days  of  diuresis. 

Mercurials — The  site  of  action  is  on  the 
proximal  renal  tubules.*  The  effect  on  the 
proximal  renal  tubule  results  in  an  in- 
creased sodium  and  chloride  excretion. 
Tolerance  to  the  mercurial  group  of  diu- 
retics usually  does  not  develop.  The  onset 
of  action  is  in  two  hours  with  the  maxi- 
mum diuresis  seen  in  six  hours  with  most 
of  the  mercury  being  eliminated  by  twenty- 
four  hours.-  Parenteral  administration  is 
necessary  for  effectiveness.  These  drugs 
are  not  contraindicated  in  preeclampsia. 

Henzothiadizine  Group — Figure  2 lists 
some  of  the  currently  “newer”  diuretic 
agents  available.  The  trade  name,  generic 


Figure  2. — The  trade  name,  generic  name,  and 
tablet  size  of  the  “newer”  oral  diuretics  are 
listed.  Note  generic  name  and  addition  of  groups 
to  parent  molecule  resulting  in  milligram  size  of 
tablet  decreasing. 

name  and  tablet  size  is  also  given.  The 
action  of  acetazolamide  (Diamox)  is  by 
inhibition  of  the  enzyme  carbonic  anhy- 
drase  that  interferes  with  the  ability  of 
the  renal  tubule  to  conserve  sodium,  bi- 
carbonate, and  potassium.  This  drug 
probably  causes  more  of  a potassium  de- 
pletion than  any  of  the  other  drugs  in  this 
group.  Its  peak  action  is  seen  at  six  hours 
and  diuresis  may  last  as  long  as  twelve 
hours.  Tolerance  occasionally  develops  and 
for  this  reason  intermittent  therapy  is 
advisable. - 

The  remaining  diuretic  agents  listed  in 
this  group  share  much  in  common  in  their 
pharmacologic  action.  Figure  3 summar- 
izes the  following  information  of  diuretics 
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Response  - Similar  to  Mercurials 

Potency  - Confusion  within  Croup 

Side  Effects 

•Sulfa  Derivatives 

•Skin  Eruptions 

-Hyperuricemia 

-Abnormal  CHO  Metabolism 

-Hypokalemia 

-Fetal  Effects  (Little  known) 
-Electrolyte  Diuresis  Symptoms 

Figure  3. — A summary  of  the  “Thiadiazine” 
diuretics  as  to  their  response,  potency,  and  side 
effects. 

in  this  group.  They  behave  similar  to  the 
mercurial  group  in  that  tolerance  usually 
does  not  develop  and  their  site  of  action 
is  the  proximal  renal  tubule.  Their  pri- 
mary action  is  a loss  of  sodium  and  chlo- 
ride with  proportionately  less  loss  of  po- 
tassium. Most  of  these  drugs  are  slightly 
more  potent  than  the  mercurial  diuretics. 
Practically  speaking  this  group  of  drugs 
displays  no  major  difference  as  to  the 
amount  of  salt  or  potassium  excreted. 
They  share  in  common  certain  character- 
istics, namely,  they  are  powerful  diuretic 
agents  but  occasionally  cause  adverse  re- 
actions. 

These  adverse  reactions  may  be  of  gas- 
trointestinal origin  manifested  by  nausea, 
vomiting,  and  occasionally  diarrhea  or 
certain  skin  eruptions.  They  may  cause 
alterations  in  carbohydrate  metabolism 
mainly  elevated  blood  sugar  levels  or  dia- 
betic like  glucose  tolerance  curves.  They 
also  may  cause  hyperuricemia  and  pre- 
cipitate gouty  attacks  in  patients  that  are 
predisposed  to  this  condition. 

The  onset  of  action  of  these  drugs  usu- 
ally begins  in  two  hours  with  a peak  level 
around  four  hours  after  administration. 
Diuresis  may  continue  for  eighteen  to 
twenty-four  to  thirty-six  hours.  Chronic 
administration  of  these  drugs  may  result 
in  hypotension  ^ which  has  been  attrib- 
uted to  be  due  to  either  the  hypovolemia 
or  a blockage  of  the  action  of  norepineph- 
rine.- Diuretic  therapy  in  the  pregnant 
patient  does  not  cause  hypotension. 
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Aldosterone  Antagonists  — Spironolac- 
tone (Aldactone)  is  one  of  the  newest 
group  of  diuretic  agents  available.  They 
exert  their  effect  only  in  the  presence  of 
elevated  levels  of  aldosterone  and  block 
the  effect  of  aldosterone  on  the  distal 
tubule  cells.-  The  diuresis  seen  in  this 
group  of  drugs  is  a salt  diuresis  without 
a loss  of  potassium.  The  onset  of  action 
in  this  group  of  drugs  is  rather  slow  as 
sometimes  two  to  four  days  are  needed 
before  a diuresis  occurs. 

Evaluation  of  a Diuretic  Agent 

Before  we  can  intelligently  assess  the 
value  of  a diuretic  agent  we  must  first 
know  what  effect  restriction  of  salt  and 
bedrest  have  upon  a patient  as  these  are 
common  therapeutic  modalities.  Figure 
4 is  abstracted  from  a double-blind 
study  and  illustrates  one  of  the  problems 
of  diuretic  evaluation.  The  black  portion 
of  the  bargraph  indicates  an  excellent  diu- 
retic response  that  was  arbitrarily  desig- 
nated as  a weight  loss  greater  than  4 
pounds  in  a week.  The  stippled  bargraph 
indicates  a weight  loss  of  at  least  1 pound 
in  a week. 

It  can  be  seen  that  a placebo  medication 
will  result  in  one  patient  out  of  ten  achiev- 
ing a 4 pound  weight  loss  in  a week  and 
four  patients  out  of  ten  achieved  at  least 
1 pound  weight  loss  in  a week.  These  pa- 


DOUBLE  BLIND  DIURETIC  STUDY 
PLACEBO 


Figure  4. — Summary  of  results  in  a Double 
Blind  Diuretic  Outpatient  Study.  The  black  por- 
tion of  the  bargraph  indicates  a weight  loss  of 
more  than  four  pounds  in  a week,  whereas  the 
stippled  portion  indicates  at  least  a one  pound 
weight  loss  in  a week. 


tients  studied  were  pregnant  patients  in 
the  last  trimester  and  this  response  to 
the  placebo  medication  may  indicate  that 
the  patient  is  cognizant  of  the  seriousness 
of  her  condition  and  will  possibly  restrict 
her  sodium  intake  and  will  follow^  her  sug- 
gested dietary  regimen.  This  also  means 
that  if  a diuretic  agent  is  employed  a 
weight  loss  of  more  than  a pound  a week 
should  be  seen  in  more  than  40  per  cent 
of  patients.  If  this  does  not  occur  the  diu- 
retic medication  is  ineffectual,  or,  the  in- 
dication for  the  medication  was  not  secure. 

Figure  5 “ is  a balance  ward  study  on 
a group  of  normal  patients  near  term  il- 
lustrating the  efficacy  of  a low  salt  diet 


CONTROL  GROUP  (I2  Patients) 


I50-) — I — I — ' — ' — 
12  3 4 5 

DAYS 


Figure  5. — Balance  ward  study  illustrating  the 
efficacy  of  bed  rest  and  a low  salt  diet.  They 
were  normal  nonedematous  pregnant  patients  in 
the  third  trimester. 


(1,000  grams)  along  with  bedrest  and 
bathroom  privileges.  A normal  pregnant 
patient  that  is  not  edematous  under  this 
regime  should  lose  at  least  2 kg.  of  weight 
in  one  week. 

Figure  6 illustrates  the  response  that 
can  be  anticipated  if  a diuretic  agent  is 
added  to  this  regime  in  the  normal  non- 
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Figure  6. — Balance  ward  studies  on  normal 
nonedematous  patients  in  the  third  trimester. 
Hydrochlorothiazide  is  added  to  effect  further 
diuresis  and  weight  loss. 


edematous  patient  where  an  additional  2 
kg.  weight  loss  is  seen  for  a total  of  4 kg. 
weight  loss  over  a seven  to  eight  day  study 
period.  The  edematous  patient  or  the  pa- 
tient who  has  fluid  retention  obviously 
should  lose  more  than  the  normal  patient 
under  the  same  conditions  for  the  diuretic 
agent  to  be  of  value.  These  studies  again 
emphasize  the  beneficial  effect  of  a low 
salt  diet  and  bedrest  in  the  pregnant  pa- 
tient as  a means  of  achieving  diuresis  and 
can  be  used  as  guideposts  to  evaluate  diu- 
retic agents. 

In  these  patients  studied  it  should  be 
noted  that  potassium  excretion  was  not  in 
excess  of  intake.  However,  the  problem  of 
potassium  depletion  may  be  apparent  in 
the  patient  who  has  marked  edema  and 
fluid  retention  and  has  a massive  diuresis. 

Some  obstetricians  use  the  uric  acid  de- 
termination as  a guide  in  the  toxemic  pa- 
tient. Since  the  advent  of  the  benzothiadi- 
zine  group  of  diuretics  this  particular 
determination  is  no  longer  valid  if  the 
patient  has  been  on  this  group  of  diu- 
retics. Hyperurecemia  is  more  frequently 
seen  after  chronic  administration  of  these 


drugs  but  may  be  seen  after  the  adminis- 
tration of  a single  dose.'- 

An  evaluation  of  the  adverse  symptoms 
attributable  to  diuretics  should  be  under- 
stood. Patients  achieving  a good  diuresis 
maj’  complain  of  symptoms  that  are  refer- 
able to  an  electrolyte  diuresis,  namely,  fa- 
tigue, weakness,  leg  cramps  and  occasional 
nausea.  These  symptoms  are  not  adverse 
symptoms  to  the  diuretic  but  are  symp- 
toms referable  to  electrolyte  diuresis. 
Acute  symptoms  that  are  referable  to  ad- 
verse drug  reactions  are  primarily  of 
gastrointestinal  origin.  Skin  eruptions 
may  rarely  occur. There  is  no  consistent 
reaction  of  one  specific  diuretic  agent  in 
this  group  to  another.  Therefore,  if  ad- 
verse symptoms  are  seen  with  one  agent 
another  diuretic  agent  may  be  used  with 
caution. 

Hypokalemia  is  of  concern  to  many  in- 
vestigators. This  condition  is  seen  pri- 
marily in  patients  who  have  been  on  diu- 
retic medications  over  a long  period  of 
time  or  in  patients  who  have  a low  po- 
tassium reserve  and  have  a massive  diu- 
resis. The  correction  or  prevention  of 
hypokalemia  can  be  by  the  oral  adminis- 
tration of  potassium  chloride  or  by  ad- 
junctive dietary  measures  with  foods  that 
are  high  in  potassium,  namely,  prune 
juice,  orange  juice  and  bananas.  Some  of 
the  diuretic  medications  now  contain 
added  potassium  and  the  medications  we 
have  tested  with  1,000  mg.  of  potassium 
added  have  caused  no  untoward  gastro- 
intestinal effects  and  have  been  tolerated 
well  by  patients. 

The  fetal  effects  of  the  thiadiazine 
group  of  diuretics  is  unknown  and  this 
certainly  is  a field  for  future  research. 
Whether  these  agents  affect  the  fetal  kid- 
ney and  the  status  of  the  amniotic  fluid  is 
as  yet  unknown. 

Figures  7,  8,  and  9 refer  to  a study 
of  a new  diuretic  agent  that  is  not  yet 
released  on  the  market  and  is  known 
as  Cyclopenthiazide  (Navidrix — Su8341). 
Figure  7 illustrates  the  response  of  a small 
number  of  pregnant  patients  in  the  last 
trimester  to  this  medication.  The  diuretic 
medication  was  used  in  these  patients  for 
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FLUID  RETENTION  a/OR  PREECLAMPSIA 
OUTPATIENT  STUDY 


^EXCELLENT  1 

[^SATISFACTORY  [response  TO  R 

□ FAILURE  a 

EQUIVICOL  J 

Figure  7. — Summary  of  Outpatient  Study  on 
patients  with  abnormal  fluid  retention  or  pre- 
eclampsia. The  black  portion  of  the  bargraph  in- 
dicates at  least  a four  pound  weight  loss  in  a 
week.  Navidrix  dosage  was  0.25  mg.  b.  i.  d.  for 
two  days,  then  0.25  mg.  daily  for  three  days. 

37-40  WEEKS  GESTATION  (3  PATIENTS) 


NAVIDRIX  (Su834l)  0.5  B I D. 

' I ' 2 '3  ' I ' 2 ■ 3 

Ooys  Doys 

Figure  8. — Balance  ward  studies  using  a new 
diuretic,  Navidrix  (SU8341),  on  pregnant  pa- 
tients. Good  diuresis  is  seen  after  zero  balance 
was  achieved.  Dosage  schedule  is  b.  i.  d.  as  con- 
trasted to  every  day  in  Figure  9.  The  dosage 
schedule  in  figures  8 and  9 are  roughly  twice  that 
of  Figure  7. 

fluid  retention  or  preeclampsia.  The  re- 
sponse of  these  patients  to  the  diuretic 
agent  in  the  dosage  used  (0.25  mg.  b.  i.  d. 
for  two  days  then  0.25  mg.  daily  for  the 
next  three  days)  illustrates  that  roughly 
2 patients  out  of  10  had  an  excellent  re- 
sponse which  was  termed  a weight  loss  of 


more  than  4 pounds  in  one  week.  A satis- 
factory clinical  response  was  seen  in  ap- 
proximately 45  per  cent  of  patients  dur- 
ing the  week’s  study  period.  It  was  felt 
that  this  dosage  schedule  was  not  suffi- 
cient to  achieve  a satisfactory  diuresis 
when  the  results  were  compared  with  hy- 
drochlorothiazide.^- ^ Figures  7 and  8 in- 
dicate balance  ward  studies  on  a group  of 
patients  at  a higher  dosage  schedule.  The 
balance  ward  consisted  essentially  of  bed- 
rest with  bathroom  privileges,  distilled 
water  to  drink  and  special  weigh-back 
diets  of  known  electrolyte  content. 
Twenty-four  hour  urines  were  collected 
for  electrolytes  and  the  clinical  status  of 
the  patient  was  evaluated  daily.  A satis- 
factory diuresis  is  seen  when  the  dosage 
schedule  is  increased  to  1 mg.  a day  (1 
mg.  daily  or  0.5  mg.  b.  i.  d.). 

This  drug  compares  favorably  with  hy- 
drochlorothiazide except  that  relatively 
more  potassium  excretion  was  noted.  How- 
ever, this  potassium  excretion  pattern  was 
still  not  in  excess  of  intake.  The  two  dos- 
age schedules  (1  mg.  daily  or  0.5  mg. 
b.  i.  d.)  show  only  minor  differences  in 
total  diuresis  during  the  balance  ward 
studies.  It  would  seem  that  a single  daily 
dose  of  1 mg.  of  Cyclopenthiazide  (Navi- 
drix) is  the  schedule  of  choice.  The  weight 
loss  in  both  groups  at  the  end  of  the  study 
period  is  similar. 


AO  WEEKS  GESTATION  (2  PATIENTS) 


NAVIDRIX  (Su  8341)  lOmgOSAM  NAVIDRIX  (Su 8341)  i Omg 

Figure  9. — Balance  ward  studies  using  a single 
daily  dose  of  Navidrix  (SN8341).  More  saluresis 
is  seen  at  this  dosage  schedule. 
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Discussion 

The  choice  of  a diuretic  agent  in  the 
field  of  Obstetrics  and  Gynecology  will 
find  use  in  gynecology  in  the  patient  who 
has  premenstrual  edema  and  premenstrual 
tension  as  well  as  the  patient  who  has 
symptomatic  chronic  cystic  mastitis  with 
midcycle  painful  breasts.  The  judicious 
use  of  diuretic  agents  at  this  time  will 
often  alleviate  or  lessen  the  symptoms. 
The  etiology  of  this  premenstrual  fluid 
retention  is  obscure  but  the  antidiuretic 
hormone  may  be  involved.*^  The  diuretic 
medication  should  be  given  three  to  five 
days  before  the  menses  and  continued 
through  the  first  day  of  the  menses.  The 
dosage  of  the  diuretic  medication  can  be 
altered  by  having  the  patient  observe  her 
daily  weights. 

The  main  use  of  the  diuretic  agents  is 
seen  in  the  field  of  obstetrics  and  here  the 
pregnant  patient  who  has  fluid  retention 
may  be  treated  effectively  with  these  new 
oral  diuretic  medications.  They  ai’e  most 
helpful  in  controlling  the  edema  seen  in 
the  toxemias  of  pregnancy  and  may  also 
play  a role  of  questionable  value  in  pa- 
tients who  have  hydramnios.  The  patient 
who  elects  not  to  nurse  and  has  post- 
partum breast  discomfort  or  postpartum 
edema  can  also  be  treated  effectively  with 
these  agents.  Few  problems  will  be  en- 
countered with  short  term  (less  than  a 
week)  diuretic  therapy  except  for  a re- 
bound weight  gain.  This  rebound  weight 
gain  can  be  avoided  by  gradually  tapering 
off  the  diuretic  medication.  Maximum  diu- 
resis can  be  anticipated  by  the  second  to 
fourth  day  of  therapy  and  hereafter  the 
diuretic  dosage  can  be  decreased. 

The  word  potency  is  often  used  in  dis- 
cussing these  newer  diuretic  medications. 
The  word  “potency”  apparently  is  a key 
word  to  the  male  species.  It  is  used  fre- 
quently to  compare  one  diuretic  agent  to 
another.  The  main  emphasis  in  under- 
standing should  be  that  one  diuretic  agent 
essentially  compares  favorably  to  another 
diuretic  agent  in  the  tablet  size  that  is 
available.  The  “potency”  of  the  newer 
diuretic  agents  concerning  mg.  size  is  now 
delegated  to  the  ingenuity  of  the  pharma- 


cologist or  chemist  in  altering  the  basic 
structure  of  the  molecule.  Alterations  of 
the  basic  molecule  thus  far  have  not  re- 
sulted in  major  significant  advantages  of 
one  diuretic  agent  over  another.  I would 
urge  physicians  that  use  diuretic  agents  to 
familiarize  them.selves  with  one  or  two 
I)articular  diuretics;  know  the  contra- 
indications and  indications  of  these  agents 
instead  of  using  each  new’  diuretic  agent 
that  is  marketed.  At  the  pre.sent  time  they 
are  all  very  similar  as  to  their  diuretic 
efficacy  and  all  are  extremely  “potent” 
useful  diuretics.  None  of  the  diuretics  are 
without  certain  hazards  and  it  behooves 
each  of  us  to  be  aware  of  the  problems 
that  can  be  encountered  in  patients  that 
are  given  diuretic  medications. 

Conclusions 

1.  Diuretic  agents  that  are  u.seful  in  the 
field  of  Obstetrics  and  Gynecology  have 
been  enumerated. 

2.  It  is  necessary  to  know  the  response 
of  a placebo  medication,  low  salt  diet,  and 
bedrest  before  a diuretic  agent  can  be 
evaluated  as  to  its  efficacy. 

3.  The  results  of  a new  diuretic  agent, 
Cyclopenthiazide  (Navidrix — Su8341)  are 
given  on  outpatients  and  balance  ward 
studies.  This  diuretic  agent  has  therapeu- 
tic efficacy  at  a higher  dosage  schedule. 
This  w'as  confirmed  by  balance  ward 
studies. 
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Extracts  from  an  Old  History  of  Louisiana 

Translated  by  Thomas  Layton,  M.  D. 
and  read  before  the  Orleans  Parish  Medical  Society 
June  26,  1882 

“There  are  but  few  days  on  which  the  sun  does  not  shine  in  Louisiana;  the  rain 
falls  only  as  the  result  of  thunder  storms;  bad  weather  does  not  last  long,  and  all 
traces  of  the  same  disappear  in  half  an  hour;  the  dew  is,  however  very  copious  and 
takes  the  place  of  rain.  It  will,  therefore  be  believed  without  difficulty,  that  the 
atmosphere  is  perfectly  healthy;  the  blood  is  good;  in  that  country  men  enjoy  excellent 
health,  are  liable  to  but  few  diseases  during  their  prime,  and  are  not  decrepit  in  old 
age,  which  is  much  greater  than  in  France.  Life  is  long  and  agreeable  in  Louisiana 
for  all  who  abstain  from  debauchery.  (Histoire  de  la  Louisiana  par  M.  Le  Page  du 
Pratz,  Paris,  1758) 

New  Orleans  M.  & S.  J.  10:241,  (October)  1882. 
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Acute  Renal  Failure 
111  Obstetrical  Patients 


• This  is  a serious  though  infrequent  complication  of  obstetrical 
patients.  There  were  six  deaths  in  a series  of  eighteen  patients  over 
a period  of  eight  years  on  the  L.S.U.  Division  of  Obstetrics. 


A CUTE  renal  failure  is  a serious  thouj?h 
infrequent  complication  of  obstetrical 
patients.  While  kidney  failure  is  stronply 
suspected  whenever  the  urine  output  de- 
creases hourly  (20  cc.  or  less),  the  diagno- 
sis is  established  in  the  presence  of  anuria 
or  a reduction  in  urine  volume  to  less  than 
400  cc.  for  the  preceding  twenty-four 
hours. 

In  the  eutopic  obstetrical  environment, 
in  the  absence  of  hypertensive  toxemia, 
abruptio  placenta,  obstetrical  hemorrhag- 
es, infection,  obstetric  shock,  and  incom- 
patible blood  transfusions,  this  complica- 
tion of  the  kidneys  would  be  extremely 
rare.  However,  on  the  L.S.U.  Division  of 
Obstetrics  at  Charity  Hospital  in  New 
Orleans,  the  incidence  of  toxemia  is  17 
per  cent  in  the  overall  pi*edominantly  Ne- 
gro delivery  population.  A review  of  the 
obstetrical  records  reveals  that  abruptio 
placenta  is  diagnosed  twice  as  often  in 
these  patients  as  in  the  general  obstetrical 
population.’  These  obstetrical  complica- 
tions, namely  toxemia  and  abruptio  pla- 
centa, are  implicated  individually  or  in 
combination  in  the  majority  of  patients 
who  develop  acute  renal  failure  on  this 
service.  It  becomes  obvious  that  this  syn- 
drome is  of  numerical  importance  here 
since  this  service  is  responsible  for  ap- 
proximately 9,000  deliveries  per  year. 

* Presented  at  the  Eightieth  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  May  3, 
1960,  in  Baton  Rouge. 

From  the  Department  of  Obstetrics  and  Gyne- 
cology of  the  Louisiana  State  University  School 
of  Medicine,  and  Charity  Hospital  of  Louisiana, 
New  Orleans,  La. 


JAMES  G.  MULE,  M.  D. 

CHARLES  H.  STEWART,  M.  D. 

New  Orleans 

Although  patients  with  transitory  renal 
failure,  i.e.  less  than  forty-eight  hours 
duration,  are  not  included  in  the  series  of 
patients  presented  in  this  paper,  an  out- 
line defining  acute  renal  failure  by  dura- 
tion is  presented  (Table  1).  Though  it  is 

TABLE  1 

ACUTE  RENAL  FAILURE  IN  OBSTETRICAL  PATIENTS 

I.  Functional 

(Duration  24-48  hours) 

II.  Organic 

A.  Temporary  (48  hours  or  more) 

B.  Permanent 

probable  that  transient  oliguria  is  a func- 
tional phenomenon,  the  presence  of  or- 
ganic disease  cannot  be  excluded  since 
renal  tissue  studies  were  not  done  on  these 
patients.  The  time  period  of  forty-eight 
hours,  arbitrarily  chosen  to  delineate  func- 
tional from  organic  causes  of  oliguria,  is 
based  upon  complete  recovery  in  this  short 
period.  In  these  patients,  there  is  an  ab- 
sence of  clinical  and  laboratory  changes 
characteristic  of  the  gradual  increase  in 
daily  urine  volumes  associated  with  ana- 
tomic lesions  of  the  kidneys.  The  patients 
usually  exhibiting  this  “short  term”  oli- 
guria are  those  manifesting  an  acute  de- 
crease in  plasma  volume  (hemoconcentra- 
tion)  often  resulting  from  hyperemesis 
gravidarum,  heat  exhaustion,  sepsis  and 
severe  acute  toxemia  (often  eclampsia). 
Other  patients  with  decreased  cardiac  out- 
put secondary  to  heart  failure  or  shock 
resulting  from  severe  hemorrhage  or  adre- 
nal failure  also  manifest  oliguria.  Pa- 
tients with  bilateral  ureteral  block  as  a 
result  of  stones  or  surgical  trauma  are 
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excluded  from  consideration  here.  Since 
the  obstetrical  complications  listed  above 
are  well  defined,  one  may  thus  recognize 
the  individual  most  likely  to  develop  renal 
failure. 

During  the  past  eight  years,  18  patients 
developed  prolonged  oliguria  following  ob- 
stetrical accidents  on  the  L.S.U.  Division 
of  Obstetrics.  Table  2 depicts  the  obstet- 
rical complications  associated  with  pro- 
longed acute  renal  failure  in  17  of  these 
patients.  The  evidence  here  supports  the 
contention  that  acute  renal  failure  occurs 
more  frequently  when  hypertensive  toxe- 
mia and  placental  abruption  co-exist  than 
when  either  one  or  the  other  of  these  oc- 
curs separately.^  The  maternal  progno- 
sis is  grave  when  cardiovascular  collapse 
occurs  by  itself  or  concomitantly  with  the 
above.  Of  eight  patients  manifesting  this 
sign,  five  are  dead. 

The  development  of  infection  in  these 
patients  could  be  attributed  in  part  to  the 
poor  general  condition  resulting  from  hem- 
orrhage, shock,  trauma  and/or  stress. 
When  the  infection  persisted  into  the  di- 
uretic phase,  the  maternal  prognosis  was 
most  grave.  Four  of  the  six  patients  pre- 
senting this  clinical  picture  are  dead. 

Five  patients  developed  acute  renal  fail- 
ure after  incompatible  blood  transfusions. 


phenol  intoxication,  eclampsia,  and  non- 
toxic abruption  of  the  placenta.  All  of 
these  patients  are  living  and  well. 

Pathogenesis 

The  causative  factors  and  pathogenesis 
for  the  production  of  transitory  renal  fail- 
ure, termed  here  as  functional  oliguria, 
are  indistinguishable  from  those  result- 
ing in  prolonged  oliguria  or  anuria. 
Whether  or  not  the  patient  sustains  tubu- 
lar damage,  or  extensive  cortical  necrosis, 
can  be  determined  by  the  subsequent  clini- 
cal course  or  renal  tissue  studies.  The 
oliguria  is  a net  result  of  a decrease  in 
renal  blood  flow  and  glomerular  filtra- 
tion in  both  groups  with  probable  indis- 
criminate reabsorption  of  the  filtrate  in 
those  patients  sustaining  tubular  epithe- 
lial disruption.^ 

The  pathogenesis  of  tubular  epithelial 
necrosis  or,  worse,  renal  cortical  necrosis 
remains  obscure.^  Many  investigators 
have  emphasized  the  significance  of  the 
duration  and  severity  of  illness  to  the  sub- 
sequent organic  renal  changes  of  a tem- 
porai’y  or  permanent  nature.^-^  In  line 
with  this  reasoning,  abruptio  placenta  and 
coexistent  toxemia  were  the  most  common 
factors,  6 of  18  patients,  in  the  production 
of  prolonged  renal  failure  in  this  series. 


TABLE  2 

OBSTETRICAL  CONDITIONS  ASSOCIATED  WITH  PROLONGED  OLIGURIA 


Number  of  Patients 
Living  Dead  Total 


1.  Severe  preeclampsia  and  abruptio  placenta 2 13 

(1  pt.  with  cardiovascular  collapse  & sepsis — dead) 

2.  Eclampsia  and  abruptio  placenta 2 13 

(1  pt.  with  cardiovascular  collapse  & sepsis — dead) 

3.  Eclampsia  ( 1 pt.  with  cardiovascular  collapse) 2 0 2 

4.  Abruptio  placenta,  hypofibrinogenemia  and  postpartum  hemorrhage 

with  cardiovascular  collapse 10  1 

5.  Hemorrhage,  cardiovascular  collapse  & sepsis 13  4 

( 1 pt.  multiple  pregnancy,  1 pt.  ruptured  uterus,  2 pts  cesarean  section) 

(3  pts.  septic  in  diuretic  phase — dead,  1 pt.  septic  in  diuretic  phase — living) 

6.  Infected  abortions  (criminal) 112 

(2  pts.  septic  in  diuretic  phase) 

7.  Phenol  intoxication 10  1 

8.  Incompatible  blood  transfusion 10  1 

9.  Unknown 10  1 


TOTAL  12  6 18 
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Enumeration  of  the  pathophysiological 
changes  attending  this  combination  of  ob- 
stetrical complications  reveals  a mechan- 
ism for  severe  renal  ischemia  and  anoxia. 
The  hemoconcentration  and  generalized 
vasospasm  of  toxemic  patients  are  well 
documented.  Hemorrhage  and  cardiovas- 
cular collapse  often  complicate  those  pa- 
tients with  abruptio  placenta.  Coupled 
with  the  above  are  fibrinogen  alterations 
resulting  in  micro  emboli  or  fibrin  depos- 
its in  kidney  arterioles.-  These  combined 
and  additive  factors  are  responsible  for 
subsequent  organic  lesions.  Two  of  the 
six  patients  with  abruptio  placenta  and 
toxemia  are  dead.  Both  of  these  patients 
had  bilateral  massive  renal  cortical  necro- 
sis. 

Clinical  Course 

The  time  honored  division  of  the  clinical 
course  of  reversible  renal  failure  into  three 
phases  is  retained  here.  The  onset  of 
phase  I is  usually  simultaneous  with  the 
near  maximum  heighth  of  an  obstetrical 
illness  affecting  the  cardiovascular  system 
or  following  entrance  of  nephrotoxic  sub- 
stances into  the  blood  stream.  If  renal 
suppression  does  continue  for  forty-eight 
hours  following  correction  of  these  pre- 
disposing factors,  it  is  assumed  that  the 
basis  for  this  complication  is  an  anatomic 
lesion  of  the  kidneys.  The  clinical  course 
has  now  entered  phase  II,  the  prolonged 
stage  of  oliguria.  For  15  of  18  patients  in 
this  series,  the  average  period  of  oliguria 
was  ten  days  with  a range  of  three  to 
nineteen  days.  The  third  and  final  phase, 
the  stage  of  diuresis  is  defined  in  this 
paper  by  a significant  increase  of  urine 
output  to  1000  cc.  per  day. 

During  the  first  phase,  the  clinical  and 
laboratory  findings  are  peculiar  to  the 
obstetrical  condition  preceding  the  onset 
of  renal  suppression. 

In  the  event  the  patient  sustains  pro- 
longed oliguria  or  anuria,  certain  clinical 
and  laboratory  changes  occur  which  are 
an  indication  of  the  severity  of  the  pa- 
tient’s illness.  With  proper  therapy,  the 
patient’s  sensorium  usually  remains  clear 
during  the  first  week.  Continuation  of  the 


oliguric  phase  leads  to  irritability,  lethar- 
gy and  subsequently  coma.  The  heart 
sounds  may  become  muffled,  and  irregu- 
larities in  rate  and  rhythm  become  appar- 
ent. The  patient’s  breathing  becomes  la- 
bored and  rapid.  Coupled  with  the  above 
are  chemical  changes  which  may  be  sig- 
nificant or  coincidental  in  the  production 
of  these  clinical  signs  of  deterioration.  The 
marked  decrease  in  hematocrit  is  partly 
explained  by  hemo-dilution,  suppression  of 
the  hemopoietic  system  and  the  increased 
hemolysis  of  red  cells  in  the  presence  of 
uremia.'-'  All  of  the  known  nitrogenous 
products  are  increased.  The  serum  sodi- 
um tends  to  decrease  concomitantly  with 
a rise  in  serum  potassium.  Acid-base  bal- 
ance studies  reveal  a severe  acidosis  in 
most  patients.  This  acidosis  is  enhanced 
by  metabolic  tissue  breakdown  and  pro- 
tein catabolism  as  evidenced  by  a rise  of 
phosphates,  sulphates,  and  other  acid  me- 
tabolites. Hypocalcemia  is  often  present 
but  not  to  the  same  extreme  as  chronic 
renal  insufficiency.  Tetany  has  been  rare- 
ly observed.”  The  convulsions  of  tetany, 
over  dehydration,  and  eclampsia  are  im- 
portant since  lactic  acid  is  released  thus 
increasing  acidosis.  The  presence  of  ede- 
ma is  evidence  of  overhydration. 

If  the  patient  survives  to  phase  III,  the 
diuretic  phase,  the  sensorium  gradually 
clears.  The  cardiac  abnormalities  disap- 
pear. Infections  incurred  during  the  an- 
uric  phase  may  persist.  The  blood  urea 
nitrogen  remains  elevated  and  may  rise 
following  the  onset  of  diuresis  because  of 
preferential  water  loss  by  the  kidney,  the 
lack  of  sufficient  urea  clearance  for  endo- 
genous urea  production,  and  the  incom- 
plete return  of  tubular  integrity.®  By  the 
third  or  fourth  day  of  diuresis,  the  blood 
nitrogen  levels  begin  to  decline  toward 
normal.  Early  in  diuresis  the  serum  so- 
dium and  potassium  levels  fall  since  the 
renal  tubules  are  unable  to  control  electro- 
lyte reabsorption.  Tests  of  function  such 
as  urea  clearance  and  insulin  clearance 
may  not  return  to  normal  for  months  and 
occasionally  never.'  The  reason  for  the 
persistent  anemia  is  not  completely  under- 
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stood,  but  reflects  the  patient’s  response 
to  uremiad^ 

Therapy 

Emphasis  is  placed  upon  prevention  or 
immediate  recognition  and  correction  of 
those  well  defined  obstetrical  complica- 
tions usually  preceding  anatomic  lesions 
of  the  kidney.  The  quantity  and  quality  of 
prenatal  care  are  all  important  in  preven- 
tion and  in  the  intelligent  management  of 
obstetrical  complications  such  as  toxemia, 
hyperemesis  gravidarum  and  sepsis.  Since 
these  conditions  are  frequently  responsible 
for  oliguria,  it  is  essential  that  an  accurate 
accounting  of  the  fluid  intake  and  output 
be  recorded  on  these  patients. 

The  early  phase  of  oliguria  attending 
those  patients  with  severe  pre-eclampsia- 
eclampsia  is  probably  secondary  to  plasma 
dehydration  (hemoconcentration) , affer- 
ent arteriolar  constriction  and  reversible 
glomerular  lesions.  It  is  essential  that 
these  patients  are  hospitalized  and  on 
complete  bed  rest  for  effective  therapy  of 
these  patho-physiological  changes.  Bed 
rest  in  itself  often  has  a beneficial  diuret- 
ic effect.,  Sedatives  such  as  morphine  sul- 
phate, magnesium  sulphate,  and  more  spe- 
cific vasodilator-relaxant  compounds  such 
as  veratum  and  thalazine  derivatives  are 
important  to  prevent  progression  of  the 
disease  process  as  well  as  occasionally  ef- 
fecting a return  of  the  clinical  picture 
toward  normal.  If  the  oliguria,  a grave 
prognostic  sign,  persists  then  delivery  of 
the  infant  is  indicated  and  usually  met 
with  a welcomed  diuresis. 

Abruptio  placenta  is  not  uncommonly 
associated  with  toxemia.  The  former  may 
present  additional  hazards  of  coagulation 
defects  secondary  to  lowered  fibrinogen 
levels  with  subsequent  increased  hemor- 
rhagic tendencies.  In  this  event,  artificial 
rupture  of  the  membrane  and  expeditious 
delivery  by  the  vaginal  or  abdominal  route 
is  indicated.  Blood  replacement  and  other 
measures  to  combat  hypotension,  fibrino- 
gen administration,  and  anti-hypertensive 
agents  are  utilized  as  indicated. 

Prevention  of  the  organic  kidney  lesion 
subsequent  to  incompatible  blood  transfu- 


sion is  best  done  by  careful  type  and 
matching  and  Coombs  testing.  If  this  un- 
fortunate accident  is  apparent,  then  intra- 
venous administration  of  basic  solutions  in 
an  attempt  to  prevent  kidney  changes  are 
unsuccessful.  In  fact,  great  harm  may  at- 
tend this  therapy  in  the  patient  with  in- 
creased body  stores  of  sodium  and  water 
usually  characteristic  of  near  tei'm  preg- 
nant patients. 

In  the  event  of  puerperal  vasomotor  col- 
lapse associated  with  toxemia,  the  admin- 
istration of  hypertonic  sodium  solutions 
(250  cc.  5%  NaCl)  ai’e  effective.’-*'^®  In 
the  case  of  acute  adrenal  failure  usually 
following  sudden  bacteremia  then  combi- 
nation of  the  above  treatment  with  speci- 
fic adrenal  replacement  therapy  and  mas- 
sive doses  of  antibiotics  are  indicated.  An 
obvious  necessity  is  immediate  recognition 
of  the  etiology  and  institution  of  proper 
therapy  in  these  cases  in  an  attempt  to 
correct  deranged  vital  signs  and  thus  cir- 
cumvent visceral  damage. 

Oliguria  secondary  to  dehydration  from 
hyperemesis  gravidarum  and/or  sepsis 
must  be  recognized  and  immediately  cor- 
rected. The  value  of  adequate  prenatal 
care  and  objective  evaluation  of  the  pa- 
tient by  physical  examination  including 
weight  records  and  simple  office  labora- 
tory procedures  to  detect  dehydration  and 
starvation  is  emphasized.  The  packed  cell 
volume  will  indicate  hemoconcentration 
(reduced  plasma  volume)  and  a urinalysis 
will  reveal  an  increased  specific  gravity 
and  the  presence  of  significant  amounts 
of  acetone.  The  specific  gravity  may  be 
low  in  such  cases  in  the  presence  of  marked 
depletion  of  body  electrolytes  or  parenchy- 
matous lesions  of  the  kidneys.  Hospitali- 
zation is  recommended  for  these  patients. 
The  choice  of  fluid  foi'  administration  is 
important  here.  The  administration  of 
glucose  solution  without  proper  electro- 
lyte components  could  result  in  water  in- 
toxication by  hemodilution  and  subsequent 
decrease  in  blood  electrolytes  with  fur- 
ther deterioration  of  the  clinical  picture. 
Isotonic  sodium  chloride  solutions,  com- 
bined with  glucose  are  effective  and  suffi- 
cient to  accomplish  hydration,  restoration 
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of  electrolyte  balance,  and  nourishment. 
Since  the  usual  deficit  approximates  5 
liters  of  saline,  the  administration  of  2500 
cc.  of  10  per  cent  glucose  in  normal  saline 
and  1000  cc.  of  10  per  cent  dextrose  in  di.s- 
tilled  water  in  this  order  will  safely  and 
partly  correct  previously  mentioned  defi- 
ciencies. Following  the  administration  of 
these  fluids  over  an  eight  to  twelve  hour 
period,  the  packed  cell  volume,  urine  out- 
put, and  specific  gravity,  and  possibly, 
serum  electrolytes  should  be  evaluated. 
This  collective  evaluation  is  necessary  at 
this  time  so  that  deleterious  over-correc- 
tion is  prevented  in  the  presence  of  ana- 
tomical lesions  of  the  kidney  as  indicated 
by  continued  oliguria  or  anuria. 

Other  patients  may  develop  decreased 
urine  output  secondary  to  heart  failure. 
The  value  of  appropriate  and  immediate 
correction  of  this  serious  complication 
need  not  be  elaborated  upon. 

Oliguric  Phase 

Following  adequate  specific  therapy  for 
the  acute  phase  of  the  aforementioned 
clinical  entities,  the  persistence  of  oliguria 
or  anuria  indicates  the  presence  of  more 
serious  parenchymatous  lesions  of  the  kid- 
neys. At  this  time,  it  is  important  to  limit 
the  intake  of  water,  electrolytes  and  pro- 
teins. These  precautions  are  necessary 
since  an  immediate  danger  is  overhydra- 
tion and  heart  failure  or  water  intoxica- 
tion and  convulsions  resulting  from  cere- 
bral edema.  Also,  protein  ingestion  with 
subsequent  increased  protein  catabolism 
may  result  in  death  due  to  potassium  in- 
toxication as  well  as  severe  acidosis  by  lib- 
eration of  acid  metabolites  such  as  phos- 
phates and  sulphates. 

Since  continued  carbohydrate  intake 
helps  prevent  protein  catabolism,  the  ad- 
ministration of  approximately  200  grams 
of  glucose  per  day  is  essential.  This  nour- 
ishment is  preferably  administered  orally. 
The  parenteral  route  of  administration  is 
essential  in  the  presence  of  nausea  and 
vomiting.  Insulin  in  the  ratio  of  1 unit 
per  4 grams  of  glucose  is  recommended  so 
that  glycogen  storage  and  metabolism  is 
enhanced. 


The  fluid  intake  is  limited  to  500  cc. 
plus  the  previous  twenty-four  hours  out- 
put from  the  genito-urinary  or  intestinal 
tracts.  The  ideal  therapy  includes  daily 
weight  of  the  patient  in  an  effort  to  effect 
a loss  of  one-fourth  to  one-half  pound  per 
day.“  This  philosophy  of  management  is 
especially  valuable  in  the  obstetrical  pa- 
tient who  is  usually  edematous  at  the  on- 
set of  these  obstetrical  accidents. 

The  administration  of  large  doses  of 
calcium  salt  is  helpful  as  a potassium  an- 
tagonist.'- Large  doses  of  calcium  admin- 
istered in  the  presence  of  digitalis  therapy 
may  cause  an  unwanted  increased  effect 
of  the  latter  drug. 

A decrease  in  serum  sodium,  COo  com- 
bining power  and  red  cells  are  expected. 
With  the  exception  of  nasal  oxygen,  cor- 
rection of  these  derangements  are  not  at- 
tempted unless  the  patient  exhibits  signs 
of  air  hunger  or  potassium  intoxication. 
Since  acidosis  favors  the  release  of  potas- 
sium, the  administration  of  sodium  lac- 
tate, a powerful  antagonist  to  potassium, 
will  temporarily  reduce  intoxication  and 
prepare  the  patient  for  more  effective 
means  of  elimination  of  all  injurious  sub- 
stances. Cationic  resins  are  helpful  but  not 
so  reliable  as  to  preclude  the  elimination 
of  calcium  and  other  ions  rather  than  po- 
tassium. 

If  the  hematocrit  drops  to  20  mm.% 
or  there  is  evidence  of  anoxia  from  ane- 
mia, then  the  administration  of  packed 
fresh  red  cells  may  be  beneficial.  This 
level  of  circulating  red  cells  may  result 
in  tissue  hypoxia  with  resultant  cardiac 
dysfunction  and  a delay  in  repair  of  vital 
organs  during  the  regenerative  period. 
Caution  is  advised  in  the  decision  for 
blood  transfusion  in  the  absence  of  symp- 
tomatic anoxia.  The  danger  of  an  injuri- 
ous transfusion  reaction  or  shortened  life 
span  of  infused  red  cells  in  the  face  of 
uremia  and  liberation  of  more  potassium 
may  outweigh  the  desired  beneficial  ef- 
fects. 

Deterioration  of  the  patient  during  con- 
servative management  necessitates  expert 
attention,  more  effective  and  ofttimes 
complicated  methods  of  therapy.  Here 
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lies  the  importance  of  the  “artificial  kid- 
ney”. For  these  reasons,  the  internists 
responsible  for  direction  of  the  “kidney 
station”  in  Charity  Hospital  at  New  Or- 
leans are  consulted  regularly  for  their  in- 
valuable contribution  toward  management 
and  observation  of  these  patients.  At  pres- 
ent, this  sei'vice  is  under  the  capable  di- 
rection of  Doctors  Meyer  Kaplan  and 
David  J.  Mykoff  of  the  Department  of 
Medicine  in  the  L.S.U.  School  of  Medicine. 
The  decision  to  perform  vivo  dialysis  is 
based  upon  careful  daily  and  frequently 
hourly  examinations  of  the  total  clinical 
picture.  Particular  attention  is  paid  to  a 
cloudy  sensorium,  hyporeflexia,  weakness, 
muffled  heart  sounds  coupled  with  ar- 
rhythmias, abnormal  electrocardiograms, 
trend  of  urinary  output  and  blood  chemi- 
cal determinations  of  potassium,  CO2  and 
nitrogenous  products.  Early  detection  of 
these  signs  of  acute  intoxication  is  essen- 
tial for  immediate  proper  therapy  in  order 
to  prevent  irreversible  visceral  damage. 

The  clinical  and  laboratory  data  on  six 
of  seven  obstetrical  patients  in  the  imme- 
diate pre  and  post  dialysis  periods  is  pre- 
sented (Table  3).  The  marked  improve- 
ment in  the  state  of  consciousness,  rever- 
sal of  electrocardiographic  changes  and 
decrease  in  blood  urea  nitrogen  and  serum 
potassium  levels  are  indications  of  the  ef- 
fectiveness of  this  method  of  therapy. 
Two  patients,  M.S.  and  M.V.,  died.  Renal 
tissue  studies  revealed  irreversible  mas- 
sive cortical  necrosis.  Though  this  proce- 
dure is  not  without  danger,  the  severity  of 
illness  warrants  its  use  in  some  cases. 
Also,  the  severity  of  illness  does  not  con- 
traindicate the  use  of  the  “artificial  kid- 
ney”. In  some  centers,  vivo  dialysis  is 
used  earlier  in  the  course  of  therapy.  This 
decision  is  probably  based  upon  the  prem- 
ise that  the  patient  is  better  able  to  with- 
stand the  dangers  of  circulatory  overload- 
ing, hemorrhage  secondary  to  anticoagu- 
lant (heparin)  administration,  and  infec- 
tion in  the  form  of  septicemia  following 
blood  contamination. 

If  the  patient  develops  signs  of  infec- 
tion, it  is  important  to  obtain  cultures  and 
antibiotic  sensitivity  studies  from  all  ori- 


fices and  excretory  products,  namely 
urine,  so  that  appropriate  and  effective 
antibiotic  therapy  may  be  employed.  As 
mentioned  earlier,  the  persistence  of  in- 
fection in  the  diuretic  phase  when  the 
general  condition  of  the  patient  is  at  the 
lowest  ebb,  is  a serious  prognostic  sign. 

The  onset  of  diuresis  is  usually  followed 
by  a marked  improvement  in  the  clinical 
picture.  Recovery  of  the  patient  in  this 
phase  may  be  seriously  hampered  by  a 
marked  depletion  of  body  electrolytes  sec- 
ondary to  excessive  urinary  losses.  This 
complication  is  best  managed  by  adequate 
replacement  based  upon  daily  determina- 
tions of  the  total  loss  of  urinary  sodium, 
potassium  and  chloride. 

Summary  and  Conclusions 

1.  Emphasis  is  placed  upon  prevention 
or  immediate  recognition  and  correction  of 
the  well-defined  obstetrical  complications 
preceding  acute  renal  failure. 

2.  The  obstetrical  complications  in  this 
series  of  patients  most  commonly  associ- 
ated with  anatomical  lesions  of  the  kidneys 
were  toxemia,  abruptio  placenta,  hemor- 
rhages, infection  and  incompatible  blood 
transfusions.  The  most  frequent  of  these 
antecedent  complications  were  toxemia 
and  abruptio  placenta,  9 of  18  patients. 

3.  There  were  six  deaths  in  this  series 
of  eighteen  patients.  Two  of  these  pa- 
tients had  massive  renal  cortical  necrosis. 

4.  The  most  serious  complication  of 
prolonged  oliguria  in  this  series  of  patients 
was  the  persistence  of  infection  into  the 
diuretic  phase.  Four  of  six  of  these  pa- 
tients died. 

5.  Seven  of  eighteen  patients  received 
vivo  dialysis  when  conservative  measures 
failed.  The  beneficial  effects  of  this  form 
of  therapy  are  presented  in  these  patients. 
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Discussion 

Dr.  Meyer  Kaplan  (New  Orleans)  : I would 

like  to  commend  Drs.  Mule  and  Stewart,  for 
covering  their  topic  so  clearly.  Their  opinions 
on  the  management  of  obstetrical  cases  of  acute 
renal  failure  parallel  closely  those  of  the  staff  of 
the  artificial  kidney  unit  at  Charity  Hospital. 
Such  agreement  on  therapeutic  principles  has 
made  our  task  in  managing  these  cases  much 
simpler.  It  has  been  possible  to  salvage  some  of 
these  cases  only  because  of  the  dedicated  care 
which  these  patients  received  from  Dr.  Mule  and 
the  Obstetrical  house  staff.  I will  only  attempt 
to  underscore  and  reemphasize  some  of  the  facts 
which  I feel  are  of  great  importance. 

Dr.  Mule  has  shown  that  acute  renal  failure 
due  to  acute  tubular  necrosis,  or  more  rarely 
due  to  bilateral  cortical  necrosis,  occurs  as  a re- 
sult of  certain  obstetrical  complications  and  cri- 
ses. If  such  complications  could  be  prevented  or 
minimized,  the  incidence  of  acute  renal  failure 
could  be  reduced. 

(a)  Toxemia  of  pregnancy  with  its  severe 
hypertension  and  intense  renal  vasoconstrictions 
may  result  in  acute  renal  shutdown.  It  is  our 
feeling  that  more  careful  and  aggressive  therapy 
of  preeclampsia-eclampsia  by  means  of  salt  re- 
striction, diuretics,  sedation,  and  vasodilator  ther- 
apy may  prevent  the  more  severe  toxemias,  thus 
reducing  the  incidence  of  acute  renal  failure. 

(b)  When  abruptio  placentae  is  superimposed 
on  a toxemia  of  pregnancy,  the  incidence  of  re- 
nal complications  increases.  The  management  of 
this  obstetrical  catastro])he  involves  the  proper 
application  of  various  therapeutic  measures,  such 


as  the  timely  termination  of  the  pregnancy, 
adequate  diuretic  and  antihypertensive  therapy, 
the  appropriate,  and  adequate  use  of  carefully 
crossed  matched  blood  transfusions  and  if  neces- 
sary, the  use  of  adequate  quantities  of  intra- 
venous fibrinogen. 

(c)  Many  of  our  cases  of  acute  tubular  ne- 
crosis have  occurred  as  a result  of  renal  ischemia 
due  to  hemorrhagic  shock  or  as  a result  of  the 
administration  of  hastily  and  incorrectly  cross- 
matched  blood  to  patients  with  severe  obstetri- 
cal hemorrhage.  I think  it  is  wise  to  have  all 
complicated  pregnancy  cases  typed  prior  to  de- 
livery so  that  if  blood  is  required,  it  will  not 
have  to  be  hastily  obtained.  It  is  this  haste 
in  emergencies  which  has  often  resulted  in  in- 
compatible transfusions.  Even  in  emei'gencies 
one  should  check  back  to  determine  if  the  blood 
to  be  administered  is  the  same  type  as  that 
known  for  the  patient.  Failure  to  observe  this 
simple  precaution  has  resulted  in  instances  of 
incompatible  blood  administration. 

(d)  The  prompt  diagnosis  and  effective  anti- 
biotic therapy  of  all  cases  of  infection  will  re- 
duce the  incidence  of  bacteremia  and  shock 
which  could  result  in  renal  shutdown. 

(e)  The  prompt  reversal  of  any  hypotensive 
episode,  from  whatever  cause,  will  also  reduce 
the  incidence  of  renal  failure.  The  prevention 
or  prompt  treatment  of  dehydration  and  electro- 
lyte depletion,  is  also  important. 

In  regard  to  the  diagnosis  of  acute  renal  shut- 
down, the  great  majority  of  acute  renal  failures 
reveal  their  presence  by  a marked  reduction  in 
the  urine  output.  Of  course  it  may  not  be  pos- 
sible to  decide  immediately  whether  an  episode 
of  oliguria  will  be  only  transient  due  to  some 
functional  disturbance,  or  whether  it  indicates 
true  structural  damage  to  the  kidney.  Only  a 
period  of  observation  will  tell  the  true  story. 
However,  it  is  vital  that  the  onset  of  oliguria  be 
detected  promptly  so  that  the  appropriate  treat- 
ment may  be  immediately  instituted  to  reverse 
the  oliguria,  if  it  is  due  to  functional  causes, 
lest  these  functional  changes  be  converted  to 
structural  organic  damage  to  the  kidneys.  If 
the  oliguria  is  due  to  true  renal  shutdown,  it  is 
necessary  that  its  onset  be  detected  early  to 
prevent  over-hydration  of  the  patient.  I cannot 
urge  you  too  strongly  to  always  he  aware  of 
what  is  occurring  in  regard  to  the  urine  output 
in  your  patients  who  have  had  recent  surgery, 
blood  transfusions,  hemorrhages,  or  any  severe 
toxemia  of  pregnancy. 

I will  not  burden  you  with  a repetition  of  the 
principles  of  management  of  acute  renal  failure 
as  these  have  already  been  outlined  by  Drs. 
Stewart  and  Mule.  Actually,  I do  not  believe 
that  most  practitioners  or  obstetricians  will  want 
to  assume  the  responsibility  for  such  care.  The 
management  of  these  cases  is  time-consuming. 
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and  requires  such  personalized  care  that  it  is 
best  performed  by  specially  trained  personnel. 
This  type  of  care  is  available  only  in  large  medi- 
cal centers  by  a specially  trained  team. 

It  is  my  opinion  that  once  the  diagnosis  of  per- 
sistent oliguria  or  anuria  is  made,  contact  should 
be  established  with  the  nearest  medical  center 
which  has  artificial  kidney  facilities  and  arrange- 
ments made  for  the  transfer  of  the  patient  to 
that  institution.  Here  the  patient  will  be  man- 
aged expectantly  with  fluid  and  salt  restriction, 
methods  to  combat  potassium  intoxication  and 
therajy  designed  to  retard  as  much  as  possible. 


the  progression  of  the  uremic  process.  In  many 
cases  such  treatment  will  be  rewarding  and  the 
patient  will  begin  to  diurese  and  will  recover. 
However,  other  cases  will  continue  to  be  oliguric 
and  their  condition  will  continue  to  deteriorate, 
at  times  with  surprising  rapidity.  Such  cases 
will  require  the  use  of  artificial  renal  hemodialy- 
sis as  a life  saving  procedure.  It  is  far  better 
to  prematurely  or  even  unnecessarily  transfer  a 
case  of  renal  shutdown  to  an  artificial  kidney 
center  than  it  is  to  have  one  of  these  cases 
suddenly  deteriorate  and  expire  before  such  a 
transfer  can  be  effected. 


The  Drug  Store  of  the  Future 

Let  us  look  ahead  ten  or  twelve  years  and  see  ourselves  as  druggists  under  the 
unchecked  working  of  the  trade-marks  system.  One  of  us,  who  has  been  out  of  the 
business  during  these  ten  or  twelve  years,  calls  upon  his  old  friend  the  druggist  of 
that  time  and  asks  for  the  best  physician  in  the  neighborhood.  The  druggist  answers: 
“Oh,  there  is  no  difference  in  any  of  them;  they  are  all  alike.  You  see  things  are 
different  now  from  what  they  were  when  you  were  in  the  business — excuse  me,  when 
you  were  a member  of  the  profession.  You  see  the  physicians  have  gradually  worked 
into  a plan  of  asking  the  patient  what  is  the  matter  with  him,  and  then  by  referring 
to  a little  pocket  remedy  book,  well  indexed,  he  finds  the  article  that  suits  his  case 
and  prescribes  it.  * * * You  see  the  manufacturers  have  meetings  every  three 
months  and  add  to  and  correct  these  lists.  I have  one  of  these  books  * * *.  The  title 
is  “The  Consolidated  Trade-Mark  Manufacturers’  Manual,  for  Physicians  Only.”  If 
a man  says  he  is  bilious,  the  physician  turns  over  to  B and  follows  down  through  Ba, 
Be,  to  Bi — there  you  have  it:  “Biliousness,  for  all  cases  of  biliousness  use  Hyfalutine, 
Pseudocetine,  etc.  etc.” 

The  Pharmacist,  May  1882,  Ther.  Gaz.  June. 

New  Orleans  M.  & S.  J.  10:300,  (October)  1882. 
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Some  Newer  Electronic  Developments 
In  Diagnostic  Radiology 

1961  Menville  Memorial  Lecture^ 

• In  his  address,  the  annual  commemoration  of  Dr.  Leon  Menville, 
the  author  gives  a most  interesting  presentation  of  the  grov/th  of 
diagnostic  radiology,  made  possible  by  the  advances  in  electronics. 


'^ODAY  controversy  is  widespread  and 
vigorous  over  the  modern  schism  be- 
tween science  and  the  arts.  It  is  reflected 
in  the  present  concern  of  medical  edu- 
cators about  the  lack  of  background  in  the 
humanities  exhibited  by  medical  gradu- 
ates. In  honoring  Doctor  Leon  Menville 
we  are  directing  attention  to  many  of  the 
personal  attributes  that,  embodied  in  one 
individual,  call  to  mind  the  well  rounded 
“renaissance  man”  which  might  be  re- 
garded as  the  ideal  of  the  present  educa- 
tional effort.  For  Doctor  Menville  com- 
bined great  warmth  of  personality,  charm, 
humor  and  compassion  with  professional 
competence,  scholastic  and  scientific 
achievement,  love  of  teaching  and  civic 
pride  and  responsibility.  My  knowledge 
of  Doctor  Menville  is  unfortunately  lim- 
ited to  the  published  tributes  and  to  testi- 
monials of  those  who  were  his  friends  and 
colleagues — but  these  accounts  are  liter- 
ally aglow  with  the  color  of  this  man’s 
personality. 

Dr.  Leon  Menville 

For  those  who,  like  myself,  did  not  have 
the  opportunity  to  know  Doctor  Menville 
personally,  an  epitome  of  his  career  is  in 
order.  He  had  the  advantage  of  a medical 
tradition  by  birth;  a third  generation 
physician,  the  son  of  a country  doctor,  he 
was  born  in  Napoleonville,  Louisiana,  in 
1882.  His  son.  Doctor  John  Menville,  car- 


* Presented  at  the  Eifjhty-first  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
9,  1961,  in  New  Orleans. 


HERBERT  M.  STAUFFER,  M.  D. 

Philadelphia,  Pa. 

ries  on  the  family  tradition  in  New  Or- 
leans. After  graduating  from  Louisiana 
State  University  and  Maryland  Medical 
College  he  engaged  in  private  practice 
with  his  father  in  Houma.  The  purchase 
of  an  x-ray  machine  in  1905,  (the  new 
rays  had  been  announced  by  Roentgen  just 
nine  years  before)  introduced  Doctor  Men- 
ville to  the  infant  art  of  radiology.  With 
this  stimulus,  radiology  became  his  major 
interest  and  he  obtained  special  training 
in  the  new  field  at  the  Mayo  Clinic.  There- 
after, his  progress  was  rapid  to  a com- 
manding position,  locally  and  nationally, 
as  an  outstanding  radiologist.  A member 
of  the  Tulane  University  faculty  from 
1919,  he  served  as  its  Professor  of  Radi- 
ology from  1934  until  his  retirement  in 
1948.  For  ten  years  he  was  Director  of 
the  Department  of  Radiology  at  the  Char- 
ity Hospital  and  for  many  years  he  was 
radiologist  or  consultant  at  numerous 
other  New  Orleans  hospitals. 

Doctor  Menville  took  an  active  part  in 
the  affairs  of  the  Radiological  Society  of 
North  America  and  served  as  editor  of  its 
journal,  “Radiology”,  from  1931  to  1941, 
when  he  became  President-elect  of  the  So- 
ciety. His  beneficial  influence  in  medical 
education  was  effective  not  only  through 
his  interest  in  undergraduate  teaching  but 
also  as  an  early  member  of  the  American 
Board  of  Radiology.  On  the  more  local 
scene  he  was  an  active  member  of  the 
State  Board  of  Medical  Examiners. 

It  is  appropriate  to  note  that  one  of 
Doctor  Menville’s  chief  investigative  in- 
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terests,  the  contrast  visualization  of  the 
lymphatics,  is  again  being  pursued  by  his 
former  associate,  Doctor  Joseph  Ane,  as 
a research  project  with  his  colleagues  in 
the  Department  of  Radiology  at  Tulane 
University  School  of  Medicine.  For  this 
early  original  work  Doctor  Menville  re- 
ceived the  Gold  Medal  of  the  Louisiana 
Academy  of  Science  in  1934. 

This  recital  of  achievements  is  incom- 
plete without  re-emphasis  of  the  remark- 
able personality  which  gave  him  such  wide 
popularity  as  a speaker  and  friend  in  this 
country  and  abroad,  especially  in  Latin 
America. 

Doctor  Menville  was  a vigorous  ex- 
pounder of  the  contributions  of  radiology 
to  medicine  and  to  humanity.  His  profes- 
sional career  spanned  the  period  of  tech- 
nical development  I am  to  talk  of  today — 
from  Roentgen’s  discovery  to  television. 
While  the  special  contribution  of  diagnos- 
tic radiology  to  medicine  is  purely  tech- 
nical it  is  to  be  hoped  that  through  the 
example  of  great  physicians  like  Doctor 
Menville  these  technical  developments  may 
be  used  to  draw  us  ultimately  closer  to  our 
patients  as  well  as  to  the  solution  of  their 
problems. 

The  technical  developments  that  I am 
going  to  discuss,  together  with  some  of 
their  applications,  have  been  the  most  im- 
portant and  interesting  in  diagnostic  radi- 
ology in  the  last  decade  and  from  their 
foundation  I believe  modifications  will 
come  that  are  going  to  continue  to  revo- 
lutionize the  practice  of  diagnostic  radi- 
ology in  addition  to  making  major  contri- 
butions in  medical  teaching  and  research. 

Fluoroscopy 

The  fluorescence  of  barium  platino- 
cyanide  was  observed  by  Roentgen  and, 
in  fact,  was  directly  involved  in  his  dis- 
covery of  the  x-rays  in  1895.  For  many 
years  this  chemical  continued  to  be  em- 
ployed in  fluoroscopy  for  diagnosis.  Sub- 
sequently, Michael  Pupin,  a Professor  at 
Columbia  University,  employed  calcium 
tungstate  for  the  fluorescent  screen,  as 
suggested  by  Thomas  Edison,  in  one  of  the 
first  intensification  systems  enhancing  the 


effect  of  x-rays  on  photographic  film 
through  the  light  produced  by  the  fluores- 
cent effect.  It  is  of  historical  interest  that 
a British  engineer  very  closely  associated 
with  the  early  technical  development  of 
radiology  in  England  had  made  the  same 
suggestion  at  about  the  same  time;  this 
man,  Campbell  Swinton,  was  also  inti- 
mately connected  with  early  developments 
in  television  in  Great  Britain,  and  as  early 
as  1908  suggested  the  elements  of  cathode 
ray  scanning,  which  has  since  become  com- 
monplace in  all  television  systems.  Camp- 
bell Swinton,  in  fact,  described  this  system 
in  his  presidential  address  before  the  Brit- 
ish Roentgen  Society  in  1911;  the  title  of 
this  address  was,  “Electric  Vision  at  a 
Distance”.  Subsequently  a French  radio- 
logic  physicist,  Dauvillier,  was  also  simul- 
taneously interested  in  television  and  in 
radiologic  problems.  His  early  interest  is 
indicated  by  a television  patent  in  1915, 
and  in  the  presentation  at  the  Third  Inter- 
national Congress  of  Radiology  in  Paris  in 
1931  of  an  apparatus  in  operation  for 
transforming  an  x-ray  image  into  an  op- 
tical one  by  electronic  means. 

Meanwhile,  practical  developments  had 
been  occurring  at  a slower  pace  in  fluoro- 
scopy. Thus,  the  introduction  of  the  zinc- 
cadmium  sulphide  yellow-green  fluores- 
cent screen  by  Levy  and  West  in  England 
about  1935  was  regarded  as  a dramatic 
improvement  in  fluoroscopy;  this  screen 
increased  the  brightness  two-fold  and  its 
color  is  more  efficient  physiologically. 

Application  of  the  early  suggestions  of 
men  like  Campbell  Swinton  and  Dauvillier 
awaited  improvements  in  optical  systems 
and  the  availability  of  intensifying  image 
tubes.  Publications  by  European  workers 
and  by  Chamberlain  and  Henry  in  the 
United  States  brought  together  physical 
and  physiological  information  which  guid- 
ed and  stimulated  x-ray  and  electronic 
manufacturers  in  their  next  big  step  in 
brightening  the  fluoroscopic  image.  Rus- 
sell Morgan  at  Johns  Hopkins  had  much 
to  do  with  the  present  day  knowledge  of 
application  of  television  techniques  in  ra- 
diology. In  this,  as  in  many  other  fields 
of  medicine,  we  are  only  beginning  to  reap 


August,  1961 — Vol.  113,  No.  8 


331 


DIAGNOSTIC  RADIOLOGY— STAUFFER 


the  benefits  of  the  tremendous,  almost  ex- 
plosive, growth  of  the  science  and  art  of 
electronics  of  the  last  two  decades. 

The  present  electronic  image  intensifier 
tube  makes  possible  visualization  of  the 
fluoroscopic  x-ray  image  of  patients  in 
lighted  rooms,  without  the  necessity  of 
dark  adaptation  on  the  part  of  the  ob- 
server and  at  reasonable  x-ray  dosages. 
With  the  addition  of  television  display  to 
the  system,  great  flexibility  in  the  me- 
chanical arrangements  becomes  possible. 
The  observer  is  no  longer  hampered  by 
clumsy  viewing  systems  attached  to  the 
already  cumbersome  fluoroscopic  machine 
with  its  increasing  load  of  electronic  gear. 
Many  observers  can  view  the  fluoroscopy 
in  progress  at  as  many  sites  as  is  desirable 
for  consultation  and  teaching.  Recording 
of  the  progress  of  the  fluoroscopy  can  be 
made  directly  on  movie  film  or  now  even 
on  video  tape  as  in  commercial  television 
programming,  albeit  an  expensive  proced- 
ure at  present. 

In  our  institution  we  have  had  experi- 
ence with  a number  of  different  types  of 
commercially  available  image  intensifier 
tubes  and  have  used  them  both  in  clinical 
practice  and  in  laboratory  research.  The 
brightening  of  the  fluoroscopic  image  with 
its  attendant  increases  in  information 
came  at  a time  when  the  art  of  fluoroscopy 
was  in  danger  of  total  eclipse  as  a result 
of  the  emphasis  on  the  attendant  radiation 
hazards.  The  greatly  increased  informa- 
tion available  from  modern  image  intensi- 
fier fluoroscopy  together  with  the  some- 
what decreased  radiation  dose  required  is 
causing  a revival  of  interest  in  fluoros- 
copy particularly  for  many  of  the  special- 
ized procedures  for  selective  angiography. 
We  have  employed,  as  is  now  common 
practice,  television  presentation  of  fluor- 
oscopy during  heart  catheterization  so 
that  the  procedure  can  be  carried  out  in 
a lighted  room  and  with  the  operating 
team  and  students  and  visitors  able  to 
observe  the  progress  of  the  procedure  by 
x-ray.  We  have  also  had  some  experience 
with  the  use  of  storage  television  systems 
whereby  single  exposures  can  be  displayed 
for  several  minutes  at  a time  on  the  tele- 


vision screen.  For  procedures  where  “live” 
fluoroscopy  is  not  continuously  necessary 
this  can  result  in  presenting  useful  infor- 
mation at  a great  saving  in  radiation  ex- 
posure. We  have  also  presented  the  x-i'ay 
information  connected  with  the  endoscopic 
removal  of  a foreign  body  from  a labora- 
tory animal  with  the  simultaneous  tele- 
vision presentation  of  the  endoscopic  view 
of  the  foreign  body  through  the  medium 
of  the  optical  system  of  a photo-bi*oncho- 
scope. 

In  1950,  Doctor  W.  Edward  Chamber- 
lain,  Emeritus  Professor  of  Radiology  at 
Temple  University  School  of  Medicine, 
combined  his  long-standing  intense  inter- 
est in  stereoscopy  and  in  fluoroscopy  in 
an  experimental  stereo-fluoroscopy  ar- 
rangement employing  one  of  the  first  two 
image  intensifier  tubes  produced  commer- 
cially by  the  Westinghouse  Company.  We 
are  at  present  engaged  in  a project  to  de- 
termine the  feasibility  of  such  an  arrange- 
ment employing  presentation  of  the  ster- 
eoscopic images  on  two  television  monitors 
which  are  then  viewed  with  appropriate 
Polaroid  glasses.  Preliminary  results  with 
the  apparatus  have  been  encouraging.  The 
apparatus  has  been  tested  during  heart 
catheterization  in  dogs  and  it  appears  that 
when  perfected  it  should  facilitate  this 
procedure  as  well  as  the  removal  of  opaque 
foreign  bodies  endoscopically  and  other- 
wise. It  remains  to  be  seen  whether  such 
an  apparatus  can  contribute  materially  to 
the  diagnostic  value  of  fluoroscopy  in 
general. 

Cineradiographic  Techniques 

The  other  major  area  of  progress  at- 
tributable to  electronic  advances  to  which 
I wish  to  call  attention  is  the  new  possi- 
bility for  detailed  physiological  studies 
made  possible  by  the  new  x-ray  movie 
technique  correlated  with  recordings  of 
the  standard  accepted  physiological  pa- 
rameters. X-ray  movies  of  patients  be- 
fore 1950  required  such  large  x-ray  doses 
that  they  were  impractical.  With  the 
image  intensifier  it  is  now  possible  to 
study  patients  with  reasonable  x-ray  doses 
employing  cineradiographic  techniques 
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when  there  is  a proper  medical  indication 
for  such  study.  Most  of  the  apparatus 
commercially  available  today  still  recpiires 
sizable  x-ray  doses  particularly  if  the 
study  of  thicker  portions  of  the  body  such 
as  the  abdomen  are  in  question. 

In  our  hospital  practice  we  have  em- 
ployed the  x-ray  movie  technique  par- 
ticularly in  connection  with  the  examina- 
tion of  the  gastrointestinal  tract  and  of 
the  heart.  The  motions  of  the  act  of 
swallowing  and  of  the  heart  occur  so 
rapidly  that  there  is  really  no  other  satis- 
factory way  of  completely  studying  the 
physiologic  activity  in  progress.  Various 
pressure  and  sound  recordings  can  be 
made  simultaneously  on  the  film  for  cor- 
relation with  the  mechanical  events  in  the 
structures  being  studied  as  displayed  by 
the  x-ray  movie  images.  Such  a correla- 
tion is  e.xemplified  by  one  of  our  labora- 
tory studies  which  dealt  with  the  regu- 
larly observed  phenomenon  of  regurgitant 
flow  of  opaque  contrast  material  slowly 
injected  into  the  left  ventricle  of  dogs 
through  a catheter  passing  down  through 
the  carotid  artery  and  the  aorta  into  the 
left  ventricle.  We  found  that  whenever 
the  heart  rate  slowed  sufficiently  the  di- 
astasis lengthened  to  permit  the  backward 
flow  of  the  opaque  contrast  material.  This 
normal  phenomenon  occurring  with  ar- 
rhythmias must  be  reckoned  with  in  the 
interpretation  of  left  ventricular  angiog- 
raphy with  respect  to  the  diagnosis  of 
significant  mitral  regurgitation.  In  addi- 
tion to  motion  films  at  60  frames  per 
second  of  this  normal  regurgitant  phe- 
nomenon the  time  of  occurrence  of  the 
regurgitation  as  visualized  in  the  x-ray 
movie  film  was  transferred  to  the  stand- 
ard multi-channel  recording  paper  by 
means  of  an  x-ray  sensitive  photoelectric 
pick-up  (electrokymograph)  placed  in  the 
x-ray  beam  over  the  left  atrium. 

One  of  the  first  cineradiographic  ex- 
perimental studies  carried  out  in  our  labo- 
ratory was  concerned  with  the  demonstra- 
tion of  the  rapid  solution  of  carbon  dioxide 
injected  intravenously  for  the  gas  contrast 
visualization  of  the  interior  of  the  heart 


in  experimental  animals,  a study  carried 
out  with  Doctors  Thomas  Durant  and  Mor- 
ton Oppenheimer.  SubvSequently,  this  tech- 
nique has  found  considerable  practical 
clinical  application  in  the  demonstration 
of  pericardial  effusions,  the  injection  of 
gas  intravenously  being  made  with  the  pa- 
tient lying  on  the  left  side  so  that  the  gas 
collects  in  such  a way  as  to  outline  the 
lateral  border  of  the  right  atrium. 

A further  experimental  study  which  in- 
dicates the  possible  scope  of  these  tech- 
niques involves  x-ray  movie  filming  at 
considerably  higher  speed,  at  present  at 
about  270  frames  per  second.  Here  we 
use  a standard  industrial  high  speed  cam- 
era that  has  an  optical  system  at  right 
angles  to  that  used  for  recording  the  x-ray 
image  so  that  an  oscilloscope  displaying 
pressure  pulses,  heart  sounds,  E.C.G.  or 
etc.,  can  be  photographed  simultaneously 
with  the  image  intensifier  x-ray  image  on 
the  16  mm.  movie  film.  Using  this  equip- 
ment our  radiology-physiology  research 
group  has  studied  the  distinct  differences 
in  the  pattern  of  blood  flow  between  the 
superior  and  inferior  vena  cava  in  dogs 
and  cats  employing  droplets  of  opaque  oil 
as  the  contrast  markers  in  the  blood 
stream.  At  present,  studies  are  under  way 
to  investigate  the  differences  in  the  pat- 
tern of  acceleration  of  the  blood  in  the 
dog’s  aorta  before  and  after  varying  da- 
grees  of  myocardial  damage.  The  ability 
of  the  heart  to  accelerate  the  blood  mass 
against  the  peripheral  resistance  is  of 
course  a most  sensitive  index  of  myo- 
cardial function.  In  an  attempt  to  keep 
pace  with  the  “computer  age”  we  are 
making  use  of  a small  computer  element 
which  enables  us  to  plot  automatically 
curves  of  either  velocity  or  acceleration 
directly  from  our  curves  of  displacement 
versus  time  obtained  from  the  movie  films 
of  these  rapidly  moving  droplets  in  the 
blood  stream. 

Studies  such  as  those  mentioned,  we  be- 
lieve, provide  new  avenues  for  obtaining 
basic  information  of  scientific  interest, 
serve  to  train  us  in  physiological  tech- 
niques and  concepts  and  provide  the  basis 
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for  developing  new  diagnostic  radiologic 
techniques. 

Clinical  radiology  is  a science  and  art 
fundamentally  based  on  electronic  tech- 
nology. It  is  my  hope  that  this  brief  re- 
view has  provided  not  only  a glance  at  the 


history  and  present  status  of  the  new  de- 
velopments but  also,  perhaps,  a stimulat- 
ing vision  of  some  of  the  possibilities  of 
future  medical  illumination  that  may  be 
possible  through  application  of  Roentgen’s 
rays. 


The  Influence  of  Inundation  on  Health 

Stanford  £.  Chaille,  M.  D. 

1849 — In  this  year  occurred  the  most  disastrous  overflow  which  ever  afflicted 
New  Orleans,  and  in  the  same  year  an  excessive  mortality.  This  was  due  chiefly  to 
a severe  epidemic  of  cholera,  which  began  and  was  severest  in  December  1848.  * * * 
1856 — The  September  New  Orleans  Medical  and  Surgical  Journal,  reported  as 
follows;  “The  sea  swept  over  the  outlying  islands  and  the  depressed  littoral  of  Lou- 
isiana, drowning  hundreds  of  its  inhabitants  and  elevating  the  waters  of  Lake  Pont- 
chartrain,  whereby  a large  district  of  New  Orleans  was  inundated.  * * * 

The  mortality  statistics  in  the  table  fail  to  indicate  any  unfavorable  influence 
of  the  flood  on  health. 

^ :jc  ^ 

1871 — During  the  spring  months,  the  waters  of  the  Mississippi  River,  flowing 
through  the  crevasse  at  Bonnet  Carre  (about  20  miles  above  New  Orleans)  found 
their  way  into  Lake  Pontchartrain.  * * * The  second  District  has  been  remarkably 
healthy  during  the  entire  year,  notwithstanding  the  overflow  from  Lake  Pontchar- 
train which  inundated  that  part  of  the  city  lying  between  the  old  Carondelet  Canal 
and  the  New  Canal,  as  high  up  as  Basin  Street. 

New  Orleans  M.  & S.  J.  10:29,  (July)  1882. 
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• The  author  covers  thoroughly  the  causes,  the  signs  and  symptoms 
and  the  treatment  of  the  groups  of  this  condition. 


Strabismus  is  a condition  or  condi- 
tions in  which  the  visual  axes  assume 
a position  relative  to  each  other  different 
from  that  required  by  the  physiological 
conditions. 

It  may  be  divided  into  two  great 
groups:  (1)  those  due  to  known  cause 

and  (2)  those  due  to  unknown  cause.  To 
the  first  group  belong  (a)  those  due  to 
paresis  or  paralysis  of  one  or  more  of 
the  extrinsic  muscles,  i.e.,  paralytic  and 
(b)  those  due  to  irregular  activity  or 
over-activity  of  individual  muscles  or 
groups  of  muscles  and  a subgroup  which 
may  be  designated  as  kinetic.  To  the  sec- 
ond group  belong  (a)  those  cases  which 
are  characterized  by  the  fact  that  the 
visual  axes,  though  abnoi'mally  directed, 
retain  their  relative  position  in  all  move- 
ments of  the  eyes ; they  are  therefore 
termed  concomitant.  Another  subgi'oup  of 
the  second  class  is  (b)  cases  in  which 
there  is  latent  crossing  or  heterophoria. 

Paralytic  Type 

Signs  and  symptoms.  (1)  Limitation  of 
movement.  In  paralysis  of  an  ocular  mus- 
cle the  ability  to  turn  the  eye  in  the  di- 
rection of  the  normal  action  of  the  muscle 
is  lost  or  diminished.  This  may  be  tested 
for,  roughly  by  holding  the  patient’s  head 
and  telling  him  to  follow  the  movements 
of  the  physician’s  finger. 

If  the  sound  eye  is  covered  by  a screen, 
and  an  attempt  is  made  to  fix  an  object 
so  situated  that  the  paralyzed  muscle  is 
brought  into  play,  it  will  be  found  that 
the  eye  behind  the  screen  deviates  more 
than  the  primary  deviation  of  the  para- 
lyzed eye. 


* Presented  at  the  Eighty-first  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  in 
New  Orleans,  May  9,  1961. 
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Shreveport 

(2)  Diplopia.  The  chief  complaint  of 
patients  with  paralysis  of  an  extrinsic 
muscle  is  often  that  they  see  double. 
Diplopia  occurs  only  over  that  part  of  the 
field  of  fixation  towards  which  the  af- 
fected muscle  or  muscles  move  the  eye. 

(3)  False  Orientation.  It  will  be  seen 
from  what  has  already  been  said  that 
false  orientation  is  a necessary  accompani- 
ment of  binocular  diplopia.  Suppose  that 
a patient  whose  right  external  rectus  is 
paralyzed  shuts  his  left  eye  and  attempts 
to  fix  an  object  situated  towards  the 
right.  Let  him  now  quickly  strike  at  the 
object  with  his  extended  index  finger. 
The  finger  will  pass  considerably  to  the 
right  of  the  object.  This  is  called  false 
projection. 

(4)  Position  of  the  head. 

The  patient  holds  his  head  so  that  his 
face  is  turned  in  the  direction  of  action 
of  the  paralyzed  muscle. 

(5)  Vertigo. 

Vertigo,  leading  to  nausea  and  vomiting 
may  occur. 

Etiology. 

Paralysis  of  ocular  muscles  may  be 
caused  from  a lesion  situated  in  any  part 
of  the  nerve  tracts  from  the  cerebral  cor- 
tex to  the  muscles.  The  site  may  there- 
fore be  intracranial  or  intraorbital. 

Ocular  paralysis  of  intracranial  origin 
may  be  due  to  affections  of  the  blood  ves- 
sels i.e.,  hemorrhage,  thrombosis,  etc.  or 
to  external  pressure  such  as  tumors,  blood- 
clots,  periostitis,  etc. 

Other  causes  are  diphtheria,  diabetes 
and  other  toxic  conditions,  and  injuries. 

Paralysis  of  the  external  recti  is  com- 
mon in  cases  of  intracranial  tumors.  It 
may  be  due  to  pressure  by  the  anterior 
inferior  cerebellar  and  internal  auditory 
arteries,  which  cross  its  nerve  at  right 
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angles  and  often  lie  ventral  to  it.  The 
nerves  are  strangulated  between  the  ves- 
sels and  the  edematous  and  swollen  pons. 
This  may  also  account  for  the  spinal  an- 
esthetic cases,  and  ophthalmoplegic  mi- 
graine, the  third  nerve  passing  between 
the  superior  cerebellar  and  the  posterior 
cerebral  arteries. 

Injury  to  and  disease  of  the  orbit  may 
affect  the  nerves  of  muscles  in  this  situa- 
tion by  rupture,  pressure,  and  inflamma- 
tion. 

The  prognosis  varies  with  the  cause. 
Treatment. 

Treat  the  cause  which  is  found.  Diplo- 
pia may  sometimes  be  relieved  by  prisms. 
Exercising  the  weak  muscle  may  help  at 
times.  Operation  is  seldom  of  much  worth. 

If  diplopia  is  very  troublesome  and  can- 
not be  relieved,  the  affected  eye  should  be 
covered  or  occluded. 

Nystagmus 

Nystagmus  is  the  term  applied  to  rapid 
oscillatory  movements  of  the  eyes,  inde- 
pendent of  the  normal  movements,  which 
are  not  affected.  The  oscillations  are  in- 
voluntary. They  are  usually  lateral,  but 
vertical  and  rotary  can  occur. 

Nystagmus  may  be  congenital  or  early 
infantile,  or  it  may  be  acquired.  Those 
two  groups  of  cases  should  be  carefully 
distinguished  on  account  of  their  differ- 
ent pathological  foundation.  Nystagmus 
dating  from  birth  or  within  a few  weeks 
from  birth,  occurs  in  congenitally  mal- 
formed eyes,  in  albinism,  and  in  eyes  with 
leukoma  or  in  eyes  with  partial  cataracts 
and  in  those  with  macular  changes.  The 
cause  in  these  cases  is  inability  to  develop 
normal  fixation.  Fixation  is  developed 
during  the  first  few  weeks  of  life,  the 
eyes  being  moved  aimlessly  and  indepen- 
dently before  it  is  acquired.  Nystagmus 
is  present  in  total  color  blindness. 

Nystagmus  in  adults  occurs  in  dissemi- 
nated sclerosis,  disease  of  the  cerebellum 
and  vascular  tracts,  and  of  the  semicircu- 
lar canals  (i.e.,  occasionally  on  syringing 
the  ears.)  Friedreick’s  ataxia,  etc.  In 
disseminated  sclerosis  the  movements  are 
generally  horizontal  and  are  elicited  in  the 


early  stages  only  in  extreme  lateral  posi- 
tions of  the  eyes.  Cerebellar  irritative  le- 
sions cause  coarse  nystagmus  towards  the 
side  of  the  lesion  and  fine  nystagmus  to 
the  opposite  side.  Nystagmus  may  also 
occur  in  adults  as  an  “occupation  neurosis” 
the  commonest  form  being  coalminer’s 
nystagmus. 

In  congenital  and  early  infantile  nystag- 
mus the  patient  is  wholly  unconscious  of 
the  movements,  since  objects  do  not  ap- 
pear to  move.  Vision  is  usually  defective 
in  spite  of  correction  of  errors  of  refrac- 
tion which  generally  accompany  the  dis- 
ease. In  some  cases  of  acquired  nystagmus 
in  adults,  objects  appear  to  move. 

The  prognosis  is  good  in  miner’s  nystag- 
mus, if  the  occupation  is  changed,  though 
recovery  is  slow.  In  all  other  cases  it  is 
bad,  though  it  tends  to  diminish  with  ad- 
vancing years.  Treatment  is  therefore 
palliative,  consisting  of  refraction,  wear- 
ing smoked  glasses  in  albinism  and  treat- 
ing any  disease  which  may  be  present. 
Labyrinthine  nystagmus  occurs  in  dis- 
ease of  the  internal  ear,  in  normal  per- 
sons by  rotation  in  a specially  designed 
chair  or  by  passing  a galvanic  current 
through  the  head. 

Miner’s  nystagmus  occurs  chiefly  in 
those  who  have  worked  long  at  the  coal 
face.  The  patient  complains  of  defective 
vision,  which  is  worse  at  night,  headache, 
giddiness,  photophobia,  dancing  of  lights 
and  movements  of  objects. 

The  essential  cause  of  miner’s  nystag- 
mus is  that  there  is  always  poor  light  and 
since  the  area  from  10  to  15  degrees 
around  the  macula,  is  used  for  vision  at 
low  illumination,  the  patient  gradually 
loses  his  power  of  fixation  and  nystagmus 
occurs.  Contributing  causes  are:  ill  health, 
poor  illumination  and  erroi's  of  refraction. 

The  treatment  consists  in  better  illumi- 
nation, treatment  of  the  ill  health  factor 
and  correction  of  errors  of  refraction.  If 
this  all  fails,  the  patient  should  be  with- 
drawn from  this  type  of  work. 

Concomitant  Strabismus 

In  concomitant  strabismus  the  visual 
axes,  though  abnormally  directed,  retain 
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their  abnormal  relation  to  each  other  in 
all  movements  of  the  eyes.  It  differs 
therefore  in  this  respect  from  paralytic 
strabismus,  in  which  the  relationship  of 
the  visual  a.xes  to  each  other  changes  with 
every  movement  of  the  eyes  in  the  direc- 
tion of  action  of  the  paralyzed  muscles 
when  more  than  one  is  affected.  The  de- 
viation of  the  visual  axes  may  be  conver- 
gent or  divergent,  the  former  being  the 
more  common.  In  concomitant  strabismus 
one  eye  maintains  fixation  while  the  other 
is  adverted  or  abverted. 

If  the  fi.xing  eye  is  tested  behind  a 
screen,  the  deviating  eye  usually  moves 
outwards  or  inwards  through  an  angle 
equivalent  to  the  angle  of  deviation  in 
order  to  take  up  fixation. 

At  the  same  time  the  eye  behind 
the  screen  moves  inwards  or  outwards 
through  exactly  the  same  angle  (secon- 
dary deviation).  If  now  the  screen  is  re- 
moved it  will  generally  be  found  that  fixa- 
ton  immediately  reverts  to  the  first  eye. 
Such  a case  is  usually  termed  one  of  uni- 
lateral strabismus.  In  some  cases  fixation 
is  still  retained  by  the  second  eye.  If  it 
is  so  retained  for  a considerable  period, 

i.e.,  while  the  patient  blinks  several  times, 
the  squint  is  said  to  be  alternating.  In- 
quiry will  then  generally  elicit  the  fact 
that  the  patient  sometimes  squints  with 
one  eye  and  sometimes  with  the  other. 

There  is  no  diplopia  in  a concomitant 
squint.  The  vision  in  the  deviated  eye  is 
depressed,  while  in  an  alternating  squint 
it  is  not. 

Concomitant  strabismus  always  com- 
mences in  childhood.  It  may  be  manifest- 
ed after  a fright,  whooping  cough,  measles 
or  any  other  debilitating  illness. 

The  prevailing  theory  at  the  present 
time  is  that  strabismus  is  due  to  the  de- 
fect of  the  fusion  faculty. 

In  every  case  of  concomitant  strabis- 
mus the  angle  of  the  deviation  must  be 
measured,  so  that  the  effects  of  treatment 
may  be  accurately  observed. 

The  best  way  to  measure  the  angle  of 
deviation  is  by  prisms. 

Treatment. — The  routine  treatment  of 


concomitant  strabismus  in  a child  is  as 
follows : 

1.  Record  the  distant  vision  of  each 
eye. 

2.  Test  the  eyes  for  the  error  of  refrac- 
tion, using  atropine  1 per  cent,  either  so- 
lution or  ointment. 

3.  If  the  patient  is  found  to  have  a 
+ 1 .00  diopter  or  more  of  hypermetropia 
glasses  are  needed.  If  glasses  correct  the 
deviation  no  operation  is  needed. 

The  patient  should  start  wearing  them 
from  the  age  of  two  years. 

4.  If  the  vision  is  depressed  in  the 
squinting  eye,  it  should  be  restored  as 
much  as  possible. 

5.  The  best  way  to  restore  the  vision  is 
to  wear  a patch  over  the  eye  with  the  nor- 
mal vision.  The  patch  should  be  worn  dur- 
ing the  hours  w'hen  the  patient  is  awake. 
Take  it  off  at  night. 

Have  the  patient  return  in  one  week 
and  test  the  vision  of  each  eye.  If  the 
vision  of  the  eye  under  the  patch  has  not 
been  depressed,  then  have  the  patient  re- 
turn in  two  weeks.  If  the  vision  in  the 
eye  under  the  patch  is  not  depressed  then 
have  him  return  in  one  month.  Never  let 
a patient  wear  a patch  longer  than  one 
month  at  a time  without  testing  the  vision 
in  the  eye. 

It  will  usually  be  found  that  the  vision 
will  improve  in  the  eye  wdth  depressed 
vision.  When  it  returns  to  normal  leave 
the  patch  off.  Then  have  the  patient  re- 
turn in  one  month  and  test  the  vision  of 
each  eye.  The  eye  with  depressed  vision 
originally,  will  usually  begin  to  lose  vision 
again.  Then  reapply  the  patch  as  stated 
above  and  use  the  same  schedule  of  wear- 
ing it. 

The  patient  when  he  has  attained  the 
age  of  eight  years  usually  maintains  nor- 
mal vision  from  then  on. 

If  after  three  months  of  wearing  the 
patch  and  the  vision  has  not  been  re- 
stored, then  it  should  be  abandoned. 

6.  Orthoptic  treatment  may  be  used 
to  try  to  restore  fusion,  but  it  has  been  my 
experience  that  it  is  of  no  value. 
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7.  If  the  patient  has  a deviation  of 
squint  that  is  thirty  prism  diopters  or 
greater,  it  has  been  my  experience  that  an 
operation  is  indicated. 

8.  The  type  operation  which  should  be 
used,  is  the  one  with  which  the  surgeon 
gets  the  best  results. 

9.  Never  let  a patient  with  a squinting 
eye  leave  your  office  without  treatment, 
because  the  eye  will  not  straighten  itself 
and  the  eye  with  depressed  vision  will  not 
restore  its  vision. 

10.  If  the  eye  with  the  depressed  vision 
is  not  restored  by  the  age  of  six  to  six  and 


one  half  years,  it  will  never  be  restored. 
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A New  Disease 

A California  physician  who  discovered  a new  disease — love  madness — has  been 
experimenting  with  the  person  afflicted  therewith  and  has  produced  the  “love  para- 
site,” or  bicillus  micrococcus.  This  he  cultivated  up  to  the  twentieth  generation,  and 
with  the  parasites  of  that  generation  he  inoculated  a number  of  subjects.  The  inocu- 
lation was  invariably  successful,  symptoms  of  the  disease  appearing  a very  short 
time  after  the  operation.  A bachelor,  aged  fifty,  on  the  first  day  after  the  inoculation, 
had  his  whiskers  dyed,  ordered  a new  suit  of  clothes  and  a set  of  false  teeth,  bought 
a top  buggy,  a bottle  of  hair  restorer,  a diamond  ring  and  a guitar,  and  began  reading 
Byron’s  poems. 

New  Orleans  M.  & S.  J.  10:309,  (October)  1882. 
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• An  interesting  report  on  surveys  made  in  tuberculosis  case  finding. 
A 10  per  cent  error  by  patch  test  application  is  admitted,  but  for 
several  reasons  this  method  is  believed  to  be  best  in  mass  surveys. 
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A PPROXIMATELY  two  years  aj?o,  those 
of  us  w’ho  are  administering  the  Tu- 
berculosis Control  Program  of  the  Louisi- 
ana State  Board  of  Health  were  faced 
with  making  a decision  concerning  the 
future  use  of  the  mobile  x-ray  units  in 
tuberculosis  case  finding  among  the  gen- 
eral population.  For  quite  some  time  we 
had  been  concerned  with  the  mounting 
costs  of  such  a program  in  comparison  to 
the  declining  returns  of  newly  discovered 
cases  of  tuberculosis.  Further,  more  and 
more  was  being  said  and  written  about 
the  possible  radiological  hazards  resulting 
from  indiscriminate  use  of  the  x-ray 
among  the  general  population.  Before  ar- 
riving at  a decision  concerning  the  future 
use  of  the  mobile  x-ray  units,  a mass  tu- 
berculin patch  test  study  was  planned  in 
one  of  the  southwestern  Louisiana  par- 
ishes to  determine  if  it  were  practical  to 
use  the  tuberculin  test  for  screening  pur- 
poses and  the  chest  x-ray  solely  as  a diag- 
nostic tool  in  a community  tuberculosis 
case  finding  program.  The  area  selected 
for  this  study  was  Iberia  Parish. 
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New  Orleans,  La. 

Presented  at  the  Eightieth  Annual  Meeting  of 
the  Louisiana  State  Medical  Society,  in  Baton 
Rouge,  May  3,  1960. 


Chest  X-ray  Survey 

The  preceding  year,  one  of  the  mobile 
chest  x-ray  units  spent  several  weeks  at 
various  locations  throughout  Iberia  Par- 
ish. Small  (70  mm.)  chest  films  were 
taken  on  any  individual  15  years  of  age 
or  over  who  presented  himself  to  the  mo- 
bile unit  and  requested  this  service.  Six 
thousand  three  hundred  sixty-eight  (6368) 
small  x-ray  films  were  taken  during  this 
period. 

Interpretation  of  these  films  resulted  in 
188  being  reported  as  suspicious  for  tuber- 
culosis. However,  additional  investigation 
indicated  that  many  of  these  so-called 
suspicious  cases  were  old  tuberculosis  pa- 
tients or  suspects  already  known  to  the 
local  health  unit.  Apparently,  many  of 
these  individuals  have  a chest  x-ray  made 
w’henever  given  the  opportunity,  in  the 
hope  that  eventually  someone  will  tell 
them  that  they  really  do  not  have  tuber- 
culosis and  that  it  was  all  a mistake.  Neg- 
ative results  from  14"  by  17"  follow-up 
films  eliminated  another  group  of  the  or- 
iginal suspects.  In  the  final  analysis,  of 
these  6300-plus  films  that  were  taken  in 
Iberia  Parish  during  the  1957  survey,  the 
ultimate  result  was  the  detection  of  only 
one  (1)  hitherto  unknown  case  of  tuber- 
culosis. 

Patch  Test  Survey 

Early  in  1958,  plans  were  being  laid  for 
the  patch  test  survey  in  Iberia  Parish. 
Much  more  time  and  effort  must,  of  neces- 
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sity,  go  into  planning  a patch  testing  pro- 
gram than  is  necessary  in  planning  a 
chest  x-ray  survey.  This  patch  test  pro- 
gram was  sponsored  by  the  Louisiana 
State  Board  of  Health’s  Section  of  Tuber- 
culosis Control,  the  Iberia  Parish  Health 
Unit,  the  Iberia  Parish  Medical  Society 
and  the  Iberia  Parish  Tuberculosis  Asso- 
ciation. Moreover,  several  hundred  com- 
munity volunteers  assisted  in  planning 
and  carrying  out  the  program. 

One  of  the  reasons  for  so  much  advance 
planning  being  necessary  was  due  to  the 
fact  that  management  in  industries  and 
business  establishments  had  to  be  sold  on 
the  idea  of  using  the  patch  test  as  an 
initial  screening  device  for  their  employ- 
ees, instead  of  the  small  chest  x-ray  film 
to  which  they  were  accustomed.  One  mi- 
nor disadvantage  of  using  the  patch  test 
in  industries  and  business  establishments, 
is  that  employees  must  be  absent  from 
work  on  two  occasions  on  separate  days — 
the  first  time  when  the  patch  is  applied 
and  again  when  it  is  read.  However,  this 
presented  no  great  difficulty  in  Iberia 
Parish,  since  the  industries  and  business 
establishments  cooperated  practically  100 
per  cent. 

During  the  course  of  twelve  weeks,  a 
total  of  9564  patch  tests  were  applied. 
This  is  a 50  per  cent  increase  over  the 
number  of  people  who  were  x-rayed  by 
the  mobile  x-ray  unit  when  it  visited 
Iberia  Parish  the  year  before.  Approxi- 
mately one-third  of  this  total  were  chil- 


dren under  15  years  of  age  who  ordinarily 
would  not  be  x-rayed  by  the  mobile  x-ray 
unit. 

When  dealing  with  large  numbers  of 
people  such  as  this,  there  will  be  a certain 
relatively  large  percentage  of  individuals 
who  do  not  complete  the  test.  Of  the  9564 
patch  tests  applied  in  this  study,  1287 
(13.5  per  cent)  were  not  completed  for 
various  reasons  (Table  1).  Failure  to  re- 


TABLE  1 

NUMBER  OF  PATCH  TESTS  COMPLETED 
COMPARED  TO  NUMBER  OF  TESTS  INCOMPLETED 


Number 

% of 
Total 

Patch  tests  completed  and  read 

8277 

86.5 

Absent  or  did  not  return  for  reading 

818 

8.6 

Patch  fell  off 

286 

3.0 

Wet  patch 

9 

0.1 

Incomplete — reason  not  recorded 

174 

1.8 

9564 

100.0 

tiu’n  for  the  reading  was  by  far  the  most 
frequent  reason  for  incompletion. 

The  overall  positivity  rate  for  the  8277 
completed  tests  was  12.9  per  cent.  Table 
2 shows  the  positivity  rates  for  various 
age  groups.  A startling  and  perplexing 
observation  that  is  immediately  apparent 
is  that  5.4  per  cent  of  the  children  five 
years  of  age  and  under  showed  a positive 
reaction ; whereas  in  the  age  group  6 to  12 
it  was  only  2.0  per  cent  and  from  13  to  19 
it  was  only  3.8  per  cent.  A possible  ex- 
planation for  this  difference  is  that  this 
age  group  represents  the  preschool  chil- 


TABLE  2 


RESULTS  OF 

PATCH  TESTS  BY 

AGE  GROUPS 

Age  Group 

No.  of 
Tests 

% of 
Total 

Neg. 

Pos. 

% 

Positive 

5 yrs.  & under 

927 

11.2 

877 

50 

5.4 

6-12 

1747 

21.1 

1713 

34 

2.0 

13-19 

1194 

14.4 

1149 

45 

3.8 

20-29 

964 

11.7 

856 

108 

11.2 

30-39 

1234 

14.9 

951 

283 

22.9 

40-49 

1068 

12.9 

802 

266 

24.9 

50-59 

615 

7.4 

441 

174 

28.3 

60-69 

241 

2.9 

181 

60 

24.9 

70-79 

71 

0.9 

59 

12 

16.9 

80  and  over 

9 

0.1 

8 

1 

11.1 

Age  not  stated 

207 

2.5 

169 

38 

18.3 

TOTALS 

8277 

100.0 

7206 

1071 

12.9 

840 
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dren  on  whom  the  tests  were  done  mostly 
in  health  unit  clinics  and  children  of  those 
families  about  whom  the  public  health 
nurses  and  other  volunteer  workers  were 
particularly  concerned  and  possibly  sus- 
pected the  presence  of  tuberculosis  in  the 
families,  therefore  making  sure  that  these 
children  were  tested.  Consequently,  in- 
cluded in  this  age  group  there  is  perhaps 
a much  larger  percentage  of  individuals 
in  the  lower  socio-economic  groups  than  in 
the  6 to  12  and  the  13  to  19  year  age 
groups,  because  in  these  latter  two  cate- 
gories the  patches  were  applied  to  a cross 
section  of  children  in  the  schools. 

It  will  also  be  noted  that  the  highest 
degree  of  positivity  is  seen  in  the  50  to 
59  year  age  group,  where  28.3  per  cent 
showed  positive  reactions.  Thereafter  the 
percentage  of  positivity  tends  to  decrease 
with  age.  Although  the  number  of  tests 
applied  in  the  older  age  groups  was  small, 
there  is  a definite  trend  towards  a decline 
in  positivity.  This  may  indicate  that  in- 
dividuals who  have  been  infected  with  the 
tubercle  bacillus  tend  to  die  at  an  earlier 
age  than  those  who  have  never  been  so 
infected. 

Table  3 shows  the  per  cent  of  positivity 

TABLE  3 

PERCENTAGE  OF  POSITIVITY  ACCORDING  TO 
OCCUPATION 
(Patch  Tests) 


No.  of 
Tests 

No. 

Positive 

% 

Positive 

Bus  Driver 

67 

15 

22.4 

Cafeteria  Worker 

140 

30 

21.4 

Clerical 

397 

83 

20.9 

Domestic 

35 

6 

17.1 

Housewife 

976 

171 

17.5 

Janitor  or  Porter 

59 

18 

30.5 

Laborer 

977 

288 

29.5 

Maintenance  Worker 

223 

43 

19.3 

Management 

133 

37 

27.8 

Professional 

63 

16 

25.4 

Teachers 

369 

52 

14.1 

Retired 

28 

6 

21.4 

Salt  Mine  Worker 

579 

193 

33.3 

according  to  certain  selected  occupational 
and  professional  categories. 


Salt  Mine  Workers 

Salt  mining  is  an  industry  peculiar  to 
this  area  of  the  state.  Iberia  Parish  has 


at  least  four  large  salt  mines  in  the  south- 
ern part  of  the  parish.  Because  of  the 
high  rate  of  positivity  among  these  salt 
mine  workers  (33.3  per  cent),  it  was  de- 
cided to  follow  up  immediately  with  the 
intradermal  tuberculin  test,  using  the  in- 
termediate strength  PPD.  The  compara- 
tive results  are  shown  in  Table  4. 

TABLE  4 

COMPARISON  OF  PATCH  AND  INTRADERMAL  TESTS 
IN  SALT  MINE  WORKERS 


Number  of  Positive  Reactions 

Workers  Patch  Intradermal 


Mine 

Tested 

No. 

% 

No. 

% 

A 

no 

43 

39.1 

51 

46.3 

B 

111 

35 

31.5 

52 

47.3 

C 

126 

29 

23.0 

41 

32.5 

I) 

232 

86 

37.1 

116 

50.0 

TOTAL 

579 

193 

33.3 

260 

44.9 

It  is  to  be  noted  that  in  each  instance 
the  intradermal  test  gave  a somewhat 
greater  percentage  of  positivity.  The  in- 
tradermal tests  resulted  in  an  over-all 
positive  reaction  rate  of  44.9  per  cent 
compared  to  33.3  per  cent  positive  reactors 
to  the  patch  tests.  However,  the  follow-up 
among  all  of  those  salt  mine  workers  who 
showed  a positive  reaction  to  either  or 
both  tests  resulted  in  not  one  single  case 
of  active  tuberculosis  being  discovered. 

These  salt  mine  workers  and  their  fami- 
lies live  in  the  southern  part  of  Iberia 
Parish  where  the  salt  mines  are  located 
and  have  relatively  little  intercourse  with 
the  outside  world.  Most  of  these  people 
continue  to  live  in  that  area  and  work  in 
the  mines,  as  their  ancestors  did  before 
them.  It  is  a very  stable  population  with 
very  little  labor  turnover.  It  was  learned 
that  two  or  three  known  cases  of  active 
tuberculosis  had  occurred  among  these 
people  in  the  past,  but  they  have  long 
since  either  died  or  moved  away  from  the 
area.  Apparently  these  cases  infected  a 
large  percentage  of  this  closed  population, 
but  luckily  there  seem  to  be  no  active 
cases  at  the  present  time. 

Comparison  of  Patch  and  Intradermal 
Tests 

Because  of  the  discrepancies  in  results 
between  the  patch  and  the  intradermal 
tests  that  were  done  among  the  salt  mine 
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workers,  one  of  us  (W.W.C.)  undertook  a 
comparative  study  by  doing  concurrent 
patch  and  intradermal  tests  on  known  tu- 
berculosis patients  in  a state  tuberculosis 
hospital.  Patch  and  intradermal  tests 
were  done  on  124  patients  (63  white  and 
61  colored)  who  were  proven  to  have  tu- 
berculosis, either  by  culture  or  by  biopsy 
at  surgery. 

The  results  are  shown  in  Table  5.  The 

TABLE  5 

COMPARISON  OF  PATCH  AND  INTRADERMAL  TESTS 
IN  PATIENTS  KNOWN  TO  HAVE  TUBERCULOSIS 


Number  of 
Positive 

First 

Strength 

PPD 

Intermed. 

Strength 

PPD 

Vollmer  Patch 
Positive  Negative 

95 

+ 

83 

12 

14 

+ 

12 

2 

6 

+ 

+ 

5 

1 

6 

— 

5 

1 

2 

— 

— 

2 

1 

— 

1 

124 

first  three  horizontal  lines  of  Table  5 ac- 
count for  115  patients  who  were  positive 
to  either  the  first  strength  PPD,  the  inter- 
mediate strength  PPD,  or  to  both.  Of 
these  115  patients,  100  gave  a positive 
reaction  to  the  Vollmer  and  15  gave  nega- 
tive reactions.  Six  (6)  patients  were  neg- 
ative to  the  first  strength  PPD  but  showed 
a positive  reaction  to  the  intermediate 
strength.  Five  (5)  of  these  patients  gave 
a positive  reaction  to  the  Vollmer  and  one 
a negative  reaction.  A total  of  3 patients 
known  to  have  tuberculosis  gave  negative 
reactions  to  the  first  and  intermediate 
strengths  of  PPD,  or  to  the  intermediate 
strength  alone,  and  all  3 of  these  patients 
likewise  gave  negative  reactions  to  the 
Vollmer.  Of  these  3 patients,  1 was  old 
and  debilitated  and  2 were  moribund. 

Undoubtedly,  the  intradermal  tubercu- 
lin test  is  more  sensitive  than  the  Vollmer 
patch  test  and  should  always  be  used  in 
diagnostic  work.  However,  we  feel  that 
the  patch  test,  when  used  as  a tool  in  a 
mass  survey  for  tuberculosis  case  finding, 
is  entirely  .satisfactory  for  the  following 
reasons : 

(1)  Becau.se  of  its  ease  of  application, 
many  more  people  can  be  reached  with  the 
patch  test. 


(2)  It  requires  no  technical  skill  for  its 
application. 

(3)  Enough  material  to  do  patch  tests 
on  many  hundreds  of  people  can  easily  be 
carried  into  the  field  in  a small  package, 
in  comparison  to  the  amount  of  equipment 
(i.e.,  sterile  syringes  and  needles,  etc.) 
that  would  be  needed  to  do  a similar  num- 
ber of  tests  when  the  intradermal  is  used. 

(4)  The  “fear  of  the  needle”  keeps 
many  people  from  having  an  intradermal 
test  done,  whereas  they  would  very  readily 
consent  to  a patch  test.  For  the  foregoing 
reasons  we  believe  that,  even  though  there 
may  be  a certain  degree  of  inaccuracy  in 
the  patch  test,  it  is  more  than  offset  by 
its  wider  applicability  to  greater  numbers 
of  people  in  a general  survey  and  there- 
fore results  in  the  finding  of  more  tuber- 
culosis. To  emphasize  this,  the  results  of 
the  patch  test  survey  that  was  done  in 
Iberia  Parish  are  summarized  herewith. 

Results  of  Follow-up 

Of  the  1071  patches  that  were  inter- 
preted as  being  positive,  subsequent  fol- 
low-up by  x-rays  and  clinical  studies  re- 
sulted in  the  finding  of  4 previously  un- 
known cases  of  tuberculosis  in  adults  (1  in 
a patient  out  of  the  state),  plus  1 case  of 
active  pulmonary  tuberculosis  of  the  rein- 
fection type  in  a child  under  five  years  of 
age.  Furthermore,  16  cases  of  primary 
tuberculosis  in  children  were  discovered 
and  these  children  were  put  on  prophylac- 
tic antimicrobial  drugs.  Nine  (9)  individ- 
uals were  placed  under  observation  who 
had  old,  but  apparently  inactive,  cases  of 
tuberculosis.  Seven  (7)  cases  of  other 
pathology  were  reported  from  the  follow- 
up x-rays.  Of  this  latter  group  2 patients 
were  placed  under  private  medical  care 
for  diseases  the  presence  of  which  had 
been  previously  undetected.  It  should  be 
repeated  here  that  when  the  mobile  x-ray 
unit  visited  Iberia  Parish  the  year  preced- 
ing this  patch  test  survey,  more  than  6300 
small  films  were  taken,  which  lead  to  find- 
ing only  one  (1)  previously  unknown  case 
of  active  tuberculosis. 

There  is  a brief  but  interesting  story 
concerning  the  one  (1)  case  of  active  tu- 
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berculosis  that  was  discovered  in  a patient 
outside  of  the  state.  A very  younp  child 
jrave  a positive  reaction  to  the  Vollmer 
patch,  whereas  the  older  siblin^js  and  par- 
ents were  all  negative.  This  puzzled  the 
public  health  nurses  so  they  pursued  the 
problem  from  an  epidemiological  approach. 
Further  questioning  of  the  family  brought 
out  the  fact  that  the  maternal  grand- 
mother, who  resides  in  another  state,  had 
visited  this  family  following  the  birth  of 
the  youngest  child  and  took  care  of  the 
baby  while  Mother  was  regaining  her 
strength. 

A letter  was  dispatched  to  the  health 
department  of  the  other  state  telling  of 
our  suspicions,  and  in  due  course  we  re- 
ceived a return  letter  of  thanks  saying 
that  Grandmother  was  investigated,  that 
she  was  an  active  case  of  tuberculosis  and, 
furthermore,  that  she  had  not  been  known 
previously  to  the  health  department  of  the 
other  state.  This  case  would  not  have 
been  found  by  an  x-ray  survey. 

Conclusions 

After  analyzing  the  foregoing  studies, 
the  following  conclusions  were  made: 

1.  The  tuberculin  patch  test  is  less 
sensitive  than  the  intradermal  tuberculin 
test. 

2.  The  ease  of  application  of  the  patch 
test  allows  many  more  people  to  be  tested 
and  this  more  than  offsets  its  lesser  de- 
gree of  sensitivity. 

3.  Tuberculin  testing  was  more  produc- 
tive as  far  as  finding  new  cases  of  tuber- 
culosis was  concerned  than  the  mass  chest 
x-ray  survey. 

4.  Tuberculin  testing  offers  a better 
medium  for  health  education  through  per- 
sonal contact  than  does  the  mobile  x-ray 
unit. 

5.  Individuals  become  more  concerned 
over  a positive  tuberculin  reaction  than 
on  receiving  an  x-ray  report  of  suspected 
tuberculosis,  and  therefore  are  more  eager 
to  cooperate  in  the  proper  follow-up. 

6.  Studies  now  in  progress  evaluating 
a tuberculin  test  which  combines  the  sen- 
sitivity of  the  intradermal  test  with  the 
ease  of  application  of  the  Vollmer,  such 


as  the  Heaf  test  and  its  modifications, 
should  be  commended. 

Discussion 

Dr.  Maurice  Campagna  (New  Orleans)  : There 
is,  and  has  been,  a pood  deal  of  controversy  as 
to  the  value  of  the  Vollmer  patch  test.  Most  of 
the  discussion  is  centered  on  the  accuracy  of  the 
test  in  relation  to  the  accuracy  of  the  intrader- 
mal PPD. 

The  importance  of  the  discussion,  however, 
has  been  mostly  academic  with  the  pros  and 
cons  makinp  statements  according  to  their  be- 
liefs. None  of  this  serious  opposition  has  ever 
been  based  on  actual  comparative  statistical 
studies.  A close  analysis  of  any  attempt  at  com- 
parative studies  quickly  reveals  that  there  actu- 
ally is  no  method  whereby  the  intradermal  and 
the  supracutaneous  patch  test  can  be  reliably 
compared. 

If  known  cases  of  tuberculosis  are  skin  tested 
by  the  two  methods,  there  is  a consistent  differ- 
ence of  10  per  cent  in  the  accuracy  of  one  when 
compared  with  the  other.  This  observation  has 
been  noted  repeatedly.  I for  one  found  a 10 
per  cent  error  in  the  Vollmer  patch  test  as  far 
back  as  1945,  when  Vollmer  was  first  introduced 
in  the  New  Orleans  Health  Department  Tuber- 
culosis program. 

I have  never,  to  any  degree  of  consistency, 
been  able  to  determine  accurately  that  the 
Vollmer  patch  test  gives  an  appreciable  number 
of  false  positives.  Sporadically,  we  find  a pa- 
tient who  ultimately  is  not  found  to  have  tuber- 
culosis but  who  gives  a false  positive.  This  is 
true  of  the  PPD  as  well  as  the  Vollmer.  There 
is  not,  to  my  knowledge,  an  acceptable  method 
of  determining  whether  the  Vollmer  is  wrong 
when  a positive  reaction  is  recorded  except  by 
comparing  it  with  the  results  of  the  PPD  on  the 
same  individual.  It  is  questionable  if  the  PPD 
can  be  relied  on  as  a yardstick  of  accuracy  under 
the  circumstances. 

We  find  inaccuracy  and  inconsistency  in  tech- 
nique and  individual  interpretation  which  will 
vary  within  wide  ranges.  I am  not  by  any  means 
condemning  the  PPD  nor  do  I feel  it  should  be 
replaced  by  the  Vollmer.  I do,  however,  feel 
that  until  some  other  proven  accurate  and  simple 
method  of  skin  testing  comes  along,  the  Voll- 
mer patch  test  has  an  important  field  of  useful- 
ness in  the  tuberculosis  case  finding  program. 

If  it  were  not  for  the  ready  acceptance  of 
skin  testing  with  the  Vollmer  patch  test,  in 
recent  years  the  case  finding  program  would 
have  collapsed,  when  the  State  and  City  Health 
authorities  decided  that  there  was  some  justifi- 
cation in  discontinuing  the  mass  chest  x-ray  in 
the  light  of  the  publicity  given  to  tbe  danger  of 
man-made  radiation.  Also  the  genetic  implica- 
tions of  direct  radiation  has  been  a problem  in 
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school  survey  work.  This  problem  has  not  prov- 
en insurmountable  with  the  utilization  of  the 
readily  acceptable  Vollmer  patch  test  in  the  18 
years  and  under  group  of  our  population. 

One  of  the  biggest  objections  we  have  en- 
countered in  recommending  the  Vollmer  to  the 
professional  group  has  been  the  idea  that  the 
patch  does  not  stay  on  and  that  in  industrial 
workers  it  is  difficult  to  keep  the  arm  clean. 

In  the  pilot  study  which  I supervised  in  New 
Iberia  we  did  not  find  this  a great  problem  and 
in  this  paper  presented  by  Dr.  Coulter  and  asso- 
ciates, the  percentage  of  unsatisfactory  readings 
because  of  the  patch  dropping  off  (3  per  cent) 
is  consistent  with  findings  in  other  similar  studies 
(Table  1).  I believe  that  86.5  per  cent  completed 
readings  is  a good  percentage  and  it  is  certainly 
comparable  to  the  percentages  in  studies  with 
the  PPD. 

Table  2,  in  my  opinion,  reflects  the  accuracy 
of  the  patch  test.  Were  it  true  that  the  Vollmer 
gives  false  positives,  I believe  the  figures  of 
12.9  per  cent  would  be  much  higher.  This  12.9 
per  cent  is  certainly  in  line  with  percentages  of 
positives  in  a cross  section  of  the  population  in 
our  area. 

Table  4 demonstrates  the  opinion  of  those 
who  admitted  a 10  per  cent  error  when  a Vollmer 
is  compared  with  a PPD. 

A brief  review  of  statistical  figures  shows  that 
in  the  New  Orleans  area  in  1959 — 8,000  Vollmer 
patch  tests  resulted  in  1,498  positives  recorded 
(suspects).  In  the  same  year  the  combined  70 
mm.  mass  surveys  conducted  by  Charity  Hospital, 


the  Bureau  of  Tuberculosis  Control — stationary 
unit,  totaling  61,851,  revealed  2,093  suspects. 
The  Vollmer  suspects  were  1 to  5.5.  The  70  mm. 
suspects  were  1 to  30. 

In  New  York,  in  1958,  the  authorities  con- 
ducted a survey  using  the  Heaf  test.  Out  of 
58,370  submitting  to  this  test  11  cases  of  tuber- 
culosis were  found  for  a percentage  of  .018.  In 
1959,  the  70  mm.  case  finding  program  in  the 
New  Orleans  area  gave  a yield  of  .084  and  the 
Vollmer  patch  test  gave  a yield  of  .024.  This 
would  indicate  a greater  yield  in  the  Heaf  test 
than  the  Vollmer.  However,  it  also  shows  that 
the  Vollmer  patch  test  proved  superior  to  the 
70  mm.  case  finding  program.  We  believe  it  is 
premature  to  favorably  accept  the  figures  sub- 
mitted by  New  York  on  the  results  of  the  Heaf 
test  until  further  studies  indicate  that  this  test 
is  used  on  a cross  section  of  the  population  and 
not  on  a high  incidence  group. 

In  my  opinion,  figures  clearly  indicate  that 
with  the  use  of  the  Vollmer,  case  finding  pro- 
grams can  be  kept  alive.  Without  it  we  would 
have  nothing  to  inspire  and  stimulate  the  in- 
terest of  the  public  programs  designed  to  find 
tuberculosis  with  the  cooperation  of  the  general 
population. 

I would  like  to  emphasize  that  the  subject  of 
this  discussion  does  not  imply  that  the  Vollmer 
patch  test  is  a diagnostic  tool.  It  does  have, 
however,  considerable  value  in  case  finding  and 
has  certain  qualities  which  lend  themselves  more 
towards  arousing  the  interest  of  the  public  than 
has  simply  the  x-ray  alone. 
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DISCUSSION 
John  T.  Leckert,  M.  I). 
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Dr.  Dupuy  and  Dr.  Signorelli  should  be 
congratulated  on  their  unbiased  approach 
to  the  evaluation  of  antihypertensive 
drugs.  The  L.S.U.  Hypertension  Clinic, 
under  their  supervision,  has  produced  nu- 
merous studies  of  the  many  drugs  which 
the  pharmaceutical  industry  has  made 
available.  Certainly  this  report  speaks 
very  favorably  for  guanethidine  as  an 
antihypertensive  agent.  Nineteen  out  of 
25  patients  showed  initial  improvement 
while  23  out  of  25  patients  had  a sustained 
response  to  this  agent. 

It  should  be  emphasized  also  that  in 
this  study  guanethidine  alone  was  used. 
It  is  possible  that  had  it  been  combined 
with  other  antihypertensive  agents  the  re- 
sults would  have  been  even  more  favor- 
able. We  have  used  guanethidine  in  a 
smaller  private  series  of  7 patients  with 
quite  similar  and  gratifying  results.  It 
should  also  be  noted  that  its  side  effects 
are  certainly  minimal.  Because  of  this 
and  its  efficacy,  guanethidine  is  fast 
usurping  the  place  of  the  ganglionic  block- 
ing agents  in  the  treatment  of  severe 
hypertension.  Caution  should,  however, 
be  voiced  in  the  use  of  these  potent  drugs 
in  patients  with  renal  insufficiency,  recent 
myocardial  infarctions,  myocardial  ische- 
mia, angina,  and  insufficiency  of  the  caro- 
tid or  basilar  systems.  In  these  a pro- 
found drop  in  blood  pressure  might  re- 
sult in  respectively  uremia,  a myocardial 
infarction  or  a cerebrovascular  accident. 

Although  this  study  was  designed  to 
demonstrate  the  effectiveness  of  guaneth- 
idine alone,  the  present  trend  is  to  utilize 

* Discussion  of  paper  by  Drs.  R.  W.  Ziegler, 
J.  J.  Signorelli,  and  H.  J.  Dupuy,  presented  at 
the  Eighty-first  Annual  Meeting  of  the  Louisiana 
State  Medical  Society,  May  10,  1961,  and  pub- 
lished in  the  June  1961  issue. 


a number  of  drugs  in  small  amounts  so  as 
to  obtain  the  maximal  antihypertensive 
response  with  the  least  undesirable  ef- 
fects. To  this  goal  the  pharmaceutical 
chemists  have  developed  a vast  armamen- 
tarium of  agents  which  attack  the  prob- 
lem of  hypertension  at  numerous  sites  of 
action  (Figure  1).  The  veratrum  alka- 

pharmacology  of  antihypertensive  drugs 


vcrr*»  I nurvi 


loids  - stimulate  the  carotid  sinus,  aortic 
depressor  and  left  ventricular  receptors 
causing  reflex  depression  of  the  vasomo- 
tor center.  The  rauwolfia  alkaloids  - are 
mild  sedatives.  They  release  serotonin 
from  the  cerebral  cortex,  as  well  as  liber- 
ate catecholamines  from  central  hypothal- 
mic  and  vasomotor  centers.  They  also 
cause  the  release  of  catecholamines  from 
the  postganglionic  nerve  fibers. 
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Hydralazine  “ causes  dilatation  of  the 
constricted  vascular  muscle  and,  in  addi- 
tion, depresses  the  outflow  of  sympathet- 
ic impulses  from  the  hypothalmus  and 
vasomotor  center  within  the  medulla.  The 
ganglionic  blocking  agents  ^ block  the 
transmission  of  impulses  through  the  sym- 
pathetic ganglia,  thus  reducing  total  pe- 
ripheral resistance.  Of  these,  hexametho- 
nium  and  pentolinium  simply  compete 
with  acetyl  choline.  Mecamylamine  has, 
however,  an  entirely  different  mode  of  ac- 
tion. It  does  not  simply  compete  with 
acetylcholine.  Rather,  it  rapidly  diffuses 
into  cells  and  thus  modifies  the  response 
of  oi'gans  to  this  agent.  Mecamylamine 
reduces  the  output  of  acetylcholine  from  a 
strip  of  eserinized  muscle.  It  also  acts  on 
the  central  nervous  system,  intestine  and 
heart.  The  injection  of  mecamylamine 
through  a right  atrial  catheter  into  dogs 
produces  a fall  in  cardiac  indices  and  caro- 
tid pressures  without  significant  change 
in  systemic  or  pulmonary  resistance.^  The 
thiazide  derivatives  cause  an  increased  ex- 
cretion of  sodium,  potassium,  and  water. 
It  was  originally  believed  that  the  antihy- 
pertensive effect  resulted  from  the  de- 
creased blood  volume  which  ensued.^  Sub- 
sequent studies  ^ have  shown  that  the 
blood  volume  is  restored  during  chronic 
administration.  Thus  the  original  postu- 
late seems  unlikely.  It  is  considered  more 
probable  that  the  antihypertensive  action 
of  the  thiazides  is  related  to  the  electro- 
lyte changes  which  are  induced  at  the  local 
arteriolar  level.-  This,  however,  remains 
to  be  proven.  Two  compounds  are  known 
as  postganglionic  blocking  agents.  They 
are  bretylium  tolysate  and  guanethidine. 
The  former  ' seems  to  block  the  trans- 
mission of  nerve  impulses  in  the  postgan- 


glionic nerve  fibers  or  the  fine  terminal 
endings.  While  guanethidine  ® inhibits 
the  peripheral  release  of  catecholamines 
from  the  postganglionic  sympathetic  nerve 
fibers. 

It  would  seem  that  the  ideal  antihyper- 
tensive agent  has  not  as  yet  been  devel- 
oped. A drug  is  needed  which  would  be 
effective  in  severe  as  well  as  mild  hyper- 
tension and  not  be  wrought  with  the  pos- 
tural changes  of  the  ganglionic  and  post- 
ganglionic blocking  agents.  It  should  be 
just  as  effective  in  the  supine  as  the  up- 
right posture  and  have  a minimum  of  un- 
desirable side  effects. 

In  closing,  may  I again  express  my  sin- 
cere congratulations  to  Dr.  Signorelli  and 
associates  for  their  unbiased  evaluation  of 
a very  promising  drug. 

References 

1.  Edwards,  J.  C. ; Management  of  Hypertensive  Dis- 
eases. The  C.  V.  Mosl)y  Co..  St.  Louis,  I'.HiO. 

2 Brest.  A,  X.,  and  Moyer,  .T.  H. : Current  Status  of 
Drug  Theraiiy  and  Choice  of  Drugs  iii  the  Treatment  of 
Hypertension,  I’rogr.  Cardiov.  Dis.  3 :3.'>0,  19(!1. 

3.  Mauck,  H.  P.,  ,rr.,  Freund,  J.  and  Porter,  R.  R. ; 
Acute  Effect  of  Mecamylamine  on  the  Hemodynamic 
Changes  in  Dogs,  Circulation  16:914,  19.j7  (abst.) 

4.  Freis,  E.  D. : The  Effects  of  Salt  and  Extracellular 
Fluid  Depletion  on  Vascular  Responsiveness  with  Par- 
ticular Reference  to  Chlorothiazide,  Proc.  Council  High 
Blood  Press.  Res.,  vol.  7,  19.78. 

.7.  Lauwers,  P. : Mechanisms  of  Action  and  Use  of 

Chlorothiazide  as  an  Antihypertensive  Agent,  Int.  Rec. 
Med.  172:.T!0,  19.79. 

6.  Conway.  .1. : Clinical  Pharmacology  of  Bretylium 

Tosylate;  Preliminary  Observations,  Ann.  \.  Y.  Acad. 
Sci.  88:9.70-96:!.  Oct.  11,  1960. 

7.  Freis,  E.  D.,  Sugiura,  T.  and  Liptak.  1).:  Selective 
Inhibition  of  the  S.vmpathetic  Nervous  S.vstem  in  Man 
with  Bretylium  Tosylate,  a New  Antihypertensive  -\gent. 
Circulation  22:1997,  1960. 

8.  Richardson,  1).  W.  and  Wyso,  E.  M. : Human 

Pharmacology  of  Guanethidine,  Ann.  N.  Y.  -lead.  Sci. 
88:944  (Oct.  11)  P.H!0. 

!t.  Riciiardson,  D.  W.,  W.vso,  E.  M.,  Magee.  .1.  11..  and 
Caveil,  G.  C. : Circulatory  Effects  of  Guanethidine,  Cir- 
ciiiation  22:184,  1960. 


■s 


.34« 


The  Journal  of  the  Louisiana  State  Medical  Society 


The  Journal  of  the  Louisiana  State  Medical  Society 

Establithad  1844 

Published  by  The  Journal  of  the  Louisiana  State  Medical  Society,  Inc.  under  the  jurisdiction  of  the  following  named 
Journal  Committee: 

C.  J.  Brown,  M.  D.,  Ex-Officio  Edwin  H.  Lawson,  M.  D. 

C.  M.  Horton,  M.  D.,  Chairman  J.  E.  Knighton,  M.  D. 

Sam  Hobson,  M.  D.,  Secretary  M.  D.  Paine,  Jr.,  M.  D. 

EDITORIAL  STAFF 
PHILIP  H.  JONES,  M.  D.,  Editor 

COLLABORATORS— COUNCILORS 

Spencer  B.  McNair,  M.  D.  Henson  S.  Coon,  M.  0. 

J.  E.  Clayton,  M.  D.  John  L.  Beven,  M.  D. 

Guy  R.  Jones,  M.  D.  J.  Y.  Garber,  M.  D. 

C.  E.  Boyd,  M.  D.  R.  E.  C.  Miller,  M.  D. 

C.  GRENES  COLE,  M.  D.,  General  Manager 
1430  Tulane  Avenue 


Subscription  Terms:  $4.00  per  year  in  advance,  postage  paid,  for  the  United  States;  $5.00  per  year  for  all  foreign 

countries  belonging  to  the  Postal  Union. 

News  material  for  publication  should  be  received  not  later  than  the  eighteenth  of  the  month  preceding  publication. 
Orders  for  reprints  must  be  sent  in  duplicate  when  returning  galley  proof. 

Manuscripts  should  be  addressed  to  the  Editor,  1430  Tulane  Ave.,  New  Orleans,  La. 

The  Journal  does  not  hold  itself  responsible  for  statements  made  by  any  contributor. 


S^dUo^Ucd 


The  Kefaiiver-Celler  Hill  Would  Hamper  The 
Pharmaceutical  Imluslry 


In  keeping  with  the  socialistic  pattern 
of  legislation  advocated  by  the  present 
Administration,  the  Kefauver-Celler  Bill 
(S.  1552,  H.R.  6245)  has  been  put  before 
the  Congress  and  hearings  are  now  in 
process.  If  made  into  law,  this  Bill  would 
affect  profoundly  the  operation  of  the 
pharmaceutical  industry  and,  in  conse- 
quence, would  have  a far  reaching  effect 
on  the  welfare  of  American  Medicine. 

The  Bill  should  be  opposed  vigorously 
by  all  physicians  on  two  general  princi- 
ples. 

The  first  feature  which  makes  it  objec- 
tional  is  that  it  would  create  a powerful 
bureau  of  the  government,  in  a position 
to  dominate  and  direct  the  most  intimate 
affairs  of  pharmaceutical  manufacturers. 
The  Bill  has  in  it  potentiality  for  control- 
ling of  the  size  of  corporations  and,  pos- 
sibly, price  fixing.  The  power  to  with- 
hold a drug  from  the  market  in  which 
the  decision  is  based  on  a matter  of  opin- 


ion would  produce  an  empire  with  fai^- 
reaching  power.  In  other  words,  bigger 
government  and  smaller  citizen. 

The  effects  of  the  Bill  on  the  quality 
and  property  of  drugs  and  its  ultimate 
effect  on  the  practice  of  medicine  are  of 
profound  importance.  The  Bill  proposes 
to  turn  over  to  the  Department  of  Health, 
Education,  and  Welfare  and  the  Food  and 
Drug  Administration  the  responsibility 
(1)  for  relaying  of  drug  information  to 
physicians,  (2)  the  selecting  of  names  of 
new  drugs,  and  (3)  deciding  whether  a 
drug  is  of  value  in  the  treating  of  human 
ills. 

It  also  proposes  an  alteration  in  the  pat- 
ent laws,  which  in  effect  would  mean  that 
after  three  years  the  value  of  the  patent 
to  the  owner  would  be,  for  practical  pur- 
poses, gone. 

In  regard  to  the  relaying  of  informa- 
tion to  physicians,  this  has  been  and  con- 
tinues a concern  of  the  American  Medical 
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Association.  Over  a period  of  years  vari- 
ous methods  have  been  pursued  by  the 
AMA  with  obvious  benefit  to  all  con- 
cerned. Recognizing,  however,  that  the 
problem  has  become  more  difficult,  the 
AMA  is  in  the  process  of  putting  into  op- 
eration an  expanded  program,  in  coopera- 
tion with  the  pharmaceutical  manufactur- 
ers and  their  association.  It  will  include 
submission  by  the  manufacturers  of  their 
pharmacologic,  toxicologic,  and  clinical  da- 
ta. Analysis  by  the  AMA  of  this  and 
other  data  will  ensue.  Periodic  publication 
by  the  Journal  and  by  the  New  and  Non- 
official Drugs  of  information  concerning 
the  uses,  dosage  forms,  side  effects  and 
hazards  of  drugs  permitted  to  go  on  sale 
by  the  Food  and  Drug  Administration  will 
make  available  to  the  physician  whatever 
is  known  on  a given  topic. 

This  program  for  dissemination  of  in- 
formation is  supported  financially  by  the 
American  Pharmaceutical  Association,  the 
United  States  Pharmacopeia,  and  the 
AMA,  and  is  directed  by  a joint  committee 
of  the  participating  groups. 

In  regard  to  the  names  of  drugs,  it  is 
felt  by  those  with  experience  in  this  field 
that  it  should  be  a matter — as  it  is  now — 
to  concern  the  AMA  and  then  the  pro- 
ducer of  the  drug.  When  a suitable  name 
is  arrived  at,  the  information  is  sent  to 
other  interested  parties,  which  include  the 
World  Health  Organization,  the  U.  S. 
Pharmacopeia,  the  National  Formulary 
and  the  British  Pharmacopeia  Commission 
for  any  comments  that  they  may  wish  to 
make. 

It  is  also  felt  that  the  custom  of  pro- 
viding a generic  name,  which  is  a general 
type  title  for  the  drug,  and  also,  the  man- 
ufacturer’s trade  name,  should  be  contin- 
ued. 

Contrary  to  what  the  critics  may  say, 
the  trade  name  is  a protection  to  the  man- 
ufacturer. It  increases  the  ultimate  econo- 
my of  his  business  operations,  and  also, 
in  opposition  to  current  criticism,  only 
adds  about  5 per  cent  to  the  cost  of  the 
drug  to  the  consumer. 

In  the  third  phase  of  the  effect  of 


the  proposed  legislation,  that  is,  deciding 
whether  a drug  is  valuable  in  treating  hu- 
man ills,  the  opposition  of  the  profession 
is  even  more  important  than  in  regard  to 
the  two  just  covered.  At  present,  the 
Food  and  Drug  Administration  has  the 
responsibility  of  determining  the  purity 
and  safety  of  a new  proposed  drug.  It 
can  prevent  the  marketing  of  useless  or 
dangerous  drugs.  It  can  remove  a drug 
from  the  market.  With  this  provision  the 
present  law  is  operating  satisfactorily. 
Under  the  proposed  law,  “patents  could 
not  be  granted  for  any  molecular  or  other 
modification  of  any  patented  or  unpatent- 
ed drug  or  for  the  combination  of  two  or 
more  drugs  unless:  (a)  the  Patent  Com- 
missioner has  determined  that  the  change 
made  by  the  modification  or  combination 
would  not  have  been  obvious  to  a person 
having  ordinary  skill  in  the  development 
of  drugs  and  (b)  the  Secretary  of  Health 
Education,  and  Welfare  has  determined 
that  the  therapeutic  effect  of  the  modi- 
fication or  combination  is  significantly 
greater  than  the  drug  or  drugs  in  their 
original  state.” 

The  danger  in  this  far-reaching  provi- 
sion is  obvious.  The  only  satisfactory  way 
in  which  the  efficacy  of  a drug  can  be 
determined  is  the  cumulative  clinical  ex- 
perience of  the  American  physician  in  the 
use  of  the  drug.  Only  the  physician  has 
the  knowledge,  ability,  and  responsibility 
to  make  a decision  as  to  what  drug  is 
best  for  a particular  patient. 

An  additional  feature  of  the  bill  in  re- 
gard to  change  in  patent  laws  would  de- 
prive the  manufacturer  of  a successful 
drug  of  the  fruits  of  his  research.  In  so 
doing  it  would  dry  up  initiative,  retard  in- 
vestigative procedures,  and  hamper  the 
contributions  the  pharmaceutical  houses 
have  made  to  the  advancement  of  Ameri- 
can medicine. 

Of  the  top  twenty-five  drugs  most  fre- 
quently prescribed  by  physicians  today, 
that  is,  the  therapeutically  most  useful 
drugs,  six  are  combinations.  Of  the  re- 
maining nineteen,  twelve  were  born  in  the 
laboratories  of  the  U.  S.  pharmaceutical 
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industry.  One  each  was  discovered  in  Yale 
and  Oxford,  and  the  other  five  came  from 
the  competing  pharmaceutical  industries 
in  Germany,  France,  and  Austria. 

American  medicine  today  has  the  best 


druRS  it  ever  had,  and  has  the  best  in  the 
world.  The  pharmaceutical  industry  is  in- 
dispensable and  an  active  factor  in  the 
production  of  these  drugs.  It  should  not 
be  hampered  by  socialistic  legislation. 


ORGANIZATION  SECTION 


The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana  State 
Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contribute  to  the 
understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


PARTIAL  REPORT  ON  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
noth  ANNUAL  MEETING 
June  25-30,  1961 
New  York  City 

Osteopathy,  medical  discipline,  communica- 
tions, surprical  assistants,  drug  legislation,  gen- 
eral practice  residencies,  relations  with  allied 
health  professions  and  services,  and  poliomye- 
litis vaccine  were  among  the  major  subjects  cov- 
ered by  115  resolutions  and  28  reports  acted 
upon  by  the  House  of  Delegates  at  the  Ameri- 
can Medical  Association’s  110th  Annual  Meeting 
held  June  25-30  in  New  York  City. 

Dr.  George  M.  Fister  of  Ogden,  Utah,  member 
of  the  AMA  Board  of  Trustees  and  previously 
a member  of  the  House  of  Delegates,  was  named 
president-elect  of  the  Association.  Dr.  Fister 
will  become  president  at  the  June,  1962  annual 
meeting  in  Chicago,  succeeding  Dr.  Leonard  W. 
Larson  of  Bismarck,  North  Dakota,  who  assumed 
office  at  the  Tuesday  night  inaugural  ceremony 
in  New  York. 

The  AMA  1961  Distinguished  Service  Award 
was  voted  to  Dr.  Walter  H.  Judd  of  Minneapolis, 
physician  and  member  of  Congress,  for  his  con- 
tributions as  a medical  missionary,  humanitarian 
and  statesman  devoted  to  world  peace. 

Total  registration  through  Thursday,  with  half 
a day  of  the  meeting  still  remaining,  had  reached 
56,315,  including  22,681  physicians. 

Osteopathy 

In  considering  a report  of  the  Judicial  Coun- 
cil and  three  resolutions  on  the  subject  of  oste- 
opathy, the  House  of  Delegates  agreed  with  the 
intent  of  the  report  and  resolutions,  but  adopted 
the  following  statement  of  AMA  policy: 

“1.  There  can  never  be  an  ethical  relation- 
ship between  a doctor  of  medicine  and  a cultist. 


that  is,  one  who  does  not  practice  a system  of 
healing  founded  on  a scientific  basis. 

“2.  There  can  never  be  a majority  party  and 
a minority  party  in  any  science.  There  cannot 
be  two  distinct  sciences  of  medicine  or  two  dif- 
ferent, yet  equally  valid  systems  of  medical 
practice. 

“3.  Recognition  should  be  given  to  the  tran- 
sition presently  occurring  in  osteopathy,  which 
is  evidence  of  an  attempt  by  a significant  num- 
ber of  those  practicing  osteopathic  medicine  to 
give  their  patients  scientific  medical  care.  This 
transition  should  be  encouraged  so  that  the 
evolutionary  process  can  be  expedited. 

“4.  It  is  appropriate  for  the  American  Medi- 
cal Association  to  reappraise  its  application  of 
policy  regarding  relationships  with  doctors  of 
osteopathy,  in  view  of  the  transition  of  oste- 
opathy into  osteopathic  medicine,  in  view  of  the 
fact  that  colleges  of  osteopathy  have  modeled 
their  curricula  after  medical  schools,  in  view  of 
the  almost  complete  lack  of  osteopathic  litera- 
ture and  the  reliance  of  osteopaths  on  and  use 
of  medical  literature,  and  in  view  of  the  fact 
that  many  doctors  of  osteopathy  are  no  longer 
practicing  osteopathy. 

“5.  Policy  should  now  be  applied  individually 
at  state  level  according  to  the  facts  as  they  exist. 
Heretofore,  this  policy  has  been  applied  collec- 
tively at  national  level.  The  test  now  should  be: 
Does  the  individual  doctor  of  osteopathy  practice 
osteopathy,  or  does  he  in  fact  practice  a method 
of  healing  founded  on  a scientific  basis?  If  he 
practices  osteopathy,  he  practices  a cult  system 
of  healing  and  all  voluntary  professional  asso- 
ciations with  him  are  unethical.  If  he  bases  his 
practice  on  the  same  scientific  principles  as 
those  adhered  to  by  members  of  the  American 
Medical  Association,  voluntary  professional  re- 
lationships with  him  should  not  be  deemed  un- 
ethical.” 
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Medical  Discipline 

In  a major  move  designed  to  strengthen  the 
profession’s  disciplinary  mechanisms,  the  House 
approved  the  conclusions  and  recommendations 
of  the  Medical  Disciplinary  Committee,  with  only 
three  word  changes.  The  House  discharged  the 
committee  with  thanks  and  commendation  and 
directed  that  its  functions  be  assumed  as  a 
continuing  activity  of  the  Judicial  Council. 

One  recommendation  suggests  that  “The  by- 
laws of  the  American  Medical  Association  be 
changed  to  confer  original  jurisdiction  on  the 
Association  to  suspend  or  revoke  the  AMA  mem- 
bership of  a physician  guilty  of  a violation  of 
the  Principles  of  Medical  Ethics  or  the  ethical 
policy  of  the  American  Medical  Association  re- 
gardless of  whether  action  has  been  taken 
against  him  at  local  level.” 

Another  “encourages  and  urges  that  each  state 
association  report  annually  to  the  American 
Medical  Association  all  major  disciplinary  ac- 
tions taken  within  its  jurisdiction  during  the 
preceding  calendar  year.” 

The  report  urged  state  and  county  medical 
societies  to  utilize  grievance  committees  as 
“grand  juries”  to  initiate  action  against  an  of- 
fender so  as  to  obviate  the  necessity  of  making 
an  individual  member  of  a medical  society  com- 
plain against  a fellow  member. 

The  House  suggested  that  each  medical  school 
develop  and  present  a required  course  in  ethics 
and  socio-economic  principles,  and  that  each 
state  board  of  medical  examiners  include  ques- 
tions on  ethics  and  proper  socio-economic  prac- 
tices in  all  examinations  for  license. 

The  report  concluded  with  a recommendation 
that  “American  medicine  at  the  national,  state 
and  local  level  maintain  an  active,  aggressive 
and  continuing  interest  in  medical  disciplinary 
matters  so  that,  by  a demonstration  of  good 
faith,  medicine  will  be  permitted  to  continue  to 
discipline  its  own  members  when  necessary.” 

Communications 

Acting  upon  four  resolutions  related  to  the 
Association’s  public  relations  program,  the  House 
adopted  a substitute  resolution  directing  the 
Speaker  of  the  House  of  Delegates  to  name 
seven  elected  members  of  the  House  as  a special 
committee  “to  study  and  continually  advise  the 
Board  of  Trustees  on  the  broad  planning  and 
coordination  of  all  phases  of  communications  of 
the  American  Medical  Association,  so  that  the 
public  and  the  members  of  the  medical  profes- 
sion are  properly  and  adequately  advised  of  the 
policies  and  concern  of  the  medical  profession 
with  respect  to  all  phases  and  aspects  of  medical 
care  for  all  people.” 

The  House  agreed  with  a reference  committee 
opinion  that  “we  have  a very  adequate  Division 


within  the  A.M.A.  capable  of  implementing  any 
program  of  communications.”  The  approved 
committee  report  also  said  that  “the  Communi- 
cations Division  of  the  A.M.A.  needs  the  active 
support  and  cooperation  of  the  House  and  of  all 
members  of  the  Association.” 

Surgical  Assistants 

In  considering  a Board  report  and  two  reso- 
lutions on  the  subject  of  surgical  assistant’s  fees, 
the  House  approved  the  following  five  basic 
principles  developed  by  the  Judicial  Council  and 
the  Council  on  Medical  Service: 

“1.  Each  member  of  the  A.M.A.  is  expected 
to  observe  the  Principles  of  Medical  Ethics  in 
every  aspect  of  his  professional  practice. 

“2.  Each  doctor  engaged  in  the  care  of  the 
patient  is  entitled  to  compensation  commensu- 
rate with  the  value  of  the  services  he  has  per- 
sonally rendered. 

“3.  No  doctor  should  bill  or  be  paid  for  a 
service  which  he  does  not  perform;  mere  refer- 
ral does  not  constitute  a professional  service  for 
which  a professional  charge  should  be  made  or 
for  which  a fee  may  be  ethically  paid  or  received. 

“4.  It  is  ethically  permissible  for  a surgeon  to 
employ  other  physicians  to  assist  him  in  the  per- 
formance of  a surgical  procedure  and  to  pay  a 
reasonable  amount  for  such  assistance. 

“This  principle  applies  whether  or  not  an 
assisting  physician  is  the  referring  doctor  and 
whether  he  is  on  a per-case  or  full-time  basis. 
The  controlling  factor  is  the  status  of  the  assist- 
ing physician.  If  the  practice  is  a subterfuge  to 
split  fees  or  to  divide  an  insurance  benefit,  or  if 
the  physician  is  not  actually  employed  and  used 
as  a bona  fide  assistant,  then  the  practice  is 
contrary  to  ethical  principles. 

“5.  Under  all  other  circumstances  where 
services  are  rendered  by  more  than  one  physi- 
cian, each  physician  should  submit  his  own  bill 
to  the  patient  and  be  compensated  separately.” 

Efficacy  of  Drugs 

The  House  strongly  endorsed  a Board  report 
which  pointed  out  the  problems  that  would  re- 
sult from  amending  the  Food,  Drug  and  Cos- 
metic Act  to  authorize  the  Food  and  Drug  Ad- 
ministration to  determine  the  efficacy,  as  well 
as  the  safety,  of  a prescription  drug  prior  to  the 
approval  of  a new  drug  application.  The  A.M.A. 
will  oppose  such  legislation  before  the  Kefauver 
Committee,  the  report  pointed  out,  on  the  basis 
that  “a  decision  with  respect  to  the  effective- 
ness of  drugs  is  dependent  upon  extended  re- 
search, experimentation  and  usage.”  The  House 
agreed  that  vesting  such  authority  in  the  Food 
and  Drug  Administiation  would  oj)erate  to  limit 
research,  the  marketing  of  drugs  and  the  exer- 
cise of  discretion  by  the  medical  profession. 
“The  marketing  of  a relatively  useless  drug  is 
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infinitely  less  serious  than  would  be  the  arbi- 
trary exclusion  from  the  market  of  a drufj  that 
might  have  been  life  saving  for  many  persons,” 
the  House  declared. 

General  Practice  Reiidencie* 

Eight  resolutions  were  introduced  on  the  sub- 
ject of  creating  new  two-year  residency  training 
programs  in  general  practice.  The  House  agreed 
that  there  appears  to  be  a need  for  such  pro- 
grams for  those  individuals  who  desire  more  ex- 
perience in  obstetrics  and  surgery  than  may  be 
available  in  the  currently  existing  Family  Prac- 
tice Program.  It  approved  a substitute  resolu- 
tion directing  the  Council  on  Medical  Education 
and  Hospitals  to  consider  for  approval  other 
two-year  programs  in  general  practice  which  in- 
corporate experience  in  obstetrics  and  surgery. 
The  Council  will  review  these  programs  on  the 
basis  of  their  individual  merits  and  conduct  a 
long-range  evaluation  of  the  new  programs  as 
well  as  the  previously  established  Family  Prac- 
tice Programs. 

Relations  With  Other  Health  Professions  and 
Services 

The  House  considered  a Board  report  and 
twelve  resolutions  dealing  with  various  aspects 
of  medicine’s  relationships  with  allied  health 
professions  and  services,  including  optometry. 
The  Board  report  recommended  the  creation  of 
a new  A.M.A.  Council  to  handle  all  the  prob- 
lems involved.  The  House,  however,  accepted  a 
reference  committee  suggestion  for  establish- 
ment of  a new  Commission  to  Coordinate  the 
Relationships  of  Medicine  with  Allied  Health 
Professions  and  Services.  The  Commission  will 
be  composed  of  seven  members  appointed  by 
the  Speaker  of  the  House.  Subcommittees,  com- 
posed of  from  three  to  five  members  selected 
by  the  Commission  from  lists  of  names  sub- 
mitted by  the  scientific  sections,  will  consider 
problems  in  specific  areas.  The  Commission  will 
correlate  and  catalogue  the  reports  of  the  sub- 
committees and  will  act  as  liaison  agent  between 
the  subcommittees  and  those  A.M.A.  Councils 
where  there  may  be  overlapping  interests. 

Polio  Vaccine 

The  House  approved  a report  by  the  Council 
on  Drugs  on  the  present  status  of  poliomyelitis 
vaccination  in  the  United  States  and  urged  that 
it  be  made  available  to  all  physicians  through 
the  most  effective  communications  media.  The 
report  clearly  outlines  procedures  recommended 
for  implementation  of  mass  vaccination  with 
the  new  oral  vaccine  when  it  becomes  available. 
The  House  complimented  the  Council  on  its 
“clear  and  succinct  statement  on  the  initiation 
of  the  new  campaign  which  will  be  needed  to 
promote  the  new  vaccine.”  The  House  agreed 
that  the  report  provides  the  practicing  physician 


with  a reliable  series  of  answers  to  the  many 
(jnestions  which  will  arise  during  the  change- 
over from  Salk  vaccine  to  oral  vaccine.  The 
leport  emphasizes,  however,  that  “physicians 
should  encourage,  support  and  extend  the  use 
of  Salk  vaccine  on  the  widest  possible  scale  at 
least  until  the  oral  polio-virus  vaccines  currently 
under  development  and  clinical  trial  become 
available.” 

Miscellaneous  Actions 

In  dealing  with  resolutions  and  reports  on  a 
wide  variety  of  other  subjects,  the  House  also: 

Approved  the  “Guides  to  Physician  Relation- 
ships with  Medical  Care  Plans,”  submitted  by 
the  Council  on  Medical  Service,  with  these  two 
changes;  deletion  of  item  5 under  “Responsibili- 
ties of  the  Medical  Society,”  which  said  “To 
recognize  that  properly  qualified  physicians  em- 
I)loyed  by,  or  otherwise  serving,  medical  care 
plans  should  not  be  denied  professional  rights 
and  privileges  because  of  their  service  to  such 
plans,”  and  addition  of  a new  item  1 under 
“Responsibilities  of  the  Medical  Care  Plan,” 
which  reads:  “To  provide  the  beneficiary  of  the 
plan  with  free  choice  of  qualified  physicians”; 

Reaffirmed  its  support  of  the  Kerr-Mills  pro- 
gram for  the  needy  and  near-needy  aged  and 
its  opposition  to  any  legislation  of  the  King- 
Anderson  type,  declaring  that  the  medical  pro- 
fession “will  not  be  a willing  party  to  imple- 
menting any  system  which  we  believe  to  be 
detrimental  to  the  public  welfare”; 

Approved  a markedly  expanded  drug  infor- 
mation program  submitted  by  the  Board  of  Trus- 
tees and  the  Council  on  Drugs; 

Adopted  the  final  report  of  the  Special  Study 
Committee  of  the  Council  on  Medical  Education 
and  Hospitals  and  recommended  that  copies  be 
sent  to  all  medical  school  deans  in  the  United 
States;  Decided  to  hold  the  1963  Clinical  Meet- 
ing in  Portland,  Oregon,  instead  of  Las  Vegas 
Nevada,  as  recommended  by  the  Board; 

Approved  a plan  by  the  new  A.M.A.  Depart- 
ment of  International  Health  to  cooperate  in  the 
recruitment  of  volunteer  physicians  for  emer- 
gency medical  service  in  foreign  mission  fields; 

Agreed  to  an  increase  of  $20  in  the  annual 
A.M.A.  membership  dues  to  be  implemented  over 
a period  of  two  years:  $10  on  January  1,  1962, 
and  $10  additional  on  January  1,  1963; 

Discontinued  the  Association’s  General  Prac- 
titioner of  the  Year  award; 

Opposed  legislative  and  administrative  man- 
dates which  would  compel  physicians  to  prescribe 
drugs,  or  require  pharmaceuticals  to  be  sold, 
by  generic  names  only; 

Reaffirmed  the  Association’s  opposition  to 
compulsory  inclusion  of  physicians  under  the 
Social  Security  system; 
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Urged  immediate  legislation  that  will  provide 
strong  economic  motivation  for  the  construction 
and  maintenance  of  fallout  shelters; 

Disapproved  two  resolutions  which  would  have 
discontinued  the  scientific  activities  at  the  Clini- 
cal Meeting; 

Urged  immunization  campaigns  against  both 
tetanus  and  influenza,  and 

Asked  state  and  county  medical  societies  to 
give  full  support  to  the  First  National  Congress 
on  Medical  Quackery  to  be  jointly  sponsored 
next  October  6-7  in  Washington,  D.  C.,  by  the 
A.M.A.  and  the  Food  and  Drug  Administration. 

Opening  Session 

At  the  opening  session  on  Monday,  Dr.  E. 
Vincent  Askey  of  Los  Angeles,  retiring  A.M.A. 
president,  challenged  physicians  and  medical  or- 
ganizations to  re-examine  their  own  efforts  to 
strengthen  and  improve  medicine,  and  he  warned 
against  defeatism  and  failure  to  accept  personal 
responsibility  for  answering  criticisms.  Dr.  Lar- 
son, then  president-elect,  called  on  the  profes- 
sion to  strengthen  methods  of  self-discipline  in 
both  the  state  and  county  societies,  adding  that 
physicians  must  be  concerned  with  improper  or 
incompetent  practice  and  unethical  actions  of 
all  kinds.  The  1961  Goldberger  Award  in  Clin- 
ical Nutrition  was  presented  to  Dr.  Frederick  J. 
Stare,  chairman  of  the  Department  of  Nutrition 
at  Harvard  Medical  School. 

Inaugural  Ceremony 

Dr.  Larson,  in  his  inaugural  address  Tuesday 
night,  said  that  the  really  good  doctor,  guided 
by  the  professional  spirit,  will  always  remember 
that  medicine  exists  for  just  one  purpose — to 
serve  humanity.  When  the  essence  of  that  spirit 
is  diluted  or  destroyed,  either  in  an  individual 
physician  or  in  a nation,  he  added,  medicine 
ceases  to  be  a profession  in  the  highest  sense  of 
the  word.  Dr.  Larson  also  presented  the  Dis- 
tinguished Service  Award  medal  to  Rep.  Judd. 


Entertainment  highlight  of  the  inaugural  pro- 
gram was  a concert  by  the  Montgomery  County 
Medical  Society  Glee  Club  of  Dayton,  Ohio. 

Election  of  Officers 

In  addition  to  Dr.  Fister,  the  new  president- 
elect, the  following  officers  were  named  at  the 
Thursday  session : 

Dr.  Eustace  A.  Allen  of  Atlanta,  Ga.,  vice 
president;  Dr.  Norman  A.  Welch  of  Boston,  re- 
elected speaker  of  the  House,  and  Dr.  Milford 
O.  Rouse  of  Dallas,  Tex.,  re-elected  vice  speaker. 

Elected  to  the  Board  of  Trustees  were  Dr. 
Wesley  W.  Hall  of  Reno,  Nev.,  to  succeed  Dr. 
Fister;  Dr.  Homer  L.  Pearson,  Jr.,  of  Miami, 
Fla.,  to  replace  Dr.  Julian  P.  Price  of  Florence, 
S.  C.,  and  Dr.  Charles  L.  Hudson  of  Cleveland, 
Ohio,  to  fill  out  the  term  of  the  late  Dr.  Cleon 
A.  Nafe  of  Indianapolis.  The  Board  named  the 
following  officers:  chairman.  Dr.  Hugh  Hussey 
of  Washington,  D.  C.;  vice  chairman.  Dr.  Percy 
Hopkins  of  Chicago,  and  secretary.  Dr.  James 
Z.  Appel  of  Lancaster,  Pa. 

Named  to  the  Judicial  Council  were  Dr.  Rob- 
ertson Ward  of  San  Francisco,  to  succeed  him- 
self, and  Dr.  Elmer  G.  Shelley  of  North  East, 
Pa.,  to  replace  Dr.  Pearson. 

Re-elected  to  the  Council  on  Constitution  and 
Bylaws  was  Dr.  Walter  E.  Vest  of  Huntington, 
W.  Va. 

New  Members  of  the  Council  on  Medical  Serv- 
ice are  Dr.  Charles  Ashworth  of  Providence, 
R.  L,  succeeding  Dr.  Carlton  Wertz  of  Buffalo, 
N.  Y.,  and  Dr.  Burtis  E.  Montgomery  of  Harris- 
burg, 111.,  to  succeed  Dr.  Charles  Hudson  of 
Cleveland. 

For  the  Council  on  Medical  Education  and 
Hospitals,  Dr.  Dwight  L.  Wilbur  of  San  Fran- 
cisco was  elected  to  succeed  Dr.  John  W.  Cline 
of  the  same  city,  and  Dr.  Kenneth  C.  Sawyer  of 
Denver,  Colo.,  was  named  to  succeed  Dr.  Guy 
A.  Caldwell  of  New  Orleans. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Data 

Place 

Ascension 

Third  Tuesday  of  every  month 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Jefferson 

Third  Thursday  of  every  month 

Lafayette 

Second  Tuesday  of  every  month 

Lafayette 

Morehouse 

Third  Tuesday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays  of 

every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

IN-PATIENT  RECORDS  OF  CHARITY 
HOSPITAL  MADE  AVAILABLE  TO 
MEMBERS  OF  THE  LOUISIANA  STATE 
MEDICAL  SOCIETY 

The  Board  of  Administrators  of  Charity  Hos- 
pital, at  their  last  meeting,  discussed  and  gave 
careful  consideration  to  the  matter  of  making 
in-patient  records  available  to  all  members  of 
the  Louisiana  State  Medical  Society,  and  the  fol- 
lowing policy  was  adopted : 

Upon  presentation  of  proper  identification, 
all  members  of  the  Louisiana  State  Medical 
Society  will  be  issued  visitors’  cards  which  will 
allow  them  to  review  patients  charts  and  inter- 
view patients  in  Charity  Hospital.  However, 
they  will  not  be  permitted  to  examine  patients 
or  remove  dressings  without  permission  from 
the  resident  in  charge  of  the  patient. 

Visitors  cards  will  be  issued  from  the  Doctors’ 
information  Desk  or  from  the  Director’s  Office. 
The  Doctors’  Information  Desk  is  open  from 
7.  a.m.  to  9:30  p.m.,  every  day,  seven  days  a 
week. 

The  Director’s  Office  is  open  from  9 a.m., 
to  5 p.m.,  Monday  through  Friday. 

In  emergencies  occurring  from  9:30  p.m., 
to  7 a.m.,  permission  must  be  obtained  from 
the  resident  in  charge  of  the  patient. 

Records  of  visits,  time  of  entrance  and  exit, 
are  to  be  maintained  by  the  office  issuing  vis- 
iting cards. 


THIRTEENTH  POSTGRADUATE  ASSEMBLY 
IN  ENDOCRINOLOGY  AND  METABOLISM 
Under  the  Co-Sponsorship  of  The  Endocrine 
Society  and  The  National  Institutes  of  Health 
Bethesda,  Maryland 
October  2-6,  1961 

A comprehensive  review  of  clinical  endocrine 
problems  and  current  research  activity  in  these 
areas  will  be  presented.  For  further  informa- 
tion, wTite  to:  Dr.  Roy  Hertz,  National  Insti- 
tutes of  Health,  Building  10,  Bethesda  14,  Mary- 


land. The  fee  will  be  $100.00  for  physicians, 
with  a reduction  to  $30.00  for  Residents  and 
Fellows.  Enrollment  limited  to  100. 


UROLOGY  AWARD 

The  American  Urological  Association  offers 
an  annual  award  of  $1000  (first  prize  of  $500, 
second  prize  $300,  and  third  prize  $200)  for 
essays  on  the  result  of  some  clinical  or  labora- 
tory research  in  Urology.  Competition  is  limited 
to  Urologists  who  have  been  graduated  not  more 
than  ten  years,  and  to  hospital  internes  and  resi- 
dents doing  clinical  or  laboratory  research  work 
in  Urology.  Animal  research  is  not  necessary. 

The  first  prize  essay  will  appear  on  the  pro- 
gram of  the  forthcoming  meeting  of  the  Ameri- 
can Urological  Association,  to  be  held  at  the 
Bellevue  - Stratford  Hotel,  Philadelphia,  Penn- 
sylvania, May  14-17,  1962. 

For  full  particulars  write  the  Executive  Sec- 
retary, William  P.  Didusch,  1120  North  Charles 
Street,  Baltimore  1,  Maryland.  Essays  must  be 
in  his  hands  before  November  15,  1961. 


COURSE  IN  POSTGRADUATE 
GASTROENTEROLOGY 

The  American  College  of  Gastroenterology  an- 
nounces that  its  Annual  Course  in  Postgraduate 
Gastroenterology  will  be  given  at  the  Sheraton- 
Cleveland  in  Cleveland,  Ohio,  on  26,  27,  28 
October  1961. 

The  faculty  for  the  Course  will  be  drawn  from 
the  medical  schools  in  and  around  Cleveland. 
The  subject  matter  to  be  covered  in  the  Coui’se, 
from  a medical  as  well  as  a surgical  viewpoint, 
will  be,  essentially,  the  advances  in  diagnosis 
and  treatment  of  gastrointestinal  diseases.  There 
will  be  comprehensive  discussions  of  pancreatic 
disease,  biliary  tract  disease,  electrolytes,  peptic 
ulcer,  etc. 

There  will  be  an  “X-ray  Classroom’’  on  the 
last  afternoon,  presented  by  an  outstanding  pan- 
el of  specialists  who  will  answer  questions  and 
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present  instructional  demonstrations.  There  will 
also  be  a class  in  Cinegastrophotography. 

One  complete  session  will  be  held  at  the  Cleve- 
land Clinic  and  one  at  the  Cleveland  Academy  of 
Medicine. 

For  further  information  and  enrollment  write 
to  the  American  College  of  Gastroenterologj% 
33  West  60th  Street,  New  York  23,  N.  Y. 


EXPECTANT  MOTHER  SURVIVES  SURGERY 
USING  HEART-LUNG  MACHINE 

An  expectant  mother  has  survived  an  opera- 
tion in  which  a heart-lung  machine  was  used  for 
20  minutes,  it  was  reported  today  in  the  cur- 
rent (June  24)  Journal  of  the  American  Medical 
Association. 

A team  of  surgeons  at  the  University  of 
Washington  School  of  Medicine,  Seattle,  said 
the  operation  shows  that  a heart-lung  machine 
may  be  used  safely  insofar  as  the  health  of  the 
mother  is  concerned,  but  the  effect  on  the  un- 
born child  “remains  in  doubt.” 

The  machine  takes  over  the  work  of  the  heart 
and  lungs  while  the  heart  is  being  operated  on. 

In  the  case  reported,  the  23-year-old  mother 
gave  birth  to  a son  five  months  after  the  opera- 
tion but  the  infant,  born  with  a number  of  de- 
fects, lived  for  only  four  months,  Drs.  Robert 
Leyse,  Milford  Ofstun,  David  H.  Dillard  and  K. 
Alvin  Merendino  said.  The  woman  subsequently 
gave  birth  to  a healthy  son,  they  said. 

A severe  congenital  heart  defect  in  the  pa- 
tient associated  with  an  unusual  combination  of 
circumstances  necessitated  the  operation  during 
pregnancy,  the  surgeons  said. 

The  open-heart  surgery  required  that  the  pa- 
tient’s total  blood  circulation  be  handled  by  the 
heart-lung  machine,  a procedure  termed  total 
body  perfusion,  they  said.  Fortunately,  they 
said,  the  need  for  total  body  perfusion  for  cor- 
rection of  a heart  defect  in  an  expectant  mother 
“will  be  extremely  rare.” 

“To  our  knowledge,  this  was  the  first  instance 
in  which  a pregnant  woman  was  subjected  to 
total  body  perfusion,”  the  authors  said. 


INVESTIGATE  ASPIRIN  POISONINGS  IN 
CHILDREN 

A study  of  94  accidental  aspirin  poisonings  in 
children  reveals  that  in  all  but  one  instance  the 
child  had  been  told  the  pills  were  “candy.” 

The  study  was  reported  by  Dr.  Roger  J. 
Meyer,  Boston,  in  the  July  American  Journal  of 
Diseases  of  Children,  published  by  the  American 
Medical  Association. 

“The  entire  group  of  children  with  but  one 
exception  had  previous  experience  with  acetyl- 
salicylic  acid  (aspirin),  usually  the  flavored  va- 
riety,” Dr.  Meyer  said. 

“This  medication  was  used  for  virtually  every 
illness  or  indisposition  suffered  by  family  mem- 


bers with  or  without  fever.  Parents  admitted 
that  they  encouraged  acceptance  by  presenting 
it  to  children  as  ‘candy,’  and  felt  that  this  was 
an  important  factor  in  their  children’s  ingestion 
of  acetylsalicylic  acid.” 

The  cases  studied  involved  children  from  one 
to  five  years  old  and  were  selected  from  313 
cases  reported  to  the  Boston  Information  Center 
during  a 12-month  period. 

The  study  showed  that  62  of  the  children 
shared  the  aspirin  with  playmates  and  sweetened 
aspirin  was  taken  by  the  youngstei-s  in  84  in- 
stances, Dr.  Meyer  said. 

Of  the  94  cases,  73  occurred  after  aspirin  had 
been  used  to  treat  another  member  of  the  fam- 
ily, he  said.  The  majority  of  the  poisonings, 
56.5  per  cent,  occurred  less  than  an  hour  before 
the  child’s  mealtime,  he  said. 

Dr.  Meyer  said  the  predominating  circum- 
stance in  the  home  at  the  time  of  the  poisonings 
fell  into  one  of  three  categories. 

In  17  cases,  aspirin  was  being  used  for  an  ill- 
ness in  the  family.  In  29  cases,  precautions  had 
been  taken  but  the  child  showed  unusual  re- 
sourcefulness in  obtaining  the  tablets.  In  48 
cases,  there  was  generally  unsatisfactory  health 
supervision  or  lack  of  understanding  of  chil- 
dren’s needs. 

“All  families  had  a special  place  for  medica- 
tions, but  two  factors  eliminated  this  family 
safeguard:  (1)  family  ignorance  concerning  the 
dangers  of  acetylsalicylic  acid  and  (2)  general 
lack  of  safety  precautions  against  household 
hazards,”  Dr.  Meyer  commented. 

Aspirin  is  not  only  the  most  common  child- 
hood poison,  but  its  widespread  use,  attractive 
taste,  as  well  as  the  late  appearance  of  its  toxic 
symptoms  make  it  a particular  threat  to  families 
with  young  children,  he  said. 


SCIENTIFIC  PAPER  AWARD  CONTEST 

Southeastern  Surgical  Congress  announces  the 
prize  scientific  paper  award  contest  eligible  to 
residents  of  approved  hospitals  in  the  South- 
eastern States  for  the  best  scientific  papers. 

Papers  are  due  at  the  Congress  office  at  340 
Boulevard  NE,  Atlanta  12,  Georgia,  before  De- 
cember 1,  1961.  The  prize  for  the  first  place 
winner  is  an  all-expense  paid  trip  to  the  meeting 
at  Louisville,  Kentucky,  March  5,  6,  7,  8,  1962, 
plus  a cash  award.  Dr.  Ira  A.  Ferguson  is  Chair- 
man of  the  Committee. 


AMERICAN  HEART  ASSOCIATION’S  1961 
SCIENTIFIC  SESSIONS  TO  INCLUDE  6 
PROGRAMS  ON  CLINICAL  CARDIOLOGY 

Six  sessions  on  clinical  cardiology  will  be  in- 
cluded in  the  34th  annual  Scientific  Sessions  of 
the  American  Heart  Association,  to  be  held  Oc- 
tober 20-22  at  the  Americana  Hotel,  Bal  Har- 
bour, Miami  Beach,  Florida.  A panel  or  sym- 
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posium  including  related  investifjative  work  will 
l>e  presented  at  each  clinical  session. 

In  addition,  a total  of  18  other  scientific  ses- 
sions will  be  held  concurrently  durinK  the  three- 
day  projji'ain. 

A tentative  outline  of  the  i)rojfiani  follows: 

Friday,  October  20:  The  sessions  on  clinical 

cardiolojry  include  an  oiieninK  address  by  Dr. 
Oglesby  Paul,  AHA  President;  the  Conner  Mem- 
orial Lecture,  by  Dr.  Clark  H.  Millikan,  Profes- 
sor of  Neurology,  Mayo  Clinic;  symposia  on 
“Contribution  of  Phonocardiography  to  Auscul- 
tation,” and  on  “Coronary  Aiteriography ;”  a 
lecture  on  “Biplane  Angiography”  by  Dr.  Her- 
bert L.  Abrams,  Assistant  Professor  of  Radi- 
ology, Stanford  Medical  Center.  Concurrent 
sessions  are  scheduled  on  arteriosclerosis,  on 
biophysical  methods  in  the  study  of  circulation, 
and  on  high  blood  piessure  research.  A program 
for  nurses  is  also  schetluled  concerning  cardio- 
vascular research  as  it  relates  to  care  of  the 
cardiac  patient. 

Saturday,  October  21:  The  clinical  sessions 

will  include  a panel  on  “V'entricular  Arrhyth- 
mias;” a lecture  on  “Closed  Chest  Cardiac  Re- 
suscitation” by  Dr.  James  R.  Jude,  Johns  Hop- 
kins Hospital;  the  Brown  Memorial  Lecture  on 
“Physiology  of  the  Peripheral  Circulation,”  by 
Dr.  Robert  VV.  Wilkins,  Professor  of  Medicine, 
Boston  University  School  of  Medicine;  and  a 
symposium  on  “Renal  F'ailure.”  Simultaneous 
scientific  sessions  will  be  held  in  the  fields  of 
basic  science,  cardiovascular  surgei'y,  and  on 
“Compensable  Heart  Disease,  Strain  and  Trau- 
ma.” 

Scheduled  for  Saturday  evening  are  “Car- 
diac Conferences,”  which  will  give  physicans  an 
opportunity  to  participate  in  small  group  dis- 
cussions on  timely  cardiovascular  problems. 

Sunday,  October  22:  Subjects  for  the  clinical 
sessions  include  a symposium  on  “The  Role  of 
Hormones  in  Heart  Failure;”  panels  on  “Ven- 
tricular Hypertrophy  and  Bundle  Branch  Block” 
and  “Newer  Electrocardiographic  Lead  Sys- 
tems;” and  a lecture  on  “ECG  Clues  Suggesting 


Myocardial  Infarction”  by  Dr.  Junior  A.  Abild- 
skov.  Assistant  Professor  of  Medicine,  State  Uni- 
versity of  New  York  College  of  Medicine.  Con- 
current sessions  will  be  held  on  rheumatic  fever 
and  congenital  heart  disease  and  on  cardiovas- 
culai-  surgeiy.  Cardiovascular  films,  with  intro- 
duction and  commentary  by  the  author  or  other 
authority  on  the  subject  of  each  film,  will  be 
shown  throughout  Sunday. 

As  in  i)ievious  years,  scientific  and  industrial 
exhibits  will  be  on  display. 

Registration  foims,  which  include  apj)lications 
for  hotel  reservations,  are  avaiable  from  the 
American  Heart  Association,  44  East  23rd 
Street,  New  York  10,  N.  Y. 

NEW  COMPOUND  RATED  TOPS  FOR 
SKIN  INFECTION 

A new  compound  has  ])roduced  excellent  re- 
sults in  the  treatment  of  a fungus  skin  infection 
known  as  tinea  versicolor. 

The  infection  causes  fawn-coloi-ed  scaly  spots 
ovei'  the  upper  paid  of  the  body. 

Writing  in  the  April  8 Journal  of  the  Ameri- 
can Medical  Association,  Dr.  Erwin  II.  Zimmer- 
man, Huntington,  N.  Y.  said  the  new  agent,  9- 
aminocridinium  4 - hexyliesorcinolate  (Akrinol), 
“far  surpasses  any  medication”  he  has  i)revious- 
ly  used. 

Dr.  Zimmeiman  said  a preliminary  study  pro- 
duced “excellent  results”  as  reflected  by  a rela- 
tively short  period  of  therapy  lequired  for  clear- 
ing of  the  infection,  a complete  lack  of  side  ef- 
fects, ease  of  application  and  cosmetic  accepta- 
bility of  the  pieparation,  and  an  exceptionally 
low  incidence  of  recurrences. 

The  new  compound  was  used  to  ti'eat  40  pa- 
tients, the  majority  of  whom  had  had  the  dis- 
ease for  two  to  three  years.  Treatment  was  con- 
tinued for  four  to  eight  weeks. 

Of  the  40  patients,  34  or  85  per  cent  showed 
excellent  results  with  complete  clearing  of  the 
infection  after  the  first  course  of  treatment. 
Five  showed  a good  response  with  complete 
clearing  after  two  courses  of  treatment.  Only 
one  had  a consistently  poor  response. 
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Fii7idameiitals  of  Chest  Roentgenology ; by  Ben- 
jamin Felson,  M.  D.  (Saunders),  1960,  301  p. 
$10.00. 

This  small  (300  page)  well  illustrated  book 
effectively  accomplishes  its  mission.  Dr.  Felson’s 
narrative  is  interesting  and  concise,  although  a 
bit  dogmatic.  This  however  is  acceptable  in  a 
book  which  deals  with  the  fundamentals  of  a sub- 


ject rather  than  an  exhaustive  treatise. 

The  chapters  are  divided  to  cover  each  portion 
of  the  thorax  and  its  contents  (example — lobes, 
segments,  hili,  pleura).  It  does  not  attempt  to 
illustrate  all  the  possibilities  of  every  chest  dis- 
ease or  abnormality.  It  instead  expresses  an  ap- 
proach to  understanding  the  meanings  of  shad- 
ows, silhouette  signs,  air  bi’onchograms,  etc. 
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The  only  possible  flaw  in  the  book  is  that  the 
illustrations  frequently  are  cropped  to  show  only 
one  fourth  or  one  half  of  the  entire  radiograph — 
thus  preventing  the  reader  from  viewing  the 
illustrated  abnormality  in  its  setting  of  the  en- 
tire X-ray  film. 

The  book  has  a complete  bibliography.  It  can 
be  highly  recommended  to  those  interested  in 
techniques  of  chest  X-ray  interpretation. 

W.  John  O’Shauchnessy,  M.  D. 


Chemical  Osteosynthesis  in  Orthopaedic  Sitryery; 

by  Michael  P.  Mandarine,  M.  D.,  Charles  C 
Thomas — 1960,  72  p.,  price  $4.50. 

The  Publisher  indicates  that  the  book  is  an 
“American  I_«cture  Series”. 

It  has  a one  page  preface  by  Dr.  Mandarine 
in  which  he  gives  credit  and  thanks  to  those  who 
have  helped  him. 

Pages  3 through  17  are  devoted  to  the  history 
and  chemistry  of  the  polyurethanes,  and  of  “Os- 
tamer”,  the  developed  plastic  to  which  the  book 
is  devoted.  This  section  may  be  of  interest  to  a 
chemist. 

Pages  18  through  24  are  titled  “Tissue  Re- 
sponse to  Ostamer”  and  discusses  the  reactions  of 
rats,  guinea  pigs,  pigs  and  dogs  to  implants 
of  “Ostamer”.  The  reaction  of  the  human  body 
to  “Ostamer”  was  not  indicated. 

Pages  25  through  29  are  Titled  “Histology” 
and  describe  the  reaction  of  three  dog  femurs  to 
“Ostamer”. 

Pages  30  through  37  are  titled  “Indications  for 
Surgery”,  and  “pathologic  fractures,  bone  cysts, 
acute  fractures  that  are  prone  to  complication, 
spine  fusions,  and  other  joint  fusions,”  ai’e  listed. 
Then,  under  healing  of  “Non-union”,  Ostamer  is 
recommended  in  infected  cases  of  non-union.  “In- 
fection is  no  barrier  to  Union”,  “if  weight  bear- 
ing can  be  attained.”  “Even  if  dressings  must 
be  changed  as  often  as  five  times  daily,  weight 
bearing  should  be  insisted  upon.” 

Pages  38  through  41  are  titled  “Techniques  of 
Surgery”  and  illustrated  is  a massive  exposure  of 
what  appears  to  be  an  entire  tibia  and  fibula 
exposed  by  means  of  an  incision  over  the  bare 
area  of  the  tibia,  from  below  the  knee  to  just 
above  the  ankle.  These  bones  are  really  stidpped, 
a strip  of  cortex  removed,  the  medullary  canal 
scraped  out,  steel  rods  inserted,  and  Ostamer 
poured  in  ad  lib.  “Ostamer  is  as  strong  as  the 
mass  that  can  be  implanted”  is  sti-essed  and  I 
rather  get  the  impression  that  it  is  desirable 
to  cut  out  and  discard  a lot  of  what  seems  to  be 
good  bone,  so  that  a lai'ge  mass  of  Ostamer  may 
fill  its  former  site.  This  i>rocedure  is  called  “The 
classical  Mandarino  operation”. 

Pages  42  through  (>3  are  titled  “Review  of 
Fifty  (’ases  Operated  by  the  Author”.  Foi'  some 
reason,  not  cleai’  to  me,  he  mentions  “a  total  of 
three  hundred  cases  has  been  treated  with  Os- 
tamer ...”  “Of  these  . . . 94  per  cent  have  had 


successful  results”,  and  then  discusses  “the  fifty 
cases  personally  operated  ...”  I feel  that,  it 
a man  has  300  cases,  he  should  present  300  cases. 

This  book  presents  an  interesting,  but  far  from 
convincing  case  for  the  use  of  Ostamer  in  the 
ti-eatment  of  fractured  bones.  Since  Ostamer  is 
space  filling,  and  stronger  “en  masse”,  it  is  my 
impression  that  it  may  have  some  conceivable 
use  in  pathological  fractures  and,  possibly,  in 
bone  cysts.  As  represented  in  his  book,  it  is  cer- 
tainly not  an  ideal  “bone  glue”. 

Robert  M.  Rose,  M.  D. 


Resuscitation  of  the  Newborn  Infant;  edited  by 
Harold  Abramson,  M.  D.  The  C.  V.  Mosby 
Company,  1960,  274  p.,  price  $10.00. 

To  quote  from  the  author’s  preface,  this  is  “the 
stciy  of  the  resuscitation  of  newborn  intants — 
what  we  know  and  what  we  do  not  know.”  These 
few  words  sum  up  the  meat  of  the  book  and  what 
important  words  they  are! 

Here  is  a book  that  has  more  material  in  it 
than  the  reviewer  has  ever  read  on  the  subject. 
It  gives  the  physiology,  biochemistry,  and  path- 
ology of  the  fetus  and  the  newborn  infant  in 
great  detail.  In  addition,  it  covers  the  examina- 
tion of  the  mother,  her  obstetric  history  and 
management  and  the  complete  handling  of  the 
baby  and  its  complications  at  birth.  It  goes  into 
details  on  the  drugs  given  to  the  mother  and  the 
baby,  the  resuscitators,  and  care  of  the  baby  from 
birth  into  the  lecovery  nursery  for  newlyborns 
to  the  main  nursery.  The  recovery  nursery  is  a 
thing  we  do  not  have  and  after  reading  the  de- 
tails of  this  one,  I think  it  is  as  valuable  as  the 
surgical  recovery  room  is  to  a hospital. 

The  purpose  of  this  book  is  to  help  reduce 
human  wastage,  to  emphasize  how  every  detail 
of  the  care  of  the  mother  affects  the  baby;  how 
recognition  of  the  infant’s  difficulty  and  knowl- 
edge of  all  available  lesuscitators  and  drugs  may 
save  our  newborns. 

The  reviewer  cannot  overemphasize  the  pains 
to  which  the  author  has  gone  to  show  how  the 
mortality  rate  of  the  newlyborns  can  be  lowered. 
This  book  belongs  in  the  library  of  the  obstetri- 
cian and  the  pediatrician. 

Suzanne  Schaefer,  M.  D. 


Atlas  of  Anatomy  and  Surgical  Approaches  ?»/ 
Orthopedic  Surgeries,  Volume  II,  the  Lower 
Extremities ; by  Rodolfo  Cosentino,  Charles  C 
Thomas,  1960,  264  p.,  price  $14.00. 

Since  I have  had  the  opportunity  to  review  the 
initial  volume  of  the  Upper  Extremity,  1 find 
that  in  going  through  the  book  and  its  contents, 
again  1 am  struck  by  the  clarity  of  the  entire 
presentation  with  the  facts  and  figures  given  so 
specifically  and  concisely,  and  yet  kept  to  a 
minimum  of  detail,  which  is  all  noted  in  the 
|)lates.  The  plates  show  extremely  beautiful  dis- 
section of  all  of  the  segments  with  excej)tionally 
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clear  photoKraphy,  so  tliat  nothing  is  lost  by 
shadows  or  improper  presentation  such  as  the 
usual  type  of  coloring:  found  in  many  other  works. 

The  fact  apain  that  interests  this  reviewer  is 
the  idea  of  placing:  the  literature  descrihinjj  the 
part  that  is  dissected  out  to  the  left,  and  having; 
the  plate  on  the  rig:ht,  so  the  individual  who  reails 
can  go  from  one  to  the  other  with  the  book  com- 
pletely open,  and  not  have  to  flip  through  a half 
dozen  pages  in  an  attempt  to  get  to  the  subject 
under  discussion.  This,  we  feel,  lends  itself  to  an 
e.xceptionally  good  book  for  anybody  who  is  in 
the  field  of  orthopedic  surgery. 

.As  previously  stated,  I feel  that  the  medical 
student  in  anatomy,  the  surgeon  who  does  any 
type  of  peripheral  work,  and  even  the  general 
practitioner  who  is  interested  in  the  anatomical 
problems  that  exist  in  the  extremity  and  attempts 
to  relate  it  to  the  pathology  signs  and  symptoms 
will  be  greatly  benefitted  by  the  use  of  this  book. 
1 feel  again,  as  I did  before,  that  this  is  without 
a doubt  the  finest  work  that  I have  seen  in  the 
field  of  orthopedic  anatomy  and  surgical  ap- 
proach. 

H.  R.  SOBOLOFK,  M.  I). 


Current  Surgical  Muuayemeut  //.  ,-f  Book  of  Al- 
ternative X'ieu'ftuiutu  oil  Controversial  Surgical 
Problems ; Edited  by  John  H.  .Mulholland,  M.D., 
Edward  H.  Ellison,  .M.  I).,  and  Stanley  R.  Erie- 
sen,  .\I.  1).,  with  contributions  by  .')0  authorities. 
Rp.  348.  Philadelphia  and  Ix>ndon,  W.  B.  Saun- 
ders Company,  1960.  Price  $8.00. 

Three  years  ago,  in  1957,  the  editors  of  this 
volume  published  another  volume  with  precisely 
the  same  title.  This  reviewer’s  first  reaction,  on 
seeing  the  second  volume,  was  to  wonder  whethei- 
there  was  any  real  need  for  it. 

There  is.  For  one  thing,  the  controversial  prob- 
lems discussed  in  the  first  volume  are  still  very 
much  with  us  and,  for  the  most  part,  are  as 
controversial  as  they  were  in  1957.  For  another, 
this  book,  as  the  editors  point  out  explicitly  in 
the  preface,  “is  not  a second  edition,  or  a re- 
vision, but  rather  an  extension.”  Finally,  the 
editors  have  not  only  avoided  any  repetition  of 
their  original  subject  matter,  they  have  also  im- 
ported new  blood.  With  the  exception  of  the 
editors  themselves,  only  two  of  the  contributors 
to  the  first  volume  appear  in  the  second. 

A comparison  of  the  tables  of  contents  of  the 
two  volumes  shows  that  the  only  material  which 
reappears  in  the  second  volume  concerns  the 
management  of  duodenal  ulcer  and  its  complica- 
tions, and  the  need  for  that  extension  is  obvious. 
This  is  a complex  lesion,  as  the  multiple  proce- 
dures devised  for  its  management  make  evident. 
The  second  volume  introduces  viewpoints  not 
touched  upon  in  the  first,  including  the  radiation 
treatment  of  duodenal  ulcer,  wedge  resection,  and 
various  adjunct  procedures  designed  to  supple- 
ment vagotomy. 


The  .second  volume,  like  the  first,  covers  a 
broad  spectrum  of  anatomic  systems,  but  differ- 
ent components  are  dealt  with.  To  use  the  biliary 
system  as  an  example,  in  the  first  volume  the  dis- 
cussion concerns  the  surgical  versus  the  nonsur- 
gical  management  of  acute  cholecystitis.  In  the 
second  volume,  the  common  bile  duct  is  the  focus 
of  attention  and  there  is  an  inteiesting  debate 
on  the  pros  and  cons  of  operative  cholangio- 
graphy; the  u.se  or  omission  of  T-tube  drainage; 
and  the  selection  of  a technique  for  the  repair 
of  ductal  strictures.  To  use  another  illustration, 
in  the  first  volume  benign  diseases  of  the  pan- 
creas are  discussed,  including  pancreatitis  and 
cysts  and  pseudocysts.  In  the  second  volume,  at- 
tention is  directed  to  the  choice  of  surgery  for 
carcinoma  of  the  head  of  the  pancreas.  In  the 
first  volume,  sphincterotomy  is  discus.sed  in  the 
pancreatitis  and  pseudocy.st.  In  the  .second  vol- 
ume, the  discussion  is  extended  to  the  (]uestion  of 
whether  or  not  a normal  gallbladder  should  be 
removed  when  this  operation  is  done. 

In  the  second  volume,  the  section  devoted  to 
the  vascular  system  is  considerably  enlarged.  The 
symposium  on  the  management  of  insufficiency 
of  the  peripheral  arterial  vessels  includes  con- 
servative measures,  the  use  of  grafts,  thrombo- 
endarterectomy,  and  lumbar  sympathectomy. 

There  is  a timely  discussion  of  acute  renal 
failure,  covering  diet,  fluid  regulation,  the  use  of 
the  artificial  kidney,  and  peritoneal  dialysis.  It 
is  unfortunate,  though  unavoidable,  that  the  book 
is  too  short  to  permit  a fuller  discussion  of  the 
disturbed  chemisti'y  and  physiology  pi’esent  in 
this  condition.  Another  timely  discussion  con- 
cerns pi'eopei-ative  prepai'ation  foi'  I’esection  of 
the  colon,  with  the  pros  and  cons  of  antibiotic 
therapy. 

As  in  the  first  volume,  the  presentations  in  the 
second  are  concise,  lucid,  and  highly  informative. 
There  are  brief  but  well  selected  bibliographies 
attached  to  each  chapter,  and  they,  with  the  text, 
offer  points  of  departure  for  those  who  wish  to 
pursue  the  various  subjects  further. 

The  format  of  the  book  is  attractive,  but  one 
could  wish  that  the  editors  had  provided  a some- 
what more  comprehensive  index. 

When  this  reviewer  first  looked  at  this  volume, 
in  addition  to  speculating  whether  it  was  really 
justified,  he  also  decided  that  it  would  not  be 
necessary  to  purchase  it.  After  reading  it,  he 
concluded,  as  this  review  indicates,  that  it  was 
indeed  justified  and  that  it  deserves  a place  on 
every  surgeon’s  library  shelf. 

H.  Reichard  Kahle,  M.  D. 

Practical  Neurological  Diagnosis,  With  Special 
Reference  to  the  Problems  of  Neurosurgery. 
Edition  6.  By  R.  Glen  Spurling,  M.  D.  Spring- 
field,  Charles  C Thomas,  Publisher,  1960.  Price 
$6.75. 

One  may  be  certain  that  a medical  text  that  has 
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reached  the  eminence  of  a sixth  edition  (one  edi- 
tion with  two  printing's)  within  twenty-five  years 
is  a useful  book,  for  which  a real  need  continues 
to  exist.  It  is  easy  to  see  why  the  demand  for 
this  book  continues:  It  brings  together,  within 

brief  compass,  in  a well  organized,  systematic 
fashion,  the  fundamental  clinical  facts  upon 
which  a neurological  diagnosis  is  based. 

This  is  a small  book  and,  of  necessity,  its  field 
is  limited.  But  the  author,  in  the  sixth  edition, 
as  in  preceding'  editions,  has  done  exactly  what 
he  has  set  out  to  do.  A distinguished  neurosur- 
geon himself.  Dr.  Spurling  had  his  ti'aining  under- 
Harvey  Cushing,  perhaps  the  greatest  neurosur- 
geon who  ever  lived.  The  technique  of  neurologi- 
cal examination  upon  which  this  book  is  based  is 
the  technique  he  learned  from  Cushing  at  the 
Peter  Bent  Brigham  Hospital,  where,  as  he  writes 
in  the  preface  to  the  sixth  edition,  he  personally 
witnessed  the  precision  with  which  surgical  le- 
sions of  the  central  nervous  system  were  local- 
ized in  Cushing’s  patients. 

When  the  first  edition  of  Practical  Nearologi- 
cal  Diagnosis  was  published  in  1935  (written  be- 
cause Spurling  could  find  no  satisfactory  similar- 
text  for  his  own  students),  neurology  and  neuro- 
surgery were  still  somewhat  embryonic  special- 
ties. Such  diagnostic  aids  as  electroencephalog- 
raphy did  not  exist,  and  the  potentialities  of  neu- 
roradiology, particulai'ly  pneumoencephalography 
and  ventriculography,  were  not  generally  em- 
ployed. In  successive  editions,  these  techrriques 
were  included  in  Ur.  Spurling’s  book  until,  like 
mairy  another  teacher,  he  found  his  students  be- 
coming unduly  fascinated  by  them.  As  a result, 
they  were  losing  sight  of  the  importance  of  the 
clinical  information  to  be  secui-ed  by  simple  his- 
tory-taking and  physical  and  neurological  exami- 
nation, the  proper  interpretation  of  which  is  the 
I'eal  key  to  neurological  diagnosis. 

So,  in  his  sixth  edition,  the  author  has  reverted 
to  the  plan  of  his  first  edition.  Supplemental  di- 
agnostic aiils  are  omitted.  His  approach  to  neu- 
lology  is  entirely  clinical,  with  the  emphasis  upon 
his  own  specialty  of  neurosurgery.  The  patient 
who  is  studied  by  the  methods  desciibed  can 
count  himself  fortunate.  He  will  have  had  a 
good  examination.  If  he  has  a central  nei'vous 
system  lesion,  his  physician  will  have  all  the 
basic  facts  concerning  it  and  will  know  what 
suj)()lementary  diagnostic  aids  should  be  invoked. 
In  short,  this  book  meets  the  needs  of  students 
and  physicians  who  are  called  upon  to  make  neu- 
rological examinations. 

'I’he  format  of  this  book  is  cleancut  and  attrac- 
tive. ’I'he  illustrations  (70  in  numbei  ) are  all  of 
practical  value  and  aie  well  repi'oduced.  The 
material  is  arranged  logically.  Neurology  and 
neurosurgery  are  complicated  subjects,  but  their 
inherent  difficulties  have  been  overcome,  and  the 
presentations  are  lucid  and  remarkably  easy  to 


read.  The  brief  bibliography  includes  most  of 
the  major  standard  texts  in  this  field.  The  glos- 
sary should  be  very  useful  to  beginners.  The  in- 
dex, which  covers  44  pages,  is  detailed  and  com- 
prehensive. The  publisher,  with  sound  restraint 
as  well  as  great  good  sense,  has  added  to  the 
usefulness  of  the  bock  by  keeping  the  price 
reasonable. 

A number  of  books  on  neurological  diagnosis 
have  been  published  within  the  last  year  or  two. 
This  book  is  in  no  sense  competitive  with  them. 
It  is  directed  toward  a special  audience,  and  it 
has,  as  every  preceding  edition  has  had,  a single 
purpose,  “to  present  a simple  account  of  the 
principles  of  neurological  diagnosis.”  How  ad- 
mirably that  purpose  has  been  fulfilled  is  evi- 
dent in  the  publication  of  this  sixth  edition, 
which  implies  the  continued  popularity  of  the 
book  among  undergraduate  and  graduate  stu- 
dents, general  practitioners,  house  staffs,  young 
neurologists  and  psychiatrists,  and  even  experi- 
enced neurosurgeons,  who  like  to  have  on  their 
desks  a ready  referefice  book,  to  which  they  can 
refer  themselves  and  which  they  can  recommend 
without  reservation. 

Raeburn  C.  Lewellyn,  M.  D. 


W.  B.  SAUNDERS  COMPANY  features  the 
following  recent  books  in  their  full  page  adver- 
tisement appearing  elsewhere  in  this  issue: 

CHERNIACK  AND  CHERNIACK— RESPIR- 
ATION IN  HEALTH  AND  DISEASE 
Clearly  explains  the  mechanisms  by  which 
pathological  processes  produce  clinical 
findings  in  lespiratory  disease 

FLUHMANN— THE  CERVIX  UTERI 

Fully  covers  diagnostic,  clinical  manifesta- 
tions, medical  and  surgical  management 

TENNEY  AND  LITTLE  — CLINICAL  OB- 
STETRICS 

Authoritative  management  of  24  problems 
which  currently  cause  difficulty  in  safe 
deliveiy 

PUBLICATIONS  RECEIVED 
(Certain  ones  of  these  will  be  selected 
for  review) 

Gi'une  & Stratton,  N.  Y. : Hyi)erlension,  a 

Mount  Sinai  Hospital  Monograph,  etiited  by 
Milton  Mendlowitz,  M.  1). 

F.  W.  Dodge  Corp.,  N.  Y. : Hosi)itals,  Doctors, 
and  Dollai's. 

Doubleday  & Co.,  N.  Y. : A Traveler’s  Guide 
to  (iood  Health,  by  Colter  Rule,  M.  1).;  Memoirs 
of  a Medico,  by  Dr.  E.  Martinez  Alonso;  Good- 
Bye,  Doctoi'  Roch,  by  Andi'e  Soubiran  and  trans- 
lated by  Helen  Sebba. 

'Phe  C.  V.  Mosby  Co.,  St.  Louis:  Relief  of 

Symi)toms,  by  Walter  Modell,  M.  I).  (2nd  edit.); 
Medical  Pharmacology,  Principles  and  Concepts, 
by  Andi'cs  Goth,  M.  1). 
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7 tic  Wceitcis,  Van  Goqh,  Hern. net  Koctilei  Collection,  Berlin 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  "smooth- 
age”  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 


SEARLE 
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III  t roducing  PHILIPS  ROXANE 


A new  na^me  in  Pharmaceuticals 

Philips  Roxane  comes  to  you  as  a new  name 
in  American  pharmaceutical  manufacture.  But 
our  roots  go  deep.  We  have  well-established 
resources  in  this  country.  In  Holland  and 
elsewhere  in  Europe,  we  have  access  to 
research  from  which  substantial  contributions 
have  been  made  in  the  areas  of  human, 
animal  and  plant  health. 

A wide  range  of  new  pharmaceuticals  is  now 
being  developed  which  will  have  significant 
usefulness  to  you  in  your  practice. 

For  example,  extensive  studies  are  now  being 
carried  out  in  organic  synthesis,  vaccines,  and 
radioactive  isotopes.  Some  of  these 
pharmaceuticals  and  biologicals  are  presently 
undergoing  clinical  trials  in  this  country. 

One  research  project  nearing  completion  is 
a measles  vaccine,  now  undergoing  extensive 
U.  S.  clinical  trial.  Another  preparation,  soon 
to  be  available,  is  a progestational  agent 
which  gives  promise  of  offering  distinct 
advantages  over  those  presently  available. 

A true  progestin,  it  will  have  wide  application  in 
female  disturbances  without  androgenic, 
estrogenic,  or  corticosteroid  side  effects. 

Philips  Roxane  has  acquired  affiliates 
throughout  the  United  States,  where  research 
and  development  in  human,  animal  and  plant 
medicines  are  being  greatly  extended  through 
their  production  facilities  and  sales 
organizations. 

The  name  Philips  Roxane  will  become  as 
familiar  to  you  as  the  names  of  many  other 
fine  pharmaceutical  houses  in  this  country, 
whose  products  and  people  serve  you  f aithfully. 


PHILIPS  ROXANE, 


I 
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tUHSIOIAKV  OP  PHILIPS  ILtOTSONICS  AND  PHAN  MAC  EUTICAI 


INOUSTAItS 


CONP. 

I 


PROGRESS 


N RESEARCH  FOR  MEDICINE 


! 


1« 


The  .Journal  ok  the  Louisiana  Staie  Meoical  Society 


in  bacterial 
tracheobronchitis 

Panalba 

promptly 

to  gain  precious 
therapeutic  hours 

*analba  i your  broad-spectrum 

{]  antibiotic  of  first  resort 


In  the  presence  of  bacterial  infection,  taking  a culture  to  determine 
bacterial  identity  and  sensitivity  is  desirable— but  not  always  practical 
in  terms  of  the  time  and  facilities  available. 

A rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success. 

Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  includ- 
ing the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend- 
ing laboratory  results)  can  gain  precious  hours  of  effective  antibiotic 
treatment. 


Supplied:  Capsules,  each  containing  Panmycin*  Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Usual  Adult  Dosage:  l or  2 capsules  3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a very  low  order  of 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  infrequent  and  consist  principally  of  mild  nausea 
and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of  toxicity.  In  a cer- 
tain few  patients,  a yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a metabolic  by-product  of  the 
drug,  is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement. 


Urticaria  and  maculopapular  dermatitis,  a few  cases  of  leuko- 
penia and  agranulocytosis  have  been  reported  in  patients 
treated  with  Albamycin.  Most  of  these  side  effects  usually 
disappear  upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic  may  result  in  over- 
growth of  nonsusceptible  organisms,  constant  observation  of 
the  patient  is  essential.  If  new  infections  appear  during  ther- 
apy. appropriate  measures  should  be  taken. 

Total  and  differential  blood  counts  should  be  made  routinely 
during  prolonged  administration  of  Albamycin.  The  possibility 
of  liver  damage  should  be  considered  if  a yellow  pigment,  a 
metabolic  by-product  of  Albamycin,  appears  in  the  plasma. 
Panalba  should  be  discontinued  if  allergic  reactions  that  are 
not  readily  controlled  by  antihistaminic  agents  develop. 


♦Trademark,  Reg.  U.S.  Pat.  Off. 

ThA  llninhn 


llniohn 


drugs  anonymous 

One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic -name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 

How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  le.ss  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 


Are  the  savings  worth  the  risk  of  sacrificing  quality? 

“.  . . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  rcptitation  of 
the  mantifacturcr  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 
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mutually  potentiating  nonsteroid  antirheumatics 

"superior  to  aspirin”^  and  with  a "higher  'therapeutic  index’"^ 


When  sodium  should  be  avoided— 

PABALATE-SODIUM  FREE 


yVhen  conservative  steroid  therapy  is  indicated — 

PABALATE‘-HC 

Pabalate  with  Hydrocortisone 


1.  Barden,  F.  W.,  et  al.:  J.  Maine  M.  A.  46;99,  1955. 
2.  Ford,  R.  A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 


/ 


once  again, 
an  active 
hand  in 
"doing”- 


In  each  yellow  entcric-coated 
Pabalate  tablet: 

Sodium  salicylate  (5  gr.) 

0.3  Gm. 

Sodium  para-aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


In  each  pink  enteric-coated 

Pabalate-Sodium  Free 

tablet: 

Same  formula  as  PABALATE, 
with  sodium  salts  replaced  by 
potassium  salts. 


In  each  light  blue  enteric-coated 
PaBALATE-HG  tablet: 

Same  formula  as  PaBAL.ATE- 
SODIUM  Free,  plus  hydrocor- 
tisone (alcohol)  . . . 2.5  mg. 


Making  today’s  medicines  willt 

ini^prits fnmarrnuf^K 


A 
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ANNOUNCING  . . . 

OUR  APPOINTMENT 
AS  DISTRIBUTORS  FOR 

THE  FOREGGER  COMPANY,  INC. 

Alakers  of  Anesthesia  Equipment 
and  Accessories 

Orders  and  inquiries  will 
receive  prompt  attention. 


PEACOCK. 


SURGICAL  COMPANY  'nc 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 


Browne- McHardy  Clinics 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
New  Orleans  15,  La. 
TWinbrook  9-2376 


GRAVIER  ST.  DIVISION 
630  Gravier  St. 

New  Orleans  12,  La. 
524-1605 


VETERANS  HIGHV/AY  DIVISION 
8601  Veterans  Memorial  Hwy. 
Metairie,  La. 

VErnon  3-7341 


INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  M.  D. 
Robert  C.  Judice,  M.  D. 
John  T.  Lecicert,  M.  D. 

G.  Gordon  McHardy,  M.  D. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D. 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T.  Williams,  M.  D 

DERMATOLOGY 

William  Burroughs,  M.  D. 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D, 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 

GENERAL  SURGERY 

Claude  C.  Craighead,  M.  D. 
Raul  G.  Reyes,  M.  D. 

OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  Ayerst,  M.  D. 

James  M.  Todd,  Jr.,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabezies,  M.  D. 

INDUSTRIAL  MEDICINE 
Ralph  J.  McDonough,  M.  D. 


PEDIATRICS 

Carl  E.  Kemmerly,  M.  D, 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 

Diabetics  • 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 
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COM  C i«M  JAMES  *Muase> 


For  a better  way  to  treat  headache, 

prescribe  Trancoprin^ 


How  Trancoprin  relieves  pain:  Because  most  pain  is  accompanied  by  muscle  spasm  and  tension,  good  medical 
practice  suggests  use  of  an  analgesic  that  will  relax  skeletal  muscles  as  well  as  dim  pain  perception.  Such  an  analgesic 
is  Trancoprin  — a combination  of  aspirin  and  Trancopal*,  a proved,  safe,  skeletal  muscle  relaxant  and  tranquilizer. 
Trancoprin  can  be  prescribed  for  any  pain,  except  pain  of  such  severity  that  a narcotic  is  needed. 

Dosage:  Adults,  2 tablets  three  or  four  times  daily;  children  (5  to  12  years), 

1 tablet  three  or  four  times  daily.  Each  tablet  contains  300  mg.  of  aspirin 
and  50  mg.  of  Trancopal  (brand  of  chlormezanone).  Bottles  of  100  tablets. 
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Of  special 
significance 
to  the 
physician 
is  the  symbol 


When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally 
standardized,  and  therefore  of 
unvarying  activity  and  quality. 

When  the  physician  writes  “DR” 
(Davies,  Rose)  on  his  prescriptions 
for  Tablets  Quinidine  Sulfate,  he  is 
assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 

Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 

Clinical  samples  sent  to  physicians  on  request 

Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 

0-7 


Openings  for  Staff  Psychiatrists  at 
VA  Hospital,  Jefferson  Barracks,  St. 
Louis,  Missouri — 815  bed  psychiatric 
hospital  including  Medical  and  Surgi- 
cal, TB,  and  Neurology  Services.  Hos- 
pital located  12  miles  from  downtown 
St.  Louis,  a medical  and  cultural  lo- 
cality. Affiliated  with  St.  Louis  Uni- 
versity School  of  Medicine  and  Wash- 
ington University  School  of  Medicine. 
Salaries  up  to  $13,760  depending  on 
qualifications.  Retirement,  insurance, 
leave  and  other  Government  benefits. 
Citizenship  and  license  by  some  State 
required.  Contact  Manager,  VA  Hos- 
pital, Jefferson  Barracks,  St.  Louis 
25,  Missouri. 


{ 1 

\ THE  EARLE  JOHNSON  i 

j SANATORIUM  j 

I i 

I DEMPSEY  T.  AMACKER,  M.  D.  j 

I Medical  Director  | 

i i 

i Specialized  treatments  in  mental  disorders  and  j 

I alcoholic  and  drug  addictions.  j 

I A limited  number  of  custodial  cases  accepted.  | 

I Fireproof  Buildings  I 

I Lovely  Gardens  and  Grounds  | 

I Healthful  Location  — All  Private  Rooms  i 

i Excellent  Staff  | 

I "The  Hospital  Atmosphere  is  Avoided"  I 

I 
i 
j 
j 
i 


WRITE  P.  O.  DRAWER  106 


or 


Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 
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vertigo  is  reversible 


M/veit  stops  vertigo 

moderate  to  complete 
relief  of  symptoms 
in  9 out  of  10  patients' 

Prescribe  one  ANTIVERT  tablet  (or  1-2  teaspoonfuls  ANTIVERT  syrup)  3 times  daily,  before 
each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  disorders.  Side  effects 
are  short-lived,  usually  only  harmless  flushing  and  tingling  associated  \with  vasodilation.  As 
with  all  vasodilators,  ANTIVERT  is  contraindicated  in  severe  hypotension  and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic  acid 
50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 

Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 

And  for  your  aging  patients-  New  York  17,  n.y. 

NEOBON®  Capsules  Division,  Chas.  Pfizer  & Co.,  Inc. 

five-factor  geriatric  supplement 


August,  1961 — Vol.  113.  No.  8 


25 


‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


r" 


‘CORTISPORIN’ 


brand  Ointment 


Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


1 ^ 

Contents  per  Gm. 

'Polysporin’s' 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

10  mg. 

Supplied: 

Tubes  of  I oz.. 

Tubes  of  1 02., 

Tubes  of  Vi  oz.  and 

Vi  02.  and  ‘/a  oz. 

Vi  02.  and  Vi  oz. 

Vi  02.  (with 

(with  ophthalmic  tip) 

(with  ophthalmic  tip) 

ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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IN  FUNCTIONAL  6.1.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PATIENT 
ACCORDING  TO  THE  NEED 


• • 

• • 

**...•* 

Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts... and  also  relieve  both  smooth-muscle  spasm  and 
biliary/intestinal  stasis 


butabarbital  sodium 15  mg.  ('  i gr.) 

(Warning -may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (14  gr.) 


DECHOLIN 
with  Belladonna 

Hydrocholeretic  — Antispasmodic ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3’4  gr.) 

belladonna  extract 10  mg.  (14  gr.) 

DECHOLIN 


Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract. . .by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  DECHOLtN  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
DECHOLIN  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  Decholin  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  SOO.  iiio 


AMES 

COMPANY.  INC 
Elkhart  • Indiana 
Toronto  * Canada 
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Lifts  depression 


' i 
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You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


as  it  calms  anxiety ! 

Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
rapidly  and  safely 


Balances  the  mood  — no  “seesaw” 
effect  of  amphetamine -barbiturates 
and  energ-izers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
— they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation— often  deepen  depression. 

[n  contrast  to  such  “seesaw”  effects, 
Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Bibliography  (13  clinical  studies,  858  patients):  Alexonder,  l.  (35  potients):  Chemotherapy 

of  depression  — Use  of  meprobomole  combined  with  benoctyzine  (2-diethylominoethyl  benzilote)  hydrochlo- 
ride. J.A.M.A.  f66:1019,  March  1,  1958.  2.  Botemon,  J.  C.  ond  Carlton,  H.  N.  (50  patients):  Meprobamate 
ond  benoctyzine  hydrochloride  (Deprol)  os  odjunctive  therapy  for  patients  with  advanced  cancer.  Antibiatic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beermon,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobomote  ond  benoctyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  L.,  Tauber,  H., 

Santy,  A.  ond  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C,  (31  potients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  potients):  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  potients):  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 

New  jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speore,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 

Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  ond  Ceresia,  G.  B.  (128  patients):  Treatment  of  depression  - New 
technics  and  theropy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamote-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 

J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  potients):  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchwarger,  A.  (87  patients):  Use  of 
Deprol  (meprobamate  combined  with  benoctyzine  hydrochloride)  in  the  office  treotment  of  depression. 

M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients);  Treotment  of  depression  in  the 
elderly  with  a meprobamote-benactyzine  hydrochloride  combinotion.  Antibiotic  Med.  & Clin.  Therapy  7;28, 

Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treotment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 

Exper.  Psychopath.  In  press,  April-June  1960. 

Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition:!  mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
© Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 

^ for  literature  and  samples. 

WALLACE  LABORATORIES  j Cranhury,  N.  J. 


CD-2843 
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chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion^;^ 


biliary  dysfunction  and  NEOCROlAN 


WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


NEOCHOLAN® 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1 .2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6,  INDIANA 


30 


The  Journal  ok  the  Louisiana  State  Medical  Society 


In  response  to 
innumerable  requests 
from  dermatologists 


Winthrop  Laboratories 
now  makes  available 


TRipir 

FOR  LUPUS  ERYTHEMATOSUS  AND 
LIGHT-SENSITIVITY  ERUPTIONS 


WHAT  IT  IS: 

A combination  of  Atobrine®  hydrochloride 
25  mg.,  Arolen®  phosphate  65  mg.  and 
Plaquenil®  sulfate  50  mg. 

WHAT  irs  FOR: 

Treatment  of  lupus  erythematosus  (chronic 
discoid  type)  and  polymorphic  light  eruptions 
(light-sensitivity  eruptions,  solar  urticaria 
or  dermatitis). 


HOW  IT  ACTS: 

Each  of  the  three  components  produces 
beneficial  response  in  lupus  erythematosus 
and  light-sensitivity  eruptions.  Since  the  dose 
of  each  of  the  Triquin  components  is  very 
low,  overall  toxicity  is  reduced  and  clinical 
tolerance  improved.  Furthermore,  the 
three  components  appear  to  act 
synergistically. 

HOW  SUPPLIED: 

Triquin  tablets  in  bottles  of  100,  sold  on 
prescription  only. 

Write  for  TRIQUIN  booklet. 


DOSAGE: 

Lupus.  Average  initial  adult  dose,  1 or  2 
tablets  after  meals  and  at  bedtime.  Dosage 
should  be  reduced  gradually  at  two  week 
intervals  to  1 or  2 daily. 

Light-Sensitivity  Eruptions.  Average  initial 
adult  dose,  1 tablet  after  breakfast  and 
lunch.  May  be  reduced  after  several  weeks  to 
maintenance  dosage  of  1 tablet  daily. 


Triquin«  Atabrine  (brand  of  quinocrine),  Aralen  (brand  of  chloro- 
quine),  and  Plaquenil  (brand  of  hydroxYchloroquine ) , trademarks 
reg.  U S.  Pot.  Off. 


LABORATORIES  New  York  18,  N.  Y. 


in  rheumatoid  arthritis 


Triamcinolone  TF'I')KF^LE 


UNSURPASSED  "’GENERAL  PURPOSE"  STEROID 
OUTSTANDING  FOR  "SPECIAL-PURPOSE"  THERAPY 


ARISTOCORT  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and 
relative  safety  in  treating  rheumatoid  arthritis.  Mounting  clinical  evidence  has 
shown  that  aristocort  is  al.so  highly  valuable  for  the  “special-problem”  arth- 
ritic — the  patient  who.  because  of  certain  complications,  was  hitherto  con- 
sidered a poor  candidate  for  corticosteroids. 

for  example: 

SPECIAL  PROBLEM:  ANXIETY-TENSION 

When  triamcinolone  was  used,  euphoria  and  psychic  unrest  rarely  occurred. 
(McGavack,  T.  H.:  Clin.  .Vcd.  6:997  [June]  1959.) 

SPECIAL  PROBLEM:  OVERWEIGHT 

No  patient  developed  voracious  appetite  on  triamcinolone.  Preferable  for  the 
overweight  person  whose  appetite  is  undesirably  stimulated  by  other  steroids. 
(Freyberg,  R.  H.;  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L. : Arthritis  & Rheu- 
matism 1:215  [June]  1958.) 

SPECIAL  PROBLEM:  EDEMA 

Since  it  does  not  produce  edema,  triamcinolone  is  useful  in  rheumatoid  arthritis 
patients  with  cardiac  decompensation  who  need  steroid  therapy.  (Hollander, 
J.  h.:J.A.M.A.  172:306  [Jan.  23]  1960.) 

SPECIAL  PROBLEM:  HYPERTENSION 

Triamcinolone  may  be  included  among  the  currently  available  antirheumatic 
steroids  having  the  least  tendency  to  cause  sodium  retention.  (Ward,  L.  E.: 
J.A.M.A.  170:1318  [July  11]  1959.) 

Hypertension  did  not  result  from  triamcinolone  therapy.  Existing  hypertension 
was  reduced  sometimes.  This  may  have  been  due  to  lack  of  sodium  retention. 
(Freybei'g,  R.  H.;  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L. : Arthritis  & Rheu- 
matism l:21o  [June]  1958.) 


Precautions : Collateral  hormonal  effects  generally  associated  with  corticosteroids 
may  be  induced.  These  include  Cushingoid  manifestations  and  muscle  weakness. 
However,  sodium  and  potassium  retention,  edema,  weight  gain,  psychic  aberration 
and  hypertension  are  exceedingly  rare.  In  the  treatment  of  rheumatoid  arthritis,  dos- 
age should  be  individualized  and  kept  at  the  lowest  level  needed  to  control  symptoms. 
Dosage  should  not  exceed  36  mg.  daily  without  potassium  supplementation.  Drug 
should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex  and  chicken 
pox. 

Supplied:  Scored  tablets— 1 mg.  (yellow) ; 2 mg.  (pink) ; 4 mg.  (white)  ; 16  mg.  (white). 
Also  available  — syrup,  parenteral  and  various  topical  forms. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindica- 
tions from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


DERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  m truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B,2 


25,000  U.  S.  P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 


Theragran'*  Is  a Squibb  trademark 
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**nutrition... present  as  a modifying  or  complicat- 
ing factor  in  nearly  c\  cr}-  illness  or  disease  state^^’ 

1.  Youmans,  J.  B.;  Am,  J.  Med.  25;659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  * 2.  Kampmeier,  R,  H.:  Am.  J.  Med  25:662  (Nov.)  1958 

arthritis  ■■  It  is  our  practice  to  prescribe  a multiple  vitamin  jircparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  ade(|uacy  . . 

3 Fernandez-Herlihy.  L:  Lahey  Chnic  Bull.  11  12  (July-Sept.)  1958 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly obser\'cd  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

U 4.  Sebrell,  W H Am.  J Med  25673  (Nov.)  1958,  5.  Pollack,  H..  and  Halpern.  S.  L.- Therapeutic  Nutrition. 

ixCoCtll  Cii  fsiatlonal  Academy  of  Sciences  and  National  Research  Council.  Washington,  D.  C..  1952,  p.  57 

degenerative  diseases  “Studies  by  W^cxbcrg,  Jolliffc  and  others  have  indi- 
cated that  many  of  the  symj)toms  attributed  in  the  })ast  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”'  6.0verholser.  W..  and  Fong.  T.C.C.  in  Stieglitz.  E.  J.;  Geriatric  Medicine.  3rd  edition,  d.  8.  Lippincott,  Philadelphia.  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  lev  els  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.'  ?. Goldsmith, g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences.  New  York  City,  Oct.  7 and  8,  1960.  Reported  in:  Medical  Science  8:772  (Dec. 10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”® 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia.  1959,  p.  812.  9.  Pollack.  H.:  Am.  J.  Med.  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SOUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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Soma  is  unique  because  it  combines  the 
properties  of  an  effective  muscle  relaxant 
and  an  independent  analgesic  in  a single 
drug.  Unlike  most  other  muscle  relaxants, 
which  can  only  relax  muscle  tension,  Soma 
attacks  both  phases  of  the  pain-spasm  cycle 
at  the  same  time. 

Thus  with  Soma,  you  can  break  up  both 


pain  and  spasm  fast,  effectively  . . . help 
give  your  patient  the  two  things  he  wants 
most:  relief  from  pain  and  rapid  return  to 
full  activity. 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  hut  usually  only  with 
higher  dosages.  Soma  is  available  in  350  mg. 
tablets.  Usual  dosage  is  1 tablet  q.i.d. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


KX- 


Put  your  low-hack  patient 


back  on  the  payroll 


Soma's  prompt  relief  of  pain  and  stiffness  can 
get  your  low-back  patients  back  to 
work  in  days  instead  of  weeks 


How  you  can  help  save 
your  patients  a month’s  pay 

Kestler  reports  in  J.A.M.A.  (April 
30,  1960)  that  conventionally 
treated  low-back  syndrome  pa- 
tients required  an  average  of  41 
days  for  full  recovery  (range:  3 to 
90  days).  The  addition  of  Soma 
therapy  in  this  comparative  inves- 
tigation reduced  the  average  to 
11.5  days  (range:  2 to  21  days). 
With  Soma,  patients  averaged  full 
recovery  30  days  sooner. 


Trademarked 
drugs . = . 


or “drugs 
anonymous”? 


jn  the  field  of  medicine,  as  almost  everywhere  else  in  a free  economy, 
the  trademark  concept  has  evolved  over  the  years.  As  with  most 
human  institutions,  there  are  some  who  may  not  consider  it  ideal; 
but  it  has  brought  about  three  signal  benefits: 

To  the  physician  it  gives  assurance  of  quality  in  the  drugs  he 
prescribes — assurance  backed  by  the  biggest  asset  of  the  maker, 
his  reputation. 

To  the  manufacturer  it  gives  one  of  the  greatest  possible  incen- 
tives to  produce  new  and  better  curative  agents. 

To  the  pharmacist  it  gives  preparations  which  he  can  dispense 
with  confidence. 

If  trademarks  are  done  away  with,  a whole  new  setup  must  be  created; 

1.  An  enormously  expanded,  expensive  system  of  government 
quality  control. 

2.  A new  system  of  generic  nomenclature  which  would  magi- 
cally turn  out  names  not  only  rememberably  simple,  but  also 
conforming  to  the  principles  of  complex  chemical  terminology. 

3.  Something  new  to  fill  the  gap  left  by  the  elimination  of  the 
trademark  incentive  to  produce  new  and  better  drugs. 

The  American  system  has  been  pre-eminent  in  producing  and  distrib- 
uting good  medicines.  Above  all  it  has  been  successful  in  creating 
new  advances  in  therapy.  In  a dubious  effort  to  provide  cheaper 
medicines  by  abolishing  the  trade  names  upon  which  the  responsible 
makers  stake  their  reputations,  let  us  beware  of  sacrificing  this  success. 
This  message  is  hroug/it  to  you  on  haholf  of  the  producers  of  prescription 
drugs  to  help  you  answer  your  patients'  questions  on  this  current  medical 
topic.  For  additional  information,  please  write  Pharmaceutical  Manufacturers 
Association,  1411  K Street.  N.  W.,  Washington  5,  D.C. 
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A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 


Just  a "poof” of  fine  nTz  spray 

brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HCl,  0.5% 

- dependable  vasoconstrictor 
and  decongestant . 

Thenfadil®  HCl,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 


Supplied  in  leakproof 
pocke  t size  ' ' ' 
squeeze  bottles  of  20  cc. 


LABORATORIES 

New  York  18.  N.  Y. 
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Keep  medical  education  on  tlie  marcli 

When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly— to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Every  cent  of  your  gift  will  go  to  the 
school— or  schools— of  your  choice. 

Give  to  the  American  Medical  Education  Foundation 

636  North  Dearborn  Street,  Chicago  10,  Illinois 
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M Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


in  very  special  cases 
a very  superior  brandy... 
specify 

HENNSSST 

COGNAC  BRANDY 

84  Proof  I Schieffelin  A.  Co.,  New  York 


One  out  of  three  who  died  of  cancer 

last  year  eoulit  hare  been  suredi 


To  alert  the  practicing  physician  to  suspect  and  diagnose  cancer  early  — 
the  American  Cancer  Society  has  available  for  you  a film  series  of 
Physicians’  Conferences  on  Cancer. 

*Kinescbpes  of  live,  color,  closed-circuit  television  programs, on 
early  diagnosis  and  treatment  of  cancer,  present  outstanding  clinicians. 

These  24  film  programs  — the  nucleus  of  a course  on  cancer  for  the 
General  Practitioner  — cover  virtually  all  cancer  sites  and  types. 

They  center  around  panel  discussions,  laboratory  techniques,  case 
histories,  x-ray  findings,  histopathology,  statistical  data, 
and  operative  procedures. 

Professional  Films  and  services  available  to  the  doctor  in  his  own 
community  may  be  obtained  through  your  Division  of  the 

American  Cancer  Society 


• mtOVlD  BY  THE  AMERICAN  ACADEMY  OF  GENERAL  PRACTICE  FOR  INFORMAL  STUDY  CREDIT  (U  MM  COLOR  SOUND  FILMS.  RUNNING  TIME  30  50  MINUTES) 


AMERICAN  CANCER  SOCIETY,  Louisiana  Division,  Inc.,  822  Perdido  Street,  New  Orleans  12,  La. 


4 I 


August,  1961 — Vol.  113,  Nc.  8 


INDEX  TO  ADVERTISERS 


Ames  Company,  Inc.  27 

Bi'owne-McHardy  Clinics  22 

Burroughs  Wellcome  & Co.  — 26 

Davies,  Rose  & Co.,  Ltd 24 

Earle  Johnson  Sanatorium,  The  24 

Katz  & Besthoff,  Ltd.  1 

Lederle  Laboratories  2,  32,  33 

Lilly  & Company,  Eli  - Front  cover,  16 

Lorillard  Company,  P.  — G 

Louisiana  Coca-Cola  Bottling  Co.  1 

Louisiana  State  Board  of 

Health  Second  & Third  Covers 

Majors  Company,  J.  A.  . - 1 

Mead  Johnson  Laboratories  Back  Cover 

Parke,  Davis  & Company  4,  5 

Peacock  Surgical  Co.,  Inc.  22 

Pharmaceutical  Manufacturers  Association 38 

Pitman-Moore  Company  30 


Professional  Cards  -42,  43,  44 

Robins  Company,  A.  H 21 

Roche  Laboratories  13 

Roerig  & Co.,  Inc.,  J.  B. 7,25 

Roxane,  Inc.,  Philips  18 

Saunder  Company,  W.  B.  9 

Schering  Corporation  15 

Schieffelin  & Co 41 

Searle  & Company,  G.  D. 17 

Smith  Kline  & French  Laboratories  20 

Squibb  & Sons,  E.  R.  - 34,35 

United  States  Brewers  Association,  Inc.  - 14 

Upjohn  Company,  The  19 


Veterans  Administration  Hospital  24 

Wallace  Laboratories  .8,28,29,36,37 

Wesson  Oil  & Snowdrift  Sales  Co. 10,  11 

Winthrop  Laboratoi'ies  2,  12,  23,  31,  39 


PROFESSIONAL  CARDS 

The  Baton  Rouge  Clinic 

134  North  19th  St. 

DI  8-5361 

SURGERY 

J.  Sabatier,  M.  D. 

Charles  Mosely,  M.  D. 

B.  E.  Coggeshall,  M.  D. 

GYNECOLOGY  & OBSTETRICS 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 

Donald  C.  Diefendorf,  M.  D. 

INTERNAL  MEDICINE 
Charles  Prosser,  M.  D. 
Roger  Reynolds,  M.  D. 
(Allergy) 

Bruce  L.  Baer,  M.  D. 

(Gastroenterology) 
Douglas  Gordon,  M.  D. 
(Endocrinology) 

UROLOGY 

Mortimer  Silvey,  M.  D. 

EYE 

George  H.  Jones,  M.  D. 

DR.  CARL  N.  WAHL 

DR.  IRVING  A.  LEVIN 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg.  523-3216 

ANORECTAL  AND  COLON  DISEASES 
3432  Prytania  Street  TW.  5-2043 

New  Orleana,  La. 

CHARLES  I.  BLACK,  M.  D. 

FREDERIC  W.  BREWER,  M.  D. 

DISEASES  OF  THE  SKIN 

PRACTICE  LIMITED  TO  PSYCHIATRY 

3369  Convention  Street  DIckena  3-2841 

1008  Maiaon  Blanche  Building 

Baton  Rouge,  Louiaiana 

JA  5-4047  By  Appointment 

42 


The  Journal  of  the  Louisiana  State  Medical  Society 


PROFESSIONAL  CARDS 


BARRETT  KENNEDY,  M.  D. 

V.  MEDD  HENINGTON,  M.  D. 

WM.  J.  PERRET,  M.  D. 

(Associate) 

DERMATOLOGY 

4522  MAGNOLIA  STREET 

TWinbrook  1-4452  — 1-4453 

Green  Clinic 

709  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Radiology 

Marvin  T,  Green,  M.D. 

M.  Ragan  Green,  M.  D. 

La  Moyne  C.  Bleich,  M.D. 

Obstetrics  and  Gynecology 

Internal  Medicine 

Carl  L.  Langford,  M.D. 

Henry  S.  Roane,  M.D. 

David  M.  Hall,  M.D. 

Robert  W.  Sharp,  M.D. 

Pediatrics 

Joe  L.  Smith,  Jr.,  M.D. 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Dentistry 

Eye,  Ear,  Nose  and  Throat 

L.  Felton  Green,  D.D.S. 

Harold  H.  Harms,  M.D. 

Benjamin  C.  Baugh,  D.D. 

The  Sellers  and  Sanders  Clinic 

OPPOSITE  SOUTHERN  BAPTIST  HOSPITAL 

4414  Magnolia  St. 

New  Orleans  15,  La. 

Telephone  TW  5-6635 

Obstetrics  & Gynecology 

General  Surgery 

Thomas  B,  Sellers,  M.  D. 

John  T.  Sanders,  M.  D. 

Simon  V.  Ward,  M.  D. 

L.  Terrell  Tyler,  M.  D. 

Julius  T.  Davis,  Jr.,  M.  D. 

Internal  Medicine 

T.  K.  Dampeer,  Jr.,  M.  D, 

Daniel  W.  Hayes,  M.D. 

Lige  B.  Rushing,  Jr.,  M.D. 

Diagnostic  X-ray  and  Laboratory  Facilities 

PHILIP  RONALD 

LORIA,  M.  D. 

DISEASES  OF 

THE  SKIN 

Dermoplaning 

Removal  of  Excessive  Hair 

1104  Maison  Blanche  Bldg.  New  Orleans  16,  La. 

By  Appointment  524-9621 


August,  1961 — Vol.  113,  No.  8 


43 


PROFESSIONAL  CARDS 

JOHN  C.  HARDIN,  JR. 

D.D.S.,  M.D.,  F.A.C.S. 

Maxillo-Facial  & Oral  Surgery 
(Head  and  Neck  Surgery) 

121  Physicians  & 
Surgeons  Bldg.,  West 
Phone  3-6901  Shreveport,  Louisiana 

BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
JAckson  2-7697  By  Appointment 

DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 

2209  Carondeiet  St. 

2-5  P.  M. 

Off.;  JA  2-0171  Res.:  JA  2-3946 

THE  OWENS-MEADE  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondeiet  St.  New  Orleans  13,  La. 

Telephone:  JAckson  2-0106 
After  Hours  — Call  Doctors’  Exchuiii^e  \VH  5-41-11 

JAMES  W.  BURKS,  JR.,  M.  D. 

DISEASES  OF  THE  SKIN 
SURGICAL  PLANING  FOR  COSMETIC  DEFECTS 
FACILITIES  FOR  REMOVAL  OF  SUPERFLUOUS  HAIR 

925  Maison  Blanche  Bldg. 

New  Orleans  16.  La.  529-3322 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  JA  2-0202 

DR.  LUCIAN  W.  ALEXANDER 

FENESTRATION  FOR  OTOSCLEROSIS 
OTOLARYNGOLOGY 

1230  Maison  Blanche  Building 
JA.  5-0873  By  Appointment 

DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
TWinbroolc  5-4561 

J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-6681 

UK.  EUGENE  L.  WENK 
GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 

FRANK  H.  MAREK,  M.  D. 
Radiologist 

444  So.  Ryan  Street  Lake  Charles,  La. 

Phone  HE  3-6361 
Practice  Limited  lo 

X-ray  and  Radium  Treatment 
and  Diagnosis 

l.EWELL  C.  BUTLER,  JR.,  M.  D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Phone  3-9671 

211-213  Physicians  and  Surgeons  Building  West 
803  Jordan  Street  Shreveport,  Louisiana 

DR.  HARRY  ZOLLER 

HEARING  AND  DEAFNESS 
DISEASES  AND  SURGERY  OF  THE  EAR 

1109  Pere  Marquette  Building 
JA.  5-2535  By  Appointment 

44 


The  Journal  of  the  I>ouisiana  State  Medical  Society 


1 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


uAVID  b.ALLMAh  M.O.  * lU" 
CARLILE,  M.D.  . JOHh  I'/.  C! ' 


'I 
; 1 


• MURRAY  M.  CG.  lLA: 


0, 


n. 


ANTHONY  R.  CUiiR. 

MR,  RICHARD  L.  F.V;'  FDf 
GREENE,  M.D.  . JOHN  S.  iOHS. 
M.D.  .DAVID  A.  3FSK‘',’ 


.1  ERICK'!?,  Li.D.  • iliOMAS 
'1,  e VJ'  CC'  N H.  COLE,  M.D. 
■ J jvc  F.  GRAVER,  M.D.  . 
: ' DUNPHY,  M.D.  • 
L.  . .lAZELL,  M.O.  . WILLIAM 
::cx.  Li.D. . JAYJ.JA  : 

' IN  F.  W.  KING.  L!.C.  o 


THE  PHYSICIAN  AND  THE  CANCER  PATIENT 

The  American  Cancer  Society  is  concerned  with  the  total  can- 
cer problem.  A crucial  part  of  this  problem  relates  to  the  cancer 
patient  and  his  family.  To  help  the  medical  profession  explore 
ways  and  means  of  meeting  the  patient’s  special  needs,  the  scien- 
tific session  of  the  Society’s  next  Annual  Meeting  at  the  Hotel 
Biltmore  in  New  York  City,  October  23-24,  1961,  will  be  devoted 
to  “The  Physician  and  the  Total  Care  of  the  Cancer  Patient.” 
Various  specialists  will  examine  the  psychological  and  physical 
problems  facing  the  cancer  patient  and  his  family.  Consideration 
will  be  given  to  such  topics  as  decisions  in  the  early  care  of  the 
cancer  patient,  counselling  the  cancer  patient,  what  the  patient 

k 

should  be  told,  care  of  the  advanced  cancer  patient,  society’s 
role  in  service  to  the  cancer  patient. 

Through  such  meetings,  the  American  Cancer  Society 
serves  the  medical  profession  by  providing  a forum  for 
an  exchange  of  information  and  experience  concerning  the 
cancer  patient. 
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JOHN  L.  McKLlVF''  f i..  . MIS"  EDNA  NICHOLSON  . JAMES  J. 
NICKSON.  M.D.  c A_:  N LCHSNER,  M.D.  . DONALD  OKEN,  M.D. 
. GEORGE  T.  pa  : ■ 0.  . EUGENE  P.  PENDERGRASS,  M.  D.  • 

I.  S.  RAVDIN,  iJ.  5 G.  READER,  M.D.  . 1.  ROSSMAN, 

M.D.  . JOHN  S.  STEilLIN, LLO.  . SAMUEL  G.  TAYLOR,  III, 
M.D.  . JOHN  G.  WALSH,  M.O,  . OWEN  H.  WANGENSTEEN,  M.D. 
. DONALD  M.  WATKIN,  M.O.  o GRANGER  E.  WESTBERG,  M.D. 


Louisiana  Division,  Inc. 

822  Perdido  Street  New  Orleans  12,  La. 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D.,  President 


new. . . 
prolonged 
antipruritic  action 
in  a pleasant-tasting 
chewable  tablet 

tacaryf 

chewable  tablets 

METHDILAZINE,  MEAD  JOHNSON 

prolonged  antipruritic  / antiallergic  action . . . 
not  dependent  on  delayed  intestinal  release 


Itching  in  children  can  now  be  controlled  on  b.i.d.  dosage  with  a long-acting* 
antipruritic/antiallergic  chewable  tablet  your  pediatric  patients  will  enjoy  taking. 

They  can  also  benefit  by  the  effectiveness  of  Tacaryl  Hydrochloride  in  controlling  symptoms 
in  a wide  variety  of  allergic  conditions, 2-8  including  hay  fever  and  perennial  rhinitis. 

dosagre:  One  Chewable  Tablet  (3.6  mg.)  twice  daily.  Adjustment  of  dose  or  interval  may  be  desirable  for  some  patients, 
contraindications:  There  are  no  known  contraindications. 

Bide  erfects:  Drowsiness  has  been  observed  in  a small  percentage  of  patients.  Dizziness,  nausea,  headache,  and  dryness  of  mucous 
membranes  have  been  reported  infrequently. 

cautions:  If  drowsiness  occurs  after  administration  of  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride,  the  patient  should 
not  drive  a motor  vehicle  or  operate  dangerous  machinery.  Since  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride 
may  display  potentiating  properties,  it  should  be  used  with  caution  for  patients  receiving  alcohol,  analgesics  or  sedatives 
(particularly  barbiturates).  Because  of  reports  that  phenothiazine  derivatives  occasionally  cause  side  reactions  such  as 
agranulocytosis,  jaundice  and  orthostatic  hypotension,  the  physician  should  be  alert  to  their  possible  occurrence . . . though  no 
such  reactions  have  been  observed  with  Tacaryl  Chewable  Tablets  or  Tacaryl  Hydrochloride. 

Buppllrd:  Pink  tablets,  3.6  mg.,  bottles  of  100. 

references:  (I)  Lish,  P.  M.;  Albert,  J.  R.;  Peters,  E.  L.,  and  Allen,  L.  E.:  Arch,  internat.  pharmacodyn.  /29:77-107  (Dec.)  I960. 

(2)Howell,  C.  M.,  Jr.:  North  Carolina  M.  J.  2/;I9'l-195  (May)  1960.  (3)  Clinical  Research  Division,  Mead  Johnson  & Company. 

(4)  Wahner,  H.  W.,  and  Peters,  G.  A.:  Proc.  Stall  Meet.  Mayo  Clin.  73:161-169  (March  30)  I960.  (.5)  Crepea,  S.  H.:  J.  Allergy  7/;283-285 

(May-June)  1960.  (6)  Crawford,  L.  V.,  and  Grogan,  E.  T.:  J.  Tennessee  M.  A.  57:307-310  (July)  1960.  (7)  Siroto,  A.  P..  Jr.,  and 

Sicker,  H.  O.:  Ann.  Allergy  /fl:76l-764  (July)  1960.  (8)  Arbesinan,  C.  E.,  and  Ehrcnrcich,  R.:  New  York  J.  Med.  67:219-229  (Jan.  15)  1961. 
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A ^PREVENTABLE  ? ? DISEASE 

In  1958  Louisiana  reported  the  shocking  total  of  89  cases 
of  diphtheria.  In  1959  our  record  was  even  worse — 97  cases. 
This  disease  took  the  lives  of  10  people  during  this  two-year 
period — 9 of  them  were  children  under  ten  years  of  age ; the 
one  adult  was  aged  sixty.  Last  year  (1960),  although  the 
total  number  declined  slightly  to  80  cases,  7 more  children 
succumbed  to  this  disease. 

Diphtheria  has  long  been  accepted  as  a preventable  dis- 
ease, because  of  the  availability  of  an  effective  immunizing 
agent.  However,  prevention  will  not  be  accomplished  until 
the  specific  antigen  gets  into  the  tissues  of  the  susceptible 
hosts — not  as  long  as  the  vaccine  remains  on  the  shelf  in 
drug  stores,  doctor’s  offices,  or  health  unit  clinics. 

The  State  Board  of  Health  is  calling  upon  all  physicians 
in  the  state  to  make  certain  all  patients  under  their  care  are 
adequately  immunized.  Let’s  really  prevent  those  prevent- 
able diseases! 


Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D. 

President 
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eral Practitioner  or  GP  and  Pediatrician. 
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ALBERT  H.  LeBLANC 
3618  St.  Gerard  Ave.,  Baton  Rouge 
Phone;  EL  5-3066 
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How  to  use 


Trancopak 

Brond  of  chlormezanone  m 


He  needs  his  muscles  working  properly— 
when  they  aren’t,  he  needs 

Trmcopal 


for 

painful  muscles 

when  a muscle  is  strained,  it 
goes  into  a spasm  that  produces 
pain;  this  is  followed  by  more 
spasm  for  splinting,  and  then 
more  pain. 

When  you  prescribe  Tranco- 
pal,  you  break  this  vicious  cycle 
and  relieve  the  patient’s  dis- 
comfort. Trancopal  will  ease 
the  spasm  and  consequently  the 
pain,  and  its  mild  tranquilizing 
effect  will  make  the  patient  less 
restless.  You  can  then  start  him 
on  purposeful  exercise  or  phy- 
sical therapy. 

In  addition  to  its  usefulness 
in  syndromes  resulting  from 
overstraining  (such  as  low  back 
pain  or  tennis  elbow),  Tranco- 
pal will  relax  the  spasm  and 
pain  that  are  features ‘of  torti- 
collis, bursitis,  fibrositis,  myo- 
sitis, ankle  sprain,  osteoarthri- 
tis, rheumatoid  arthritis,  disc- 
syndrome  and  postoperative 
muscle  spasm.  Trancopal  is 
available  in  200  mg.  Caplets® 
( green  colored,  scored ) and  in 
100  mg.  Caplets  (peach  col- 
ored, scored),  bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200 
mg. ) three  or  four  times  daily; 
children  (5  to  12  years),  from 
50  to  100  mg.  three  or  four 
times  daily. 


LABORATORIES 

New  York  18.N.Y. 
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Dear  Doctor: 

Reports  from  our  representatives  indicate  that  manv'^  physicians  would  appreciate 
simplification  for  prescription-writing  purposes  of  the  names  of  Terramycin  products  in 
both  the  “plain”  and  the  “Cosa”  dosage  forms. 

The  “Cosa”  forms  originated,  you  may  recall,  on  the  basis  of  clinical  evidence  of  enhanced 
antibiotic  absorption  when  glucosamine  is  employed  in  oral  administration.  To  permit  each 
physician  individually  to  study  this  evidence  and  choose  which  form  he  would  prefer  to 
prescribe,  we  offered  Terramycin  in  both  forms— that  is,  in  the  regular  Terramycin  forms 
without  glucosamine,  and  in  the  “Cosa”  forms  with  glucosamine. 

This  distinction  appears  to  be  no  longer  necessary  since  glucosamine,  a highly  acceptable 
excipient  for  oral  antibiotics,  now  is  being  incorporated  uniformly  in  all  such  forms, 
thereby  simplifying  nomenclature  and  your  prescription  writing. 

Accordingly,  and  effective  immediately,  forms  incorporating  glucosamine  will  be  offered 
simply  as  Terramycin  without  the  “Cosa”  prefix. 

To  make  clear  just  which  forms  are  affected,  please  refer  to  the  brief  tabulation  (below) 
of  Terramycin  dosage  forms  both  bejore  and  ajter  this  change.  \Vc  are  also  requesting  our 
representative  to  call  on  you  at  an  early  date  to  answer  any  questions  that  may  arise. 

We  feel  certain  that  this  action,  prompted  by  your  comments  and  those  of  many  other 
physicians,  will  simplify  your  writing  of  prescriptions  for  Terramycin  products. 

We  welcome  your  comments  on  this  action  and  on  any  other  phase  of  our  operations, 
since  it  is  our  objective  to  render  every  service  as  efficiently  as  possible  to  our  friends 
in  the  medical  profession. 

Sincerely, 

Pfizer  Laboratories 

The  follcncing  table  indicates  the  Jomier  name  a?id  the  current  name  oj  Terramycin 
systemic  preparatmis: 


FORMERLY  NAMED 

NOW  NAMED 

Cosa-Terramycin®  Capsules  j 

■I6ppamyoln®  Capsules* 

Cosa-Terrabon®  Oral  Suspension  I 

Teppamycln  Syrup 

Cosa-Terrabon  Pediatric  Drops  1 

Teppamycln  Pediatric  Drops 

and  simpler  names  Jor  these  Terramycin-contmning  Jommlations: 

Cosa-Terrastatin®  Capsules  I 

Tappastatin®  Capsules 

Cosa-Terrastatin  for  Oral  Suspension 

Teppastatln  for  Oral  Suspension 

I Cosa-Terracydin®  Capsules  i 

Tteppacydln®  Capsules 

. . . and  these  names  remain  tmehanged: 

Teppamycln  Intramuscular  Solution 
Teppamycin  Intravenous 


^Terramycin  Capsules  without  glucosamine  are  no  longer  available. 

The  clinical  versatility  of  Terramycin  is  enhanced  by  its  specialized  dosage  forms  adapted 
to  individual  needs— another  reason  Jor  the  trend  to  Terramycin. 
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With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives.’  ^'  To  implement  this  goal, 
many  clinicians  have  come  to  rely  on  Dilantin  for 
outstanding  control  of  grand  mal  and  psychomotor 
attacks.  For  example,  when  Dilantin  was  adminis- 
tered to  12  patients,^  all  but  one  remained  seizure- 
free  in  the  hospital  after  the  diphenylhydantoin 
blood  level  had  reached  its  maximum.  This  patient 
experienced  a single  convulsion  but  had  “...no 
further  seizures  during  the  subsequent  three  and 


DILANTIN 


SODIUM  KAPSEALSS 


® a half  months  of  observa- 
tion.” Dilantin  Sodium 


(diphenylhydantoin  sodium, 
Parke-Davis)  is  available  in 
several  forms,  including 
Kapseals,  0.03  Gm.  and  0.1 
Gm.,  bottles  of  1 00  & 1 ,000. 
other  members  of  the  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 
for  grand  mal  and  psychomotor  seizures:  Phelantin® 
Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg., 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of 


HELPS  KEEP 
HIS  SEIZURES 
IN  CHECK 


100.  for  the  petit  mal  triad:  Milontin®  Kapseals 
(phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of 
100  and  1,000;  Suspension,  250  mg.  per  4 cc., 
16-ounce  bottles  • Celontin®  Kapseals  (methsuxl- 
mide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 
Zarontin®  Capsules  (ethosuximide,  Parke-Davis) 
0.25  Gm.,  bottles  of  100.  See  medical  brochure  for 
details  of  administration,  precautions,  and  dosage. 


(1)  Carter,  S.:  M.  Clin.  North  America  37:315,  1953. 

(2)  Maltby,  G.  L.:  J.  Maine  M.  A.  48:257,  1957. 

(3)  Buchthal,  F.;  Svensmark,  O.,  & Schiller,  P.  J,:  Arch. 

Aleuro/.  2:624,  1960.  sssti 


PARKE-DAVIS 


fA/tKt,  OAnS  4 COMPAHY,  Dtinl)  31,  MIcMgM 


The  cigarette  that  made  the  Filter  Famous! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  de.signed  process  at  the  P.  Lorillard  factory  compre.s.ses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

O KSI  <’■  LORILLARD  CO. 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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It  takes  so  little  to  trigger  an  asthmatic  attack... 


it  takes  so  little 


MORE. 


control  it... 


the  simple  addition  of  >2|t;ir;ix  to  your  classic  anti- 
asthmatic therapy  increases  therapeutic  success  even  in 

n^tiPntQ  Esch  MARAX  tablet  contains:  ATARAX®  (hydroxyzine  HCI)  10  mg.— an 

U 1 1 1 lUUI  I |Ja  IICI 1 antihistaminic  tranquilizer  beneficial  in  bronchial  asthma  and  allergy.' 

Ephedrine  sulfate  25  mg.-tc  reduce  congestion.  Theophylline  130  mg. 
— for  bronchospasmolysis. 


"Superiority  of  [MARAX]  seems  attributable  to  the  inclusion  in  it  of  hydroxyzine  in  place  of  the  conventional 
barbiturates."*  In  a series  of  patients  generally  refractory  to  the  usual  antiasthmatics,  and  \who  required 
steroids  in  order  to  obtain  temporary  relief,  70%  showed  good  to  excellent  symptomatic  relief  with  MARAX. 
Patients  "...slept  more  comfortably  and  breathed  more  easily.  The  characteristic  asthma  wheeze  was  either 
markedly  reduced  or  entirely  relieved."* 


If  your  asthma  patients  do  not  respond  to  standard  therapy,  they  may  need  the  "little  MORE"  that 
MARAX  offers. 


Usual  adult  dosage:  One  tablet  2 
to  4 times  daily.  Full  prescription 
Information  on  request.  Supplied: 
Bottles  of  100  light  blue,  scored 
tablets.  Prescription  only. 
References:  1.  Santos,  I.  M.  H.,  and 
Unger,  L.:  Ann.  Allergy  18:172  (Feb.) 
1960.  2.  Charlton,  J.  D.:  Ann.  Al- 
lergy, In  press.  3.  Shaftel,  H.  E.: 
Clin.  Med.  7:1841  (Sept.)  1960. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 

-j  simple  dosage  schedule  relieves  anxiety 
dependably  — without  the  unknown  dangers 
of  “new  and  different”  drugs 

Q does  not  produce  ataxia,  stimulate  the 
^ appetite  or  alter  sexual  function 

3 no  cumulative  effects  in  long-term  therapy 

A does  not  produce  depression,  Parkinson-like 
^ symptoms,  jaundice  or  agranulocytosis 

r does  not  muddle  the  mind  or  affect 
^ normal  behavior 


Usuol  dosoge:  One  or  two  400  mg.  tablets  t.I.d. 
Supplied:  400  mg.  scored  tablets,  ?00  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  MEPROTABS*— 400  mg. 
vnmorlced,  cooted  tablets;  and  in  sustoined-refeose 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and  200  mg.  meprobomate). 

•trade-mark 


Miltowir 

meprobamate  (Wallace) 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CM-4710 
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leads  to  visceral  distress... 


restore  normal  smooth  muscle  function 


through  dependable  autonomic  sedation 

The  uniformly  dependable  antispasmodic-sedative  action  of  DONNATAL 
relieves  hypermotility,  hypertonicity  and  spasticity  of  smooth  muscle 
at  ail  levels  of  the  gastrointestinal  tract:  pharynx,  esophagus,  stomach,  small 
intestine  and  large  intestine. 

Donnatal  incorporates  natural  belladonna  alkaloids  in  optimal  synergistic 
ratio,  supplemented  by  phenobarbital  in  low  dosage,  for  concurrent  control  of 
both  somatogenic  and  psychogenic  factors. 


For  dosage  flexibility  — 


DONNATAL 


Antispasmodic  maintenance  under  a t.i.d.  dosage  regimen 

For  prolonged  effects  — 


TABLETS 

CAPSULES 

ELIXIR 

RobinS/ 


EXTENTABS^ 


DONNATAL 

All-day  or  all-night  spasmolytic  benefits  on  a single  dose,  equal  to  the  effect  of  one  DONNATAL  tablet  uniformly  sustained  for  10  to  12  hours. 


Hyoscyamine  sulfate 
Atropine  sulfate 
Hyoscine  hydrobromide 
Phenobarbital 


0.1037  mg. 
0.0194  mg. 
0.0065  mg. 
iVi  gr-)  16.2  mg. 


0.3111  mg. 
0.0582  mg. 
0.0195  mg. 
(%  gr  ) 48.6  mg. 


DONNATAL  s 

natural  belladonna  alkaloids  with  phenobarbital 
Prescribed  by  more  physicians  than  any  other  antispasmodic 


A.  H.  ROBINS  CO.,  INC. 

RICHMOND  20,  VIRGINIA 

Making  today's  medicines  with  integrity... 
seeking  tomorrow's  with  persistence 


Available  only  to  physicians  for  their  distribution — 


Complete  Cholesterol  Depressant 
Menus  and  Recipe  Book 

A new,  authoritative  patient-aid  ...  for  professional  distribution  only 


Now  available  for  use  in  your  practice  from 
The  Wesson  People  . . . easy-to-use  manual  of 
40  pages,  including  all  necessary  diet  instruc- 
tions . . . menus,  recipes,  shopping  and  cook- 
ing guidance  ...  all  worked  out  for  you  . . . 
so  arranged  and  printed  that  you  have  only  to 
check  the  desired  daily  calorie  level  before 
giving  the  book  to  your  patient. 

You  will  find  this  book  invaluable  for  treating 
patients  with  elevated  serum  cholesterol. 

Complete  menus  for  10  days  enable  you  to 
prescribe  diets  which  are  appetizing,  nutri- 
tiously adequate  and  which  can  exert  choles- 
terol depressant  activity.  Special  attention  has 
been  given  to  constructing  the  menu  patterns 
so  that  they  adhere  as  closely  as  permissible 
to  the  patient’s  normal  eating  habits. 

NRC  Standards  fulfilled.  Each  menu  has  been 
calculated  to  provide  the  proper  daily  allow- 
ance of  proteins,  vitamins  and  other  nutrients 
as  recommended  by  the  Food  and  Nutrition 
Board  of  the  National  Research  Council. 

Weight  control  is  achieved  as  each  day’s  menu 
is  given  at  3 calorie  levels — 1200,  1800  and 
2600  calories.  You  prescribe  the  level  most 
desirable  and  modify  as  desired. 

Variety  and  appetite  appeal  for  patient  are 

built  into  the  menu  plan  to  an  extent  not  pre- 
viously accomplished.  Alternate  choices  for 
main  dishes  minimize  monotony,  encourage  the 
patient  to  follow  closely  the  menu  plan  you 
specify. 

Complete  recipes — 65  in  all — are  included  to 
assure  that  the  specified  menus  provide  pre- 
scribed levels  of  calories,  the  pre-determined 
ratio  of  poly-unsaturated  to  saturated  fat,  plus 
essential  nutrients. 


Dietary  fat  is  controlled  so  that  approximately 
36%  of  the  total  calories  are  derived  from  fat 
and  at  least  40%  of  these  fat  calories  are  from 
poly-unsaturated  components  (linoleates)  as 
found  in  pure  vegetable  oil.  The  replacement 
of  saturated  dietary  fat  by  this  percentage  of 
poly-unsaturated  fat  has  been  found  in  clinical 
studies  most  effective  in  the  reduction  of  serum 
cholesterol  and  in  its  maintenance  at  desirable 
levels.  More  liberal  menus'  are  provided  for 
maintenance  after  the  patient’s  progress  in- 
dicates that  desired  therapeutic  results  have 
been  accomplished. 

Family  meal  preparation  is  simplified.  The 

menus  are  planned  around  favorite  foods  hav- 
ing wide  appetite  appeal  for  all  members  of  the 
household.  Patients  can  entertain  in  comfort — 
enjoy  cakes,  cookies,  snacks,  prepared  with 
recipes  which  meet  medical  requirements. 

A high  degree  of  satiety  is  achieved  even  at 
the  lower  calorie  levels,  because  Wesson  pro- 
vides an  unexcelled  source  of  concentrated, 
slow-burning  food  energy. 

Adaptable  for  use  with  diabetics.  Carbohy- 
drates have  been  calculated  to  fall  within  the 
acceptable  range  for  patients  to  whom  a diet 
planned  for  diabetes  is  important.  Calories, 
which  must  be  supplied  from  fat  when  the 
carbohydrate  intake  is  limited,  are  provided 
by  desirable  poly-unsaturated  vegetable  oil. 

WESSON'S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oil -winterized  and  of  selected  quality 

Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated-completely  salt  free 


Poly-unsaturated  Wesson  is  unsurpassed  by  any  readily 
available  brand,  where  a vegetable  (salad)  oil  is  medically  recommended 
for  a cholesterol  depressant  regimen. 


USE  THIS  HANDY  ORDER  FORM 
The  Wesson  People,  P.  O.  Box  2184,  Fullerton,  Cal. 
Please  send free  copies  of 

"Your  Cholesterol  Depressant  Diet  Cook  Book"  for  use  with  patients, 

DR 

ADDRESS 

CITY ZONE STATE 


Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 


because. . . it  contains  phosphate-potentiated  tetracycline 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because.. . it  contains  Fu?igizone,  the  antifungal  ajitibiotic, 

to  prevent  monilial  overgrowth  in  the  gastrointestinal  tract. 


Mystcclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections— as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a truly  wide  range  of  pathogenic  organisms;  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mysteclin-F  Capsules  (250  mg./50  mg.)  Mysteclin-F  Half  Strength  Capsules  (125  mg./25  mg.)  Mystcclin-F 
for  Syrup  (125  mg,/25  mg.  per  5 cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg,/20  mg.  per  cc.) 

'Myslcclin'®,  ‘Sumycin’®  and  'Fungizone'®  arc  Squibb  trademarks. 


Mysteclin-F 


For  full  Informalini 
•ro  jrour  Squibb 
Producl  Rrfrrrnro 
or  Product  Brtrf. 


Squibb  Phritpliaic-PoKYUlated  Teirarycllne  (sumvcin)  plus  Amphnlrrlein  B (ruNCUON* ) 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 
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Perhaps  you  have  hesitated  to  prescribe  the 
benefits  of  a topical  steroid  because  of  con- 
cern about  effectiveness  or  high  cost. 

Perhaps  you  have  felt  that  the  usual  packag- 
ing of  topical  steroids  provides  inadequate, 
uneconomical  quantities  to  suffice  for  a com- 
plete course  of  treatnient. 

If  any  of  these  considerations  reflects  your 
thinking,  we  believe  you  will  be  interested  to 
learn  that  a truly  effective  and  reasonably 
priced  topical  steroid  now  is  available  for 
your  patients  with  dermatologic  disorders... 
Diloderm™  Cream  (brand  of  dichlorisone 
acetate). 

As  to  effectiveness,  here  is  what  a recent  re- 
port* stated  on  the  use  of  Diloderm  in  53 
cases  of  poison  ivy  dermatitis:  “A  satisfac- 
tory response... was  seen  in  all  cases.  There 
were  no  cases  of  primary  irritation  or  other 
side  effects....” 

As  a matter  of  fact... you  will  find  not  only 
that  Diloderm  Cream  is  exceptionally  bene- 
ficial in  a wide  variety  of  dermatoses  respon- 
sive to  topical  steroids,  but  also  that  it  costs 
less  in  most  instances  than  generic  hydro- 
cortisone creams.  In  addition,  Diloderm  af- 
fords even  greater  savings  over  other  topical 
steroids.  Actually,  the  16  Cm.  tube  of 
Diloderm  Cream  costs  less  than  virtually  all 
all  other  topical  steroid  preparations  now 
prescribed. 

As  a matter  of  economy ..  .the  15  Gm.  tube  of 
Diloderm  is  ideally  suited  for  the  treatment 
of  large  skin  areas  or  extensive  lesions.  It 
covers  more  with  less  waste;  it  provides  three 
times  as  much  medication  for  only  slightly 
more  than  double  the  cost  of  a small  5 Gm. 
tube  of  unbranded  hydrocortisone. 

We  believe  your  patients  with  dermatoses 
will  appreciate  the  significant  savings 
Diloderm  Cream  affords,  and  that  you,  too, 
will  agree . . , Diloderm  in  the  15  Gm.  tube  is 
effective,  economical  in  price,  and  even  more 
economical  in  use. 

Also  available;  Diloderm  Cream,  6 Gm.  tube;  Neo- 
Dilodbrm®  Cream  0.25%,  5 and  15  Gm.  tubes  ; Diloderm 
and  Neo-Diloderm  Foam,  10  Gm.  dispensers;  Diloderm 
and  Neo-Diloderm  Aerosols,  50  Gm.  containers. 

•Gant,  J.  Q.,  Jr.:  M.  Ann.  Diatrict  of  Columbia  SO  :267, 
1961. 


If 

concern  about 
effectiveness  or 
high  cost  has 
kept  you  from 
prescribing 
any  topical 
steroid.. » 

THESE  FACTS 
MAY  CHANGE 
YOUR  MIND 


F or  complete  deiailst  consult  latest  Schering  literature  available  from  your  Schering  Representative 
or  Medical  Services  Department,  Schering  Corporation,  Bloomfield,  New  Jersey, 


How  to  help  your  patient  stick  to  a 
low  sodium  diet 

Tlie  secret  ingredient  in  a successful  diet  is  acceptance. 

Dishes  that  are  low  in  sodium  can  gain  flavor  and  appetite 
appeal  from  a variety  of  other  herbs  and  seasonings. 

Broiled  hamburger,  for  instance,  tastes  delicious  when  it’s 
seasoned  with  thyme,  marjoram  and  pepper.  Rosemary, 
lemon  and  sweet  butter  turn  broiled  chicken  into  an  ele- 
gant main  dish.  In  fact,  sweet  butter  can  be  used  many  ways 
— with  tarragon  on  carrots,  nutmeg  on  beans,  oregano  on 
tomatoes,  savory  on  limas.  Onions  boiled  with  thyme 
are  tempting  enough  to  please  the  palate  of  any  dieter. 


A ^lass  of  beer 
can  add  zest  to  a 
patient's  diet 

Sodium  7 mg/100  grm. 

17  mg/8  oz.  glass 
(Average  of  American  Beers) 


Cooking  with  herbs  spices  up  a patietit's  diet 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  oiul  II  other  diet  menus,  write  us  at  630  Fifth  Avenue,  N.Y.  17,  N.Y. 


14 


The  Jouknal  ok  the  Iajuisiana  State  Medical  Society 


THESE  57,000 
PEOPLE  IN 
LOUISIANA  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Louisiana  there  are  at  least  57,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode.  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period.  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


HI 


ROCHE 


LIBRIUM®  Hydrochloride  — 7 -chlofO-2-methy  la  mi  no- 
5-phenyl-3H-l,4-ben20diazepine  4-oxide  h/drochloride 


LABORATORIES  Division  of  Hoffmann-La  Roche  Inc. 
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restore 


vitality  to 

“the  under-par 
child”* 


Zentron 

ji- 


Zentron 
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one  to  three  times  daily. 
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Zonlfon*"  (iron,  vitamin  U complex,  and  vitamin 
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Diabetic  Neuropathy^ 

• The  preponderance  of  evidence  in  the  literature  and  in  the  present 
series  indicates  that  neurological  complications  develop  most  fre- 
quently in  long  standing  poorly  controlled  cases  of  diabetes  mellitus. 
At  present,  careful  regulation  of  the  diabetic  state  is  the  most  bene- 
ficial method  of  avoiding  neurological  complications. 


■pvIABETES  mellitus  is  a disease  which 
^ has  been  recognized  since  the  time  of 
]\Ioses,  but  the  neurological  complications 
were  first  noted  by  Rollo  ' in  1798.  De- 
Calvi,-  in  1864,  postulated  that  diabetes 
might  be  the  cause  of  pain  and  peripheral 
anesthesia. 

The  neurological  complications  resultant 
from  diabetes  mellitus  remain  a confused 
issue.  The  percentage  of  neurological  com- 
plications of  diabetes  mellitus  reported  in 
the  literature  vary  from  none  to  over  50 
per  cent. 

Rundles  ^ found  125  cases  of  neuropathy 
in  3000  cases  of  diabetes  or  an  incidence 
of  4 per  cent. 

Jordan  ^ found  objective  symptoms  of 
diabetic  neuritis  in  74  of  150  patients  (49 
per  cent). 

Broch  and  Klovstad  ® found  88  cases  of 
neuropathy  in  426  diabetics  (20.7  per 
cent). 


* Presented  at  the  Eighty-first  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  in 
New  Orleans,  May  9,  1961. 

Division  of  Neurology,  Louisiana  University 
School  of  Medicine,  New  Orleans,  La. 


RICHARD  M.  RADDISON,  M.  D. 

EDWARD  THORNHILL,  M.  D. 

New  Orleans 

Goodman,"  et  al,  feel  that  almost  100 
per  cent  of  diabetic  patients  have  neuro- 
logical complications. 

Mulder,®  et  al,  found  43  patients  with 
unequivocal  evidence  of  neuropathy  in  a 
series  of  103  diabetic  patients  (41.7  per 
cent) . 

Neurological  Syndromes  in  Diabetes 
Mellitus 

Diabetic  Sensory  Neuropathy.  The  com- 
monest neurological  complication  of  dia- 
betes is  a purely  sensory  syndrome  con- 
sisting of  pain  in  the  legs  (often  only  nocr 
turnal),  muscle  tenderness,  loss  of  Achilles 
reflexes,  and  loss  of  vibratory  sensation  in 
the  feet  and  ankles.  The  syndrome  is  usu- 
ally bilateral,  is  symmetrical,  and  usually 
seen  in  diabetics  of  long  standing  not  un- 
der full  control.  These  signs  and  symp- 
toms may  progress  proximally,  involving 
other  sensory  modalities,  and  sometimes 
the  arms  may  be  affected.'*  A very  early 
sign  may  be  loss  of  vibratory  sensation 
which  can  be  detected  only  by  electrical 
vibratory  determinations.^®  Spinal  fluid 
protein  is  usually  elevated  in  those  dia- 
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betic  persons  with  vascular  disease  and 
neurologic  dysfunction. “ 

Diabetic  Amyotrophy.  Garland  and  Ta- 
verner,^- and  Garland  have  rede- 
scribed a purely  motor  diabetic  syndrome 
which  they  feel  is  a manifestation  of  weak- 
ness and  wasting  of  muscles.  The  signs 
and  symptoms  are  almost  invariably  asym- 
metrical, and  often  unilateral.  The  legs 
are  affected  first  and  the  arms  are  rare- 
ly involved.  Fasciculations  are  occasion- 
ally seen.  The  appropriate  deep  reflexes 
are  depressed  or  absent.  The  total  pro- 
tein of  the  cerebrospinal  fluid  is  usually 
elevated.  Bischoff,’"'  in  Zurich,  and  Sulli- 
van,'*’ in  Boston,  have  described  similar 
cases.  The  history  of  diabetes  is  usually 
a mild  form  and  full  recovery  may  occur 
if  the  diabetes  is  adequately  controlled. 

Diabetic  Autonomic  Syndromes.  Parox- 
ysmal nocturnal  diarrhea,  impotence,  blad- 
der paralysis,  loss  of  sweating,  postural 
hypotension,  postural  tachycardia,  neuro- 
pathic joints,  perforating  ulcers. 

Cranial  Nerve  and  Other  Isolated  Nerve 
Palsies.  Involvement  of  the  isolated  ocu- 
lomotor, abducens,  or  facial  nerve  has 
been  reported  with  recovery  the  rule. 
Some  authors  feel  these  cases  are  poorly 
documented  and  are  a result  of  unrelated 
nervous  system  abnormality  presenting  in 
diabetic  patients.** 

Etiology  of  the  Diabetic  Neurological 
Syndromes.  We  must  first  consider  here 
a general  classification  of  neuropathies 
and  understand  to  the  best  of  our  ability 
the  reaction  of  the  peripheral  neurones 
to  disordered  metabolism.  Greenfield 
has  offered  the  most  logical  classification 
of  the  neuropathies  of  any  author.  Pe- 
ripheral nerve  can  react  to  toxins  or  dis- 
turbances of  metabolism  in  a limited  num- 
ber of  ways.  Thiamine  and  pantothenic 
acid  deficiency  or  arsenic  toxicity  prevent 
pyruvate  oxidation  in  the  metabolic  cycle 
of  glucose.  Alcoholic  neuritis  is  probably 
a result  of  vitamin  deficiency  with  a dis- 
turbance of  the  co-enzyme  needed  to  oxi- 
dize pyruvic  acid  formed  in  the  breakdown 
of  glucose.  In  all  these  instances  there  oc- 
curs a primary  neuronal  degeneration  or 
atrophy  with  large  fibers  more  affected 

.SCO 


than  those  of  medium  or  smaller  size  and 
the  nerve  fiber  more  affected  at  its 
periphery  than  near  the  nerve  cell  body. 
Lead  and  diphtheria  toxin  affect  the  my- 
elin befoi’e  the  axone  and  cause  segmen- 
tal tj^pe  of  demyelination. 

In  some  forms  of  peripheral  neuritis  in- 
terstitial reaction  produces  changes  of  the 
perineural  and  endoneural  tissues  with 
pressure  effects  caused  by  focal  or  more 
diffuse  infiltrations  and  with  acute  or 
chronic  edema  of  the  tissues.  In  other 
instances  vascular  damage  may  cut  off 
the  blood  supply  of  some  of  the  peripher- 
al nerves.  The  neuritis  associated  with 
diabetes  or  porphyria  may  be  the  result 
of  toxins  from  faulty  metabolism,  but 
there  are  features  suggesting  a vascular 
basis. 

In  diabetes  w-e  can  postulate  three 
hypotheses  as  the  source  of  the  neuro- 
logical syndromes : (1)  Vitamin  deficiency, 
(2)  Hyperglycemia  and  intermediate  met- 
abolic disturbance,  (3)  Ischemia  from  ar- 
terial changes  consequent  to  or  aggravated 
by  diabetes. 

Fagenberg  in  a careful  survey  of  biop- 
sied  sural  nerve  from  diabetic  patients 
has  described  changes  in  the  vasa  nervo- 
rum and  he  feels  that  a specific  angi- 
opathy may  account  for  the  neuronal 
changes  on  an  ischemic  basis. 

Woolf  and  Malins  '**  investigated  muscle 
and  nerve  biopsies  in  29  cases  of  peripher- 
al neuritis,  10  of  which  were  of  diabetic 
origin.  The  degeneration  of  the  nerve  fi- 
bers took  two  principal  forms: 

1.  Spherical  or  slightly  more  elongat- 
ed symmetrical  swellings  at  intervals 
along  the  course  of  the  fiber  demon- 
strated in  vital  stained  and  silver  prep- 
arations. Woolf  feels  that  these  swell- 
ings when  numerous  interfere  with 
nerve  conduction.  He  did  not  find  such 
changes  in  diabetic  neuropathy. 

2.  A more  irregular  and  continuous 
swelling  and  pale  staining  of  the  nerve 
fibers.  Such  changes  were  seen  once  in 
their  cases  of  diabetic  neuropathy,  but 
were  seen  in  other  cases  of  peripheral 
neuritis  which  he  felt  represented  an 
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irreversible  rather  than  a reversible  le- 
sion. 

In  those  cases  which  resemble  diabetic 
neuropathy,  the  intramuscular  motor  fi- 
bers are  typically  normal  up  to  the  mo- 
tor end  plate.  Woolf  feels  the  essential 
chanfjes  in  “reversible”  peripheral  neu- 
ritis whether  diabetic  or  nondiabetic  are 
at  the  motor  end  plate. 

Degeneration  at  the  end  plate  may  take 
the  form  either  of  irregular  or  refrular 
swelling-  of  the  terminal  expansions  which 
may  fuse  to  form  a single  balloon  or  soap 
bubble-like  structure.  These  authors  find 
these  changes  in  a variety  of  types  of  poly- 
neuritis, but  most  obvious  in  diabetic  neu- 
ritis. The  nerve  fibers  themselves  show 
no  abnormality.  Woolf  therefore  feels  the 
term  neuritis  or  neuropathy  is  misleading, 
and  regards  the  disease  as  a dying  back 
from  the  end  organ  to  the  cell  body  in 
the  spinal  cord  or  dorsal  root  ganglion. 
Regarded  in  this  light  the  glove  and  stock- 
ing distribution  of  anesthesia  and  weak- 
ness of  distal  muscles  which  are  so  char- 
acteristic of  peripheral  polyneuritides  may 
be  considered  an  expression  of  the  “dying 
back”,  commencing  first  at  the  end  or- 
gans of  the  longest  neurones. 

The  biochemical  changes  accompanying 
peripheral  neuropathy  are  still  poorly  un- 
derstood. Thompson  and  co-workers 
have  recently  succinctly  reviewed  the  bio- 
chemical status  of  the  diabetic  neuropa- 
thies. 

Blood  thiamine  levels  and  urinary  thia- 
mine excretion  have  shown  no  significant 
derangement  in  the  diabetic  neuropathies, 
nor  does  clinical  administration  of  thia- 
mine alter  the  condition  significantly. 

Since  high  blood  pyruvate  levels  are 
found  in  certain  cases  of  polyneuritis,  we 
should  be  interested  in  the  pyruvate 
metabolism  in  diabetic  patients.  Thomp- 
son carried  out  blood  pyruvate  studies  in 
18  diabetic  patients  with  polyneuritis. 
Blood  pyruvate  was  measured  before  and 
after  administration  of  50  grams  of  oral 
glucose  and  7 units  of  insulin.  The  fast- 
ing pyruvate  levels  of  the  diabetic  pa- 
tient with  or  without  neuropathy  were 
higher  than  in  the  normal  control  group 


and  the  rise  in  pyruvate  after  glucose 
loading  was  higher  in  both  diabetic  groups 
than  in  the  normal  patients,  but  the  pa- 
tients with  neurological  signs  had  a lower 
rise  of  pyruvate  than  the  diabetic  patients 
without  neurological  signs.  He  concludes 
that  there  is  yet  no  clear  evidence  for 
regarding  diabetic  neuropathy  as  due  to 
impairment  of  pyruvate  metabolism. 

Charity  Hospital  Review 
During  the  past  six  months  we  reviewed 
100  cases  of  diabetic  patients  from  clinics 
and  wards  of  the  Charity  Hospital. 

These  cases  were  unselected  as  regards 
race,  sex,  or  complicating  diseases,  but 
chosen  purely  on  the  basis  of  adequate 
historical  data,  unequivocal  physical  find- 
ings, and  good  ancillary  data. 

We  recorded  evidence,  substantiated 
by  the  ophthalmologist  of  retinopathy 
with  typical  exudates,  hemorrhages,  or 
microaneurysms,  or  of  neuropathy  which 
consisted  of  pain,  paresthesiae,  reflex 
changes,  objective  sensory  changes,  poten- 
tia  changes,  focal  distal  weakness,  or  fo- 
cal atrophy.  There  was  one  questionable 
case  of  myelopathy,  and  one  case  showing 
Argyll-Robertson  pupils,  but  this  patient 
had  definite  neurosyphilis. 

Most  of  these  patients  had  been  hos- 
pitalized prior  to  1957-59.  The  age  range 
was  8-79  yeai’s  with  mean  of  46.7  years. 

Our  criteria  for  assessment  of  control 
of  the  diabetes  was: 

1.  Good.  Blood  glucose  consistently 
less  than  130  mgm.  per  cent  and  no 
glycosuria. 

2.  Fair.  The  blood  glucose  may  ex- 
ceed normal  values  occasionally,  but 
must  not  exceed  150  mgm.  per  cent  and 
occasional  glycosuria  may  occur. 

3.  Poor.  Blood  glucose  usually  ele- 
vated above  normal  and  often  exceeds 
150  mgm.  per  cent  and/or  there  is  al- 
most constant  glycosuria. 

The  data  regarding  these  patients  are 
shown  in  the  following  tables  and  charts: 
Table  1. — Incidence  of  the  neurological 
complications  observed  in  this  series  (ret- 
inopathy or  neuropathy). 
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TABLE  1 


Male 

Female 

Total 

Diabetics 

24 

76 

100 

Complications 

7 

13 

20 

Incidence 

29.2% 

17.1% 

20% 

Table  2.  — Neurological  complications 
with  regard  to  racial  incidence.  The  inci- 
dence of  diabetes  and  complications  in  the 
white  and  colored  race  is  in  keeping  with 
the  racial  distribution  of  the  patient  popu- 
lation at  Charity  Hospital. 


TABLE  2 


White 

Colored 

Total 

Diabetics 

39 

61 

100 

Complications 

9 

11 

20 

Incidence 

23.1% 

18% 

20% 

Table  3 and  Chart  1. — Sexual  and  racial 
incidence  of  neurological  complications. 


thy  alone,  and  3 patients  had  retinopathy 
and  neuropathy.  The  average  time  elaps- 
ing between  the  diagnosis  of  the  diabetes 
mellitus  and  diagnosis  of  the  neuropathy 
was  11.2  years.  In  the  11  patients  with 
retinopathy  the  average  time  elapsing  be- 
tween the  diagnosis  of  the  diabetes  melli- 
and  the  retinopathy  was  13.2  years. 

Our  only  patient  with  neurological  com- 
plications whose  disease  was  other  than 
poorly  controlled  was  a fifty  year  old  man 
whose  diabetic  control  was  “fair”  and  who 
developed  minimal  diabetic  retinopathy 
two  years  after  diagnosis  was  established. 

Forty-seven  of  our  patients  have  had 
diabetes  ten  years  or  longer  and  only  12 
(25.5  per  cent)  have  developed  I’etinopa- 
thy  and  6 (12.8  per  cent)  have  developed 
neuropathy. 


TABLE  3 


WM 

WF 

CM 

CF 

Total 

Diabetics 

9 

30 

15 

46 

100 

Complications 

3 

6 

4 

7 

20 

Specific  incidence 

33.3% 

20% 

26% 

15.2% 

20% 

Overall  incidence 

15% 

30% 

20% 

35% 

100% 

Chart  ] 

Table  4. — Types  and  incidence  of  neuro- 
logical complications. 


TABLE  4 

TYPE  OF  COMPLICATION 


No. 

% 

Incidence 

Retinopathy  alone 

11 

55 

11% 

Neuropathy  alone 

6 

30 

6% 

Both 

3 

15 

3% 

Comment 

In  our  series  of  cases  11  patients  had 
retinopathy  alone,  6 patients  had  neuropa- 


Table  5 and  Chart  2. — Relationship  of 
neurological  complications  to  status  of 
diabetic  control. 


TABLE  5 

CONTROL  OF  THE  DIABETES 


Good 

Fair 

Poor 

Total 

Diabetics 

13 

18 

69 

100 

Complications 

0 

1 

19 

20 

Incidence 

0% 

5.6% 

27.5% 

20% 

Overall 

Incidence 

0% 

5% 

95% 

80-| 

70- 


w 60- 


O 


£ 30- 

m 
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z 

10- 


Patients  with  complicotions 


69 


CONTROL  OF  THE  DIABETES 
Chart  2 
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Joslin  states  that  “true  diabetic  neu- 
ritis” in  most  if  not  all  instances  follows 
a period  of  uncontrolled  diabetes.  Dun- 
can --  states,  “peripheral  neuritis  in  dia- 
betes is  a common  complication  of  gross- 
ly neglected  diabetes  over  long  periods”. 
Rundles,-*  Jordan,^  Bonkalo,"’  Broch  and 
Klovstad,''  Mulder,  et  al,®  and  Martin,-'*  all 
are  in  agreement  that  neurological  compli- 
cations of  diabetes  mellitus  occur  most 
frequently  in  diabetics  who  are  poorly  con- 
trolled. 

Ellenberg  has  recently  commented 
that  the  occurrence  of  diabetic  neuropathy 
casts  considerable  doubt  on  the  importance 
of  diabetic  control  in  many  instances. 

He  noted  some  inconsistencies  as  fol- 
lows: (1)  Neuropathy  may  occur  during 
good  control.  (2)  There  may  be  the  simul- 
taneous onset  of  neuropathy  and  the  symp- 
toms of  uncontrolled  glycosuria.  (3)  The 
neuropathy  is  unrelated  to  the  duration 
or  severity  of  the  diabetes.  (4)  Neuropa- 
thy may  be  the  initial  clinical  manifesta- 
tion of  diabetes,  unattended  by  symptoms 
of  hyperglycemia  and  glycosuria.  (5)  the 
paradoxic  precipitation  of  neuropathy  fol- 
lowing institution  of  good  control  by  diet, 
insulin,  or  tobutamide  has  been  observed. 
(6)  Neuropathy  may  follow  stress  situa- 
tions; in  these  instances,  a relatively  con- 
stant latent  period  exists  (eighteen  days). 
(Surgery,  infection,  myocardial  infarct, 
barbiturate  coma,  corticoid  therapy).  This 
author  does  not  minimize  the  importance 
of  good  control  of  diabetes,  but  feels  neu- 
ropathy may  be  independent  of  the  pres- 
ence, degree,  or  duration  of  hyperglycemia 
and  glycosuria,  and  therefore  feels  that 
neuropathy  may  be  an  integral  part  of 
the  syndi'ome  of  diabetes,  a concomitant 
feature  rather  than  a complication. 

Mulder,  et  al  ® in  a study  of  103  ambula- 
tory diabetic  patients  performed  neuro- 
logical examination,  funduscopic  examina- 
tion, nerve  conduction  velocity  of  ulnar, 
median,  and  peroneal  nerves,  and  electro- 
myography of  small  muscles  of  the  hands 
and  feet  and  the  gastrocnemius  and  anteri- 
or tibial  muscles.  Forty-three  of  their  pa- 
tients showed  unequivocal  evidences  of 
neuropathy.  There  was  almost  complete 


agreement  between  the  clinical  and  elec- 
tromyographic findings.  Nerve  conduc- 
tion studies  showed  slower  conduction 
velocities  in  the  diabetic  patients  suggest- 
ing peripheral  nerve  alterations  in  diabetic 
patients  with  or  without  overt  neuropathy. 
The  polyneuropathies  were  usually  seen  in 
patients  with  long  standing  and  severe 
diabetes,  but  were  occasionally  seen  in 
newly  discovered  mild  diabetics. 

The  preponderance  of  opinion  seems  to 
favor  meticulous  control  of  the  diabetic 
state  and  our  data  reconfirms  these  opin- 
ions since  retinopathy  and  neuropathy 
were  seen  almost  exclusively  in  those  pa- 
tients with  poor  diabetic  regulation  (95 
per  cent). 

Summary 

1.  The  neurological  complications  of 
diabetes  mellitus  are  a reflection  of  a total 
metabolic  disorder. 

2.  The  precise  etiology  of  the  neuro- 
logical derangements  in  diabetes  mellitus 
is  at  present  unknown  but  may  represent 
a toxic  metabolic  state,  degenerative  vas- 
cular changes  of  the  peripheral  nervous 
system,  or  a combination  of  both  these 
factors. 

3.  The  preponderance  of  evidence  in  the 
literature  and  in  our  present  series  indi- 
cates that  neurological  complications  de- 
velop most  frequently  in  long  standing 
poorly  controlled  cases  of  diabetes  mellitus. 
At  present  careful  regulation  of  the  dia- 
betic state  is  the  most  beneficial  method 
of  avoiding  neurological  complications. 
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Discussion 

Dr.  Daniel  W.  Hayes  (New  Orleans)  : Periph- 
eral nerve  disease  most  often  occurs  in  the  older 
diabetic  and  in  many  cases  is  present  in  patients 
who  have  had  relatively  mild  disease  of  several 
years’  duration.  It  is  to  be  noted,  however,  that 
many  younger  patients  develop  neuropathy  with- 
in one  to  two  weeks  after  first  starting  insulin 
to  become  well  regulated. 

Peripheral  neuropathy  that  accompanies  se- 
vere arteriosclerosis  in  diabetes  is  a more  se- 


vere condition  and  has  a poorer  prognosis  than 
pure  diabetic  neuropathy.  Here  we  find  other 
signs  of  circulatory  change  and  severe  sensory 
changes  lead  to  development  of  burns,  bruises 
and  cuts  that  in  the  relatively  avascular  limb 
may  lead  to  non-healing  lesions. 

In  pure  diabetic  neuropathy  the  sensory  dis- 
tribution may  often  be  asymmetrical  rather  than 
symmetrical.  Motor  disturbances  may  be  less 
often  seen.  Some  residual  sensory  symptoms 
may  remain  after  improvement  in  many  cases, 
even  though  motor  signs  and  symptoms  are  usu- 
ally completely  cleared. 

Genito-urinary  and  gastrointestinal  neuropa- 
thy are  often  severe  problems  to  the  patient  and 
the  physician.  These  symptoms  are  particularly 
resistant  to  specific  therapy  and  improvement 
awaits  time  and  improvement  in  diabetic  control. 

Careful  diabetic  regulation  must  be  empha- 
sized as  the  sine  qua  non  of  treatment.  As  clini- 
cians we  must  be  ever  aware  of  our  great  respon- 
sibility to  bring  the  whole  diabetic  patient  as 
close  to  normal  as  possible.  This,  I must  empha- 
size, involves  attaining  and  maintaining  the  ideal 
weight  by  diet,  keeping  the  patient  relatively 
free  from  glycosuria,  as  well  as  keeping  the 
blood  sugar  as  close  to  normal  as  possible,  yet 
avoiding  hypoglycemic  reactions.  The  latter  of- 
ten produce  profound  and/or  protracted  neuro- 
logic symptoms  which  are  dangerous.  Hence 
there  is  definite  need  for  periodic  blood  sugar 
determinations  to  aid  in  careful  control  of  the 
diabetes. 

Since  diabetic  neuropathy  improves  at  an  un- 
predictable rate,  the  physician  is  often  pressed 
into  administering  “specific”  therapy.  It  should 
be  re-emphasized  that  from  Dr.  Paddison’s  re- 
search, and  that  of  others,  that  there  is  no  spe- 
cific treatment.  Though  vitamins  of  various 
kinds  in  varying  doses  are  often  given,  there  is 
no  evidence  that  improvement  is  helped  or  hin- 
dered in  this  way.  Neither  the  patient  nor  the 
physician  should  deviate  from  the  dictum  of 
good  physiological  control  of  the  diabetes  in  the 
treatment  of  diabetic  neuropathy. 
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Pliololoxic  ami  IMioloallc^rgic  Skin  Keaclioiis 
Kesiillin^  from  Modern  Drujj;  Tliera|>y* 

• As  valuable  in  therapy  as  many  of  the  nev/  drugs  are,  they  may 
produce  undesirable  side  effects  when  the  patient  is  exposed  to  sun- 
light. 


A LTHOUGH  it  is  almost  two  hundred 
years  since  eczema  solare  was  first 
described,  the  mechanism  of  its  production 
has  only  recently  been  understood.  Inter- 
est in  the  condition  has  greatly  increased 
over  the  last  two  decades  because  of  the 
introduction  of  a number  of  new  thera- 
peutic agents  and  the  phototoxic  and  pho- 
toallergic  skin  reactions  observed  after 
their  use.  These  phenomena  are  of  par- 
ticular concern  to  dermatologists  in  New 
Orleans  and  other  parts  of  the  South,  in 
which  exposure  to  intensive  sunlight  oc- 
curs for  a large  part  of  the  year.  Charac- 
teristically, the  reactions  are  limited  to 
areas  exposed  to  the  sun. 

One  of  us  (B.K.)  is  unlikely  to  forget 
his  own  introduction  to  this  type  of  reac- 
tion. The  first  time  he  ever  prescribed 
sulfanilamide,  he  gave  it  to  an  ardent 
deep-sea  fisherman  for  a gonorrheal  in- 
fection. Within  a short  time  the  patient 
went  fishing  and  within  an  unusually 
short  period  of  exposure  he  acquired  an 
extremely  severe  sunburn,  limited  to  the 
unprotected  areas  on  his  face,  neck,  and 
arms.  The  origin  of  the  reaction  was  rec- 
ognized at  once  because  skin  reactions  to 
sulfa  drugs  had  previously  been  reported 
by  other  physicians  in  New  Orleans.^’  - 


* Presented  as  part  of  a panel  discussion, 
June  13,  1961,  at  meeting  of  the  Orleans  Parish 
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Another  reason  why  this  particular  pa- 
tient is  unlikely  to  be  forgotten  is  that, 
when  the  sunburn  reaction  faded  away, 
an  unexpected  secondary  syphilitic  erup- 
tion, sharply  limited  to  the  previously  sun- 
burned areas,  made  its  appearance. 

General  Considerations 

About  the  time  of  this  experience,  Ep- 
stein’s ® studies  were  published.  He  in- 
jected sulfanilamide  intradermally  into  six 
volunteers,  including  himself,  and  then 
subjected  the  treated  areas  to  sunlight 
or  ultraviolet  light.  W’ithin  twenty-four 
hours,  an  erythematous  reaction  had  de- 
veloped at  the  site  of  the  injection  in 
every  instance. 

Epstein  applied  the  term  phototoxic  to 
these  reactions.  On  the  tenth  day,  two 
of  the  volunteers  presented  inflammatory 
urticarial  reactions,  with  intense  pruritis, 
at  the  sites  of  the  primary  reactions.  For 
this  distinctive  phenomenon  Epstein  used 
the  term  photoallergy. 

His  nomenclature  should  be  observed 
carefully.  A reaction  should  not  be  termed 
allergic  until  it  has  been  definitely  proved 
to  be  caused  by  an  altered  state  of  re- 
activity. Until  this  proof  is  adduced, 
the  terms  phototoxic  or  photosensitizing 
should  be  used. 

Epstein’s  original  studies  on  phototoxic 
reactions  were  followed  by  other  studies 
which  showed  that  when  the  skin  con- 
tains photosensitizing  substances  in  the 
required  concentration,  usually  in  the 
prickle-cell  layer,  and  that  area  is  ex- 
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posed  to  those  wave  lengths  of  light  which 
are  contained  in  its  absorption  spectrum, 
an  erythematous  reaction  will  appear 
within  a matter  of  hours,  persist  for  a 
few  days,  and  leave  a residual  hyperpig- 
mentation. This  chain  of  events  may  be 
expected  whether  the  substance  is  inject- 
ed directly  into  the  skin,  is  placed  on  the 
skin  and  absorbed  into  the  prickle-cell 
layer,  or  is  ingested  and  carried  to  the 
skin  in  sufficient  quantities. 

Phototoxic  reactions  are  not  common. 
Only  occasionally  are  the  proper  wave 
lengths  combined  in  appropriate  degrees 
to  produce  them.  It  must  also  be  assumed 
that  individual  predisposition  furnishes 
another  explanation  for  their  infrequency. 
Phototoxic  reactions,  which  clinically  seem 
no  more  than  an  exaggerated  sunburn, 
occur  in  normal  persons  and  probably  vary 
quantitatively  in  proportion  to  the  dosage 
of  the  causative  agents.  There  is  no  re- 
fractory period  and  no  fixed  incubation 
period. 

As  Epstein’s  original  studies  showed, 
photoallergy  may  follow  phototoxicity, 
though  it  does  not  always  occur.  On  the 
contrary,  this  type  of  reaction  seems  to 
occur  only  in  those  persons  capable  of 
forming  antibodies  to  the  liberated  meta- 
bolities.  Photoallergic  reactions  differ 
from  phototoxic  reactions  in  several  ways : 

1.  There  is  an  incubation  period,  which 
becomes  shorter  with  each  subsequent  ex- 
posure. 

2.  The  reaction  may  occur  in  an  area 
previously  exposed  but  distant  from  the 
irradiated  area. 

3.  While  the  reaction  may  take  the 
form  of  an  exaggerated  sunburn,  it  may 
also  resemble  other  clinical  forms  of  aller- 
gic disease,  such  as  papular  or  eczematous 
wheal-like  reactions,  with  intense  itching. 

4.  There  is  usually  no  residual  hyper- 
pigmentation. 

5.  Photoallergic  reactions  are  far  more 
uncommon  than  phototoxic  reactions. 

To  (late,  phototoxic  and  photoallergic 
reactions  have  been  reported  after  the 
use  of  a variety  of  therapeutic  agents 
(Table  1).  Since  the  sulfonamides  stimu- 
lated the  present  interest  in  photosensitiz- 


ing agents,  and  since  their  reactions  are 
now  well  known,  the  present  discussion 
will  be  limited  to  the  more  important  re- 
actions to  certain  of  the  related  drugs 
which  have  proved  of  great  value  in  mod- 
ern therapeutics. 

Chlorothiazide  Diuretics 
A phototoxic  reaction  does  not  occur 
with  the  use  of  the  chlorothiazide  diuret- 
ics diuril  and  hydrodinril  unless  the  pa- 
tient has  been  exposed  to  intense  summer 
sunlight.  In  New  Orleans,  however,  this 
means  that  as  early  as  April  or  even 
March,  patients  are  seen  almost  every  day 
with  the  exaggerated  sunburn  character- 
istic of  this  reaction.  Many  of  these  pa- 
tients have  been  taking  one  or  the  other 
of  these  drugs  for  weeks  and  months  with- 
out difficulty.  They  react  to  them  only 
when  they  are  exposed  to  intensive  sun- 
light. The  wave  lengths  necessary  to  pro- 
duce this  reaction  (3025A  and  2968A)  are 


Figure  1. — Acute  reaction  to  diuril  after  first 
exposure  to  intensive  summer  sunlipht,  after 
drup  had  been  taken  without  difficulty  for  the 
previous  seven  montlis. 
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TABLE  1 

AGENTS  TO  WHICH  PHOTOTOXIC  AND  PHOTOALLERGIC  REACTIONS  HAVE  BEEN  REPORTED  TO  DATE 


Sulfonamides  and  Related  Drugs 

Phenothiazine  and  Derivatives 

Antibiotics 

Antimycotic 

Sulfa  Drugs 

Phenothiazine 

Declomycin 

Griseof  ulvin 

Sulfanilamide  etc. 

Prozine 

Declostatin 

Sparine  Hydrochloride 

Aromatic  Sulfonamides 

Trilafon 

Chlorothiazide 

Dupres 

Phenothiazine  Derivatives 

Diuril 

Compazine 

Dartal 

Hydrochlorothiazide 

r'lants 

Apresoline — Esidrix 

Mornidine 

Oxypsoralens 

Cyclex 

Pacatal 

Esidrix 

Permatil 

Hydrodiuril 

Phenergan 

Hydropres 

Prolixin 

Miluretic 

Stelazine 

Oretic 

Tacaryl 

Oreticyl 

Temaril 

Ser-Ap-Es 

Tentone 

Serpasil-Esidrix 

Thora-Dex 

Singoserp-Esidrix 

Thorazine 

Sulfonylurea  Hypoglycemics 

Vesprin 

Carbutamide 

Tolbutamide 

Orinase 

Chlorpropamide 
Diabinese 
Others  related 
Saccharin,  Sucaryl 
Benemide,  Diamox — 
acetazolamide 


present  in  the  ultraviolet  light  range  and 
thus  are  screened  out  by  ordinary  window 
glass.  The  preventive  necessity  of  avoid- 
ing exposure  to  summer  sun  therefore 
arises  only  in  ambulatory  patients.  The 
reaction  does  not  occur  in  the  many  pa- 
tients who  require  these  drugs  and  who 
are  hospitalized  or  confined  to  their  homes. 

Characteristically,  the  face,  the  V of  the 
neck,  and  the  dorsum  of  the  hands  are  the 
areas  of  greatest  involvement.  Figure  1 
shows  a typical  diuril  phototoxic  reaction 
during  an  acute  episode.  The  patient,  a 
three-times-a-week  golfer,  had  taken  di- 
uril for  more  than  seven  months  without 
difficulty  and  had  his  first  reaction  in 
March  of  this  year.  The  necessity  for  de- 
stroying his  identification  makes  it  im- 
possible to  show  the  sharp  distinction  be- 
tween the  area  of  direct  exposure  to  sun- 
light and  the  area  around  the  eyes  pro- 
tected by  his  glasses. 


Another  characteristic  of  phototoxic  re- 
actions to  chlorothiazide  diuretics  is  the 
residual  pigmentation  on  the  dorsum  of 
the  hands,  which  is  reminiscent  of  pellag- 
ra. Figure  2 shows  this  type  of  pigmen- 


Figure  2. — Residual  pigmentation  on  dorsum 
of  hands  many  weeks  after  phototoxic  reaction 
to  hydrodiuril. 
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tation  many  weeks  after  the  patient  had 
had  a phototoxic  reaction  to  hydrodiuril. 

We  have  observed  two  patients  (Fig.  3) 

T 

Figure  3. — Photoallergic  lichen-planus-like  re- 
actions to  diuril. 

who  presented  photoallergic  reactions,  re- 
sembling lichen  planus,  confined  to  the 
dorsum  of  the  hands  and  arms,  after  ex- 
posure to  sunlight.  In  each  instance,  rap- 
id improvement  followed  termination  of 
therapy,  and  subsequent  exposure  to  sun- 
light was  well  tolerated. 

As  in  the  cases  reported  by  Harber  and 
his  associates,^  we  have  observed  a patient 
who  presented  an  erythema  in  a site  not 
presently  exposed,  but  previously  the  site 
of  a phototoxic  reaction.  The  reaction  oc- 
curred after  both  unfiltered  sunlight  and 
carbon  arc  radiation  used  as  a provocative 
test.  This  type  of  reaction,  which  is  ob- 
served in  only  a small  number  of  patients, 
is  produced  by  circulating  allergens  and 
constitutes  photoallergy  rather  than  pho- 
totoxicity. 

In  still  another  patient  photoallergy 
rather  than  phototoxicity  was  thought  re- 
sponsible for  the  reaction.  When  he  was 
treated  with  a sulfa  drug  in  1940,  he  had 
developed  a generalized  toxic  erythema. 
In  June  1960,  after  a coronary  attack,  he 
was  placed  on  diuril,  which  he  tolerated 
well  until  April  of  this  year.  Then,  when 
he  began  to  take  sunbaths,  an  eczematous 
type  of  eruption  appeared  on  the  exposed 
areas  of  the  body,  which  promptly  dis- 
appeared when  the  drug  was  discontinued. 

Sulfonylurea  H y pogi y ce m i cs 

The  present  use  of  the  sulfonylurea  hy- 
poglycemic drugs  in  diabetes  developed 


from  the  hypoglycemic  reactions  observed 
in  some  patients  on  sulfa-drug  thei’apy. 
The  three  agents  so  far  developed,  carbu- 
tamide,  tolbutamide  (orinase),  and  chlor- 
propamide (diabinese),  which  is  the  new- 
est and  most  popular,  have  all  produced 
phototoxic  reactions.  We  are  seeing  such 
patients  almost  daily  both  in  the  office 
and  in  the  outpatient  dispensaries  of  the 
New  Orleans  Charity  Hospital. 

Figure  4 shows  a patient  with  an  ex- 
aggerated sunburn  type  of  reaction  which 
occurred  March  15  of  this  year,  after  pro- 
longed exposure  to  sunlight.  He  had  taken 
diabinese  for  his  diabetes  for  the  previous 


Figure  4. — Exaggerated  sunburn  type  of  pho- 
totoxic reaction  after  prolonged  exposure  to  sun 
seven  months  after  diabinese  had  been  taken 
without  difficulty. 

seven  months  without  any  sort  of  reac- 
tion. We  have  observed  another  patient 
who  had  a phototoxic  reaction  to  diuril 
after  she  had  gone  into  shock  on  two  pre- 
vious occasions,  after  taking  diabinese  on 
one  and  orinase  on  the  other. 

In  the  folio  of  information  distributed 
by  the  producer  of  diabinese,  the  possi- 
bility of  skin  reactions  to  the  drug  is  men- 
tioned but  the  risk  of  excessive  exposure 
to  the  sun  is  not.  Information  released  on 
diuril  does  mention  the  risk  of  phototox- 
icity. It  would  be  well  for  the  producers 
of  all  such  agents  to  call  attention  to  this 
possibility. 

It  might  be  added  that  we  have  ob- 
served four  patients  who  were  phototoxic 
to  either  saccharin  or  sucaryl. 
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I’henothiazine  Drills 

Psychiatrists  at  the  New  Orleans  Chari- 
ty Hospital  first  called  our  attention  to 
the  fact  that  the  phenothiazine  drills, 
compazine  and  thorazine  were  sometimes 
hiphly  phototoxic  in  ambulatory  patients. 
Our  experiences  with  them  are  similar  to 
those  just  described  for  diuril. 

One  particularly  interestinp  patient  in 
this  proup  had  a history  of  lupus  erythe- 
matosus twenty-five  years  earlier,  which 
had  been  controlled  for  the  past  ten  years. 
She  developed  a transfusion  hepatitis  aft- 
er removal  of  a breast  and  was  piven  com- 
pazine to  control  her  nervousness.  Short- 
ly afterward,  after  a brief  exposure  to 
sunlipht,  a lupus  erythematosus-like  re- 
action occurred  on  the  face,  neck  and 
arms,  and  only  on  exposed  areas. 


.\ntil)iotic  Apents 

Our  experience  has  included  only  three 
instances  of  photosensitivity  to  antibiotic 
apents,  in  each  instance  declomycin.  Fip- 
ure  5 shows  another  ardent  fisherman, 
who  was  piven  this  drup  in  250-mp.  doses 


Figure  5. — Photosensitizing  reaction  to  declo- 
niycin,  showing  area  of  greater  intensity  caused 
by  greater  exposure  (left  side  of  face)  and  ef- 
fect of  protection  (dorsum  of  hand). 


four  times  daily.  On  the  third  day,  he 
had  an  intensive  two-hour  exposure  to 
sunlipht.  It  is  interesting  to  note  the 
areas  of  involvement  and  their  degree. 
The  left  side  of  the  face  was  more  severe- 
ly burned  than  the  right  side  because 
the  exposure  was  more  prolonged.  He 
wore  a golf  glove  which  only  partly  cov- 
ered the  back  of  his  hand,  as  is  shown  by 
the  sharply  limited  outline  of  the  reaction. 

Control  Measures 

All  the  reactions  discussed  are  due,  as 
already  pointed  out,  to  a combination  of 
two  factors,  ingestion  of  a special  drug 
plus  intensive  exposure  to  sunlight  as  a 
source  of  energy.  It  might  seem,  on  the 
surface,  that  the  reaction  could  readily 
be  controlled  by  either  discontinuing  the 
drug  or  by  avoiding  exposure  to  sunlight. 
The  response  to  neither  of  these  measures 
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is  as  prompt  and  complete  as  might  be 
expected. 

Simply  discontinuing  the  causative  drug 
is  not  always  the  solution.  Often,  particu- 
larly when  one  is  dealing  with  hyperten- 
sive patients,  it  is  difficult  to  substitute 
for  the  offending  agent  another  drug 
which  does  not  introduce  the  same  prob- 
lems. A great  many  of  these  extremely 
useful  compounds  are  closely  related  to 
each  other.  We  have  found  that  when 
the  reaction  does  not  disappear  when  the 
causative  agent  is  stopped,  particularly 
when  photoallergy  is  suspected,  a pro- 
longed course  of  aralen  diphosphate  may 
be  of  great  benefit. 

Avoiding  sunlight  in  New  Orleans  is 
not  always  a simple  matter.  Sun  screens 
containing  Paba  and  other  agents  which 
reduce  or  scatter  sunlight,  have  been,  in 
our  experience,  of  only  moderate  help. 

Summary 

Phototoxic  and  photoallergic  skin  reac- 
tions have  become  of  increasing  impor- 
tance in  the  last  two  decades,  since  the 
introduction  and  wide  use  of  many  new 
therapeutic  agents.  The  reactions  to  cer- 
tain of  these  drugs  are  discussed,  with 
illustrative  case  histories.  The  obvious 
control  measures — discontinuance  of  the 
offending  drug  and  avoidance  of  sunlight 
— are  not  always  as  simple  to  apply  as, 
superficially,  they  might  seem. 
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Discussion 

Dr.  Leslie  K.  Mundt  (New  Orleans)  : Dr.  Ken- 
nedy is  an  authority  on  druK  erujitions.  He  has 
studied  its  various  phases  over  a period  of  many 
years,  and  has  written  extensively  on  the  suh- 
,ject. 

The  problem  of  drug  reactions  has  always 
been  with  us.  Year  after  year  it  becomes  more 


complex  and  troublesome  as  new  drugs  and  pro- 
cedures are  developed  and  introduced.  I be- 
lieve it  is  a fair  statement  to  say  that  there  has 
never  been  a drug  that  would  not  react  badly  in 
some  individuals.  No  drug  is  completely  safe  for 
all  patients  and,  therefore,  one  should  be  on 
guard  when  prescribing  the  old  drugs,  and  es- 
pecially alert  and  cautious  when  prescribing  the 
new  ones. 

I feel  that  it  is  improvident  to  jump  from 
drug  to  drug  simply  because  it  is  claimed  that 
the  latest  preparation  has  some  minor  advantage 
over  the  tried  and  tested  older  one.  One  should 
neither  abandon  the  old  or  try  the  new  merely 
for  the  sake  of  change. 

Drugs,  to  most  of  us  who  prescribe  them,  be- 
come very  much  like  old  friends.  The  physician 
learns  what  each  drug  can  and  cannot  do,  and 
experience  with  certain  favored  drugs  teaches 
one  to  use  them  properly  and  safely.  Therefore, 
there  should  be  a compelling  reason  to  justify 
a change. 

In  general,  I think  one  should  suspect  a drug 
reaction  when  there  is  a sudden,  brightly  erythe- 
matous, widespread  explosion  of  lesions  on  the 
skin.  In  spite  of  the  extent  of  the  eruption, 
there  is  generally  a remarkable  dearth  of  sys- 
temic symptoms. 

For  years  there  has  been  confusion  in  the 
nomenclature  in  connection  with  drug  reactions. 
Dermatitis  medicamentosa  refers  to  a skin  reac- 
tion produced  by  an  internally  administered 
drug.  Externally  produced,  the  eruption  is  called 
dermatitis  venenata  or  contact  dermatitis. 

Dermatitis  medicamentosa  is  an  exceedingly 
complicated  problem  because  there  is  no  charac- 
teristic symptomatology  or  pathology,  and  no 
single  test  to  detect  a possible  reaction  with  any 
degree  of  certainty.  The  tests,  in  this  regard, 
are  so  unreliable  as  to  be  almost  valueless. 

Any  drug  can  cause  almost  any  type  of  skin 
reaction,  including  urticaria,  bullae  formation, 
exfoliative  dermatitis  and  many  others.  The  same 
drug  often  produces  a varying  reaction  in  differ- 
ent individuals.  So  it  can  be  very  confusing  at 
times. 

Drugs  may  enter  the  body  through  inhalation, 
injection,  instillation  and  ingestion.  Tests  for  a 
possible  adverse  reaction  are  unreliable  because 
it  is  often  the  breakdown  products  that  cause 
the  trouble. 

Pillsbury  points  out  that  it  is  commonplace  to 
consider  all  drug  reactions  as  allei-gic  phenome- 
na. This  simply  is  not  so.  He  points  out  several 
examples  of  diug  reactions  that  are  not  of 
allergic  origin,  and  these  include: 

1.  Direct  toxic  effect  (gold  and  arsenic). 

2.  Overdose  of  a di'ug  ordinarily  considered 
safe  (too  much  atabrine  turns  the  skin 
yellow;  too  much  ergot  causes  gangrene). 
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3.  Intolerance  to  drugs.  (Symptoms  from 
small  doses  ordinarily  to  be  expected  from 
large  amounts). 

4.  Idiosyncrasy — an  abnormal  tissue  reaction, 


such  as  a fungating  bromoderma. 

One  should  remember  that  skin  eruptions  are 
only  one  form  of  drug  reaction.  Any  tissue  or 
organ  can  be  affected. 


Grand  Fun,  IMgeon  Shootin”:  and  Vivisection 

There  lies  before  us  a copy  of  The  Olympian,  published  in  San  Francisco,  and 
devoted  mainly  to  sports  of  various  kinds.  Most  of  these  sports  are  unexceptionable 
and  may  do  good  to  persons  who  have  plenty  of  time  and  no  better  use  for  it.  Not 
so,  however,  with  “Pigeon  Shooting,”  the  descriptions  of  which  remind  one  of  the 
old  Mexican  bull-fights  which  were  suppressed  by  law  as  too  barbarous  for  modern 
civilization  in  California.  Five  shooting  matches  are  described,  at  each  of  which  two 
or  three  hundred  birds  were  the  subject  of  the  “fun.”  * ♦ * Looking  from  the  stand- 
point of  these  sportsmen  we  think  that  “fun”  w-ould  be  promoted  by  a revival  of  the 
old  bull-fights.  These  would  have  the  advantage  over  pigeon  shooting  in  risking  the 
lives  of  only  two  animals  at  a time,  a bull  and  a bear,  or  a bull  and  a man,  and  it 
would  not  be  absolutely  necessary  for  either  to  be  killed.  We  have  always  thought 
history  exceedingly  unjust  to  Domitian  in  citing  as  an  evidence  of  his  cruel  disposition 
that  he  derived  amusement  from  killing  flies  * * * And  here  let  us  hazard  a word 
of  counsel  to  our  vivisectionists — to  abandon  the  claim  that  they  mutilate  an  occa- 
sional cat  or  dog  for  the  sake  of  science,  and  profess  to  do  it  for  “fun.” 

New  Orleans  M.  & S.  J.  10:366  (Nov.)  1882. 
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® These  drugs  have  undesirable  as  well  as  beneficial  effects. 


A T the  present  moment  we  have  66  dif- 
ferent  psychotropic  agents  available 
to  the  medical  profession,  and  probably 
by  the  time  I complete  this  presentation, 
we  will  have  67.  Three  out  of  ten  pre- 
scriptions that  are  written  today  are  for 
some  sort  of  tranquilizer.  It  is  estimated 
that  over  500  million  dollars  were  spent 
last  year  in  this  country  for  this  type  of 
medication. 

As  you  can  imagine  from  these  figures, 
the  competition  amongst  the  various  drug 
companies  for  this  market  is  extremely 
keen,  and  the  physician  is  virtually  del- 
uged with  literature,  reprints,  detail  men 
and  assorted  propaganda  in  an  effort  to 
induce  him  to  prescribe  one  or  another  of 
these  drugs  for  his  patients.  Also,  as  has 
occurred  in  other  areas  of  our  consump- 
tion-oriented society,  it  would  seem  almost 
as  though  the  value  of  the  actual  product 
itself  becomes  secondary.  Popularity  and 
the  consequent  financial  reward  to  the 
pharmaceutical  manufacturer  depend  more 
upon  effective  advertising  in  the  form  of 
packaging,  “hidden  persuasion,”  catchy 
names,  and  other  Madison  Avenue  tech- 
niques. 

At  any  rate,  we  physicians  find  our- 
selves in  a veritable  jungle  of  tangled 
claims  and  counterclaims  for  various  of 
these  medications.  Writing  recently  in 
Clinical  Pharmacology  and  Therapeutics, 
Walter  Model  asked:  ^ 

“Will  they  realize  that  there  are  too  many 
druKS  for  the  patient,  for  the  physician,  and 
surprisingly  enough,  for  the  pharmaceutical  in- 


* F^rcsented  as  part  of  a panel  discussion,  June 
1:F,  1961,  at  meeting  of  the  Orleans  Parish  Medi- 
cal Society. 
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ment of  I’sychiatry  and  Neurology,  Louisiana 
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dustry?  New  drugs  are  often  inti’oduced,  not 
because,  they  are  better  than  existing  drugs  or 
because  there  is  a real  need  for  them,  but  to 
‘horn’  in  on  a market  which  has  been  created  by 
someone  else’s  discovery.” 

Dr.  Model  recommends  that  manufac- 
turers exercise  self-resti’aint  by  making 
and  marketing  only  the  single  best  drug 
for  each  purpose  and  cross  license  one 
another  to  spread  both  risks  and  profit. 
These  comments,  it  seems  to  me,  very 
much  apply  to  the  present  situation  with 
the  new  psychotropic  drugs. 

Risks  of  the  Psychotropic  Drugs 

A.  “Psychological” 

1.  The  use  to  abort  or  distort  normal 
emotional  reactions. 

2.  “Unmasking”  or  “uncovering”  a psy- 
chosis— Ex.  psychokinetic  effects  of  cer- 
tain antidepressants. 

3.  Addiction — Reported  with  meproba- 
mates and  chlordiazepoxide — (Withdraw- 
al ^ hallucinosis  ^ seizures) — No  definite 
tolerance  reported. 

4.  Suicide. 

5.  Unpleasant  subjective  “feeling 
states.” 

B.  “Physical” 

1.  Peripheral 

a)  Allergic  manifestations 

(1)  Dermatitis — photosensitivity 

(2)  Urticaria — nasal  congestion 

(3)  Hematopoietic  depression — 
leukopenia,  agranulocytosis 

b)  Autonomic  imbalance 

(1)  Hypotensive  phenomena 

(2)  Cardiac  rate  and  rhythm  dis- 
turbances 

(3)  G.U.  and  G.I.  disturbances — 
Ex.  constipation,  activation  of  peptic 
ulcer,  frequency,  dysuria,  etc. 

(4)  “Hepatitis” — secondary  to 
cholestasis 
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(5)  Dry  mouth — thick  tongue 

(6)  Flushing 

(7)  Drooling 

(8)  Increased  intraocular  pres- 
sure.— Ex. — the  “atropine  effect”  of 
imipramine 

(9)  Blurred  vision 

(10)  Edema 

(11)  Impotence 

2.  Central  or  C.N.S.  side  effects 

a)  Extrapyramidal  side  effect.s — 38.9 
per  cent  morbidity  (most  common  with 
aromatic  phenothiazine  derivatives) 

(1)  Akathisia — 21.2  per  cent 

(2)  Parkinsonism — (classical  signs 
and  symptoms)  15.4  per  cent 

(3)  Dyskinesias — 2.3  per  cent  Ex. 
oculogyric  crises,  trismus,  torticollis, 
other  dystonic  phenomena,  athetoid 
movements,  etc. 

b)  Potentiation  of  other  sedatives. 
Ex.  alcohol,  barbiturates. 

c)  Convulsive  seizures 

d)  Menstrual  disturbances — probably 
on  the  basis  of  suppression  of  ovulation 
via  hypothalmus  ^ anterior  pituitary  ^ 
ovary. 

I have  arbitrarily  divided  the  risks  into 
two  major  categories:  A.  The  “psycho- 
logical risks,”  and  B.  The  “physical”  risks. 

Psychological  Risks 
Under  psychological  risks  I have  listed 
first  of  all,  the  use  of  these  agents  to 
abort  or  distort  normal  emotional  reac- 
tions. In  this  so-called  “age  of  anxiety,” 
there  is  seemingly  an  intense  need  for 
everybody  to  be  happy  and  tranquil  at  all 
times  and  under  all  circumstances.  For 
example,  medical  students  frequently  ask 
me  what  tranquilizer  I would  recommend 
for  them  to  take  to  “get  through”  an  ex- 
amination. It  is  difficult  for  me  to  be 
sympathetic  with  these  requests  since  I, 
personally,  had  to  take  all  my  examina- 
tions more  or  less  “cold  turkey.” 

We  psychiatrists  feel  that  a certain 
amount  of  anxiety  or  occasionally  feeling 
“down  in  the  dumps”  is  quite  normal,  of- 
ten useful  and  an  essential  aspect  of  hu- 
man existence.  We  also  feel  that  in  situ- 
ations of  increased  emotional  stress,  for 


example,  in  a bereavement,  it  is  usually 
more  therapeutic  to  allow  the  individual 
to  mourn,  to  externalize  and  deal  with  his 
grief  rather  than  to  suppress  or  deny  it 
by  means  of  a pill,  possibly  to  have  it  re- 
turn later  in  the  form  of  a psychosomatic 
illness  or  a severe  depression. 

The  second  psychological  risk  that  I list 
is  the  unmasking  or  uncovering  of  a psy- 
chosis, the  so-called  “psychokinetic  effect” 
seen  with  some  of  the  antidepressants. 
Here  you  may  relieve  a depression  only  to 
wind  up  with  a delusional,  hallucinating 
patient.  This  has  been  reported,  as  stated, 
with  some  of  the  anti-depressanc  drugs 
and  one  must  take  this  into  consideration 
when  prescribing  these  types  of  medica- 
tion. 

The  third  psychological  risk  is  “addic- 
tion.” This  is  placed  in  quotes  since  this  is 
quite  an  arbitrary  classification.  Althougn 
as  yet  no  definite  increase  in  tolerance 
with  prolonged  use  has  been  reported  with 
any  of  the  psychotropic  agents,  there  have 
been  withdrawal  symptoms  reported  in 
groups  of  patients  on  particularly  high 
doses  of  the  meprobamates  (Equanil,®), 
(Miltown®)  and  chloradiazepoxide  (Lib- 
rium®) .- 

The  dosages  utilized  in  this  group  of 
patients  was  2 to  10  times  the  usual  do- 
sage and  upon  withdrawal  of  the  drug 
some  of  these  individuals  experienced  se- 
vere anxiety,  tremor,  hallucinosis,  seizures, 
and  other  withdrawal  symptoms  of  a true 
addiction.  More  particularly,  we  are  con- 
cerned with  the  fact  that  many  patients 
who  feel  the  need  of  these  medications, 
frequently  become  quite  dependent  on 
them  psychologically.  These  types  of  pa- 
tients tend  to  utilize  these  drugs  more 
and  more  to  meet  everyday  problems  of 
living  which,  under  normal  circumstances, 
the  individual  should  tolerate  without  re- 
quiring pharmacological  assistance. 

I want  to  mention  briefly  some  of  the 
subjective  sensations  of  which  some  pa- 
tients complain  that  often  result  in  their 
refusal  to  continue  taking  the  tranqui- 
lizers. Patients  describe  these  sensations 
as  a disagreeable  lassitude;  viz.,  “No  am- 
bition,” “don’t  care,”  “an  all  gone  feel- 
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ing,”  “floating;”  awareness  of  the  environ- 
ment yet  no  real  emotional  involvement 
with  it. 

For  certain  individuals  these  sensa- 
tions are  distinctly  uncomfortable  and  for 
many,  intolerable,  particularly  paranoid 
and  obsessive  - compulsive  personalities 
who  like  to  keep  the  environment  in  sharp 
focus.  This  group  of  patients  prefer  a 
moderate  degree  of  anxiety  to  experienc- 
ing these  sensations.  The  paranoid  per- 
sonality occasionally  may  develop  outright 
persecutory  delusions  regarding  his  muted 
perceptions  and  the  hazy  vagueness  that  is 
present  secondary  to  these  medications. 
The  risk  here  is  primarily  to  the  physi- 
cian in  that  the  paranoid  patient  may  in- 
corporate the  doctor  into  a delusional  sys- 
tem as  the  agent  of  these  disturbed  sensa- 
tions via  the  prescribed  pill  or  capsule. 
Fortunately,  most  of  these  patients  simply 
refuse  to  take  the  medication  but  this  is 
something  the  doctor  must  consider  be- 
fore he  blithely  dispenses  these  powerful 
and  seemingly  magical  drugs. 

The  fourth  psychological  risk  that  I 
list  is  suicide.  This  is  a self-evident  risk 
with  the  antidepressants.  Frequently,  de- 
pressed patients  will  take  these  medica- 
tions in  overdosage  and  make  suicide  at- 
tempts. On  the  whole,  the  psychotropic 
drugs  are  not  as  lethal  as  some  of  the 
other  drugs  that  are  often  taken  in  over- 
dosage; for  example,  the  barbiturates. 
However,  deaths  have  occurred  as  a re- 
sult of  taking  these  medications  in  ex- 
treme overdosage. 

Physical  Risks 

In  the  second  major  category  of  risks, 
the  physical  side,  again  I have  further 
divided  these  into  the  “peripheral”  and 
“central”  side  effects.  First  of  all,  the 
allergic  manifestations.  Many  of  the  psy- 
chotropic drugs  resemble  histamine  in 
their  chemical  structure.  As  you  may 
know,  chlorpromazine  (Thorazine®)  was 
originally  developed  as  an  antihistaminic. 
Consequently,  many  of  them  are  prone  to 
produce  allergic  phenomena.  Usually  these 
phenomena  occur  within  a few  days  after 
starting  the  medication  and  are  reversible 


upon  discontinuance  of  the  medication  or 
the  administration  of  one  of  the  antihista- 
minic drugs.  The  major  allergic  symptom 
is  dermatitis;  this  is  most  common  with 
the  phenothiazine  derivatives  and  is  par- 
ticularly prone  to  occur  if  the  patient  is 
exposed  to  direct  sunlight,  especially  dur- 
ing the  summer  months.  If  you  have  a 
patient  on  relatively  high  doses  of  these 
medications,  it  is  advisable  that  he  stay 
out  of  direct  sunlight.  Urticaria  has  been 
noted  and  also  nasal  congestion  with  some 
of  these  drugs. 

Another  fairly  rare  “allergic”  or  per- 
haps a directly  toxic  effect  in  certain  pa- 
tients, is  hematopoietic  depression.  Usu- 
ally this  involves  the  myeloid  elements  of 
the  bone  marrow  with  leukopenia  and  oc- 
casionally agranulocytosis  has  been  re- 
ported. Thrombocytopenia  pupura  has  al- 
so been  seen  on  rare  occasions. 

The  second  group  of  physical,  peripheral 
side-effects  is  a large  one.  These  side- 
effects  are  the  result  of  autonomic  im- 
balance. It  is  fairly  well  established  at 
the  present  time  that  many  of  the  psycho- 
tropic drugs  “release,”  “block,”  “antag- 
onize,” “compete  with,”  etc.,  the  neuro- 
hormones of  the  central  nervous  system 
particularly  serotonin  and  or  norepine- 
phrine. Both  of  these  substances  have 
been  found  in  greatest  concentration  in 
the  hypothalmus  and  also  in  other  areas 
of  the  brain  associated  with  “emotions.” 
Additionally,  it  is  believed  that  serotonin 
is  involved  in  mediating  impulse  transmis- 
sion of  parasympathetic  synapses  and  no- 
repinephrine, sympathetic  synapses.  At 
any  rate,  as  a result  of  interfering  with 
the  action  of  these  neurohormones  many 
of  the  psychotropic  drugs  may  have  ac- 
companying sympatholytic  and/or  para- 
sympatholytic effects. 

I have  listed,  first  of  all,  hypotensive 
phenomena,  usually  manifested  by  verti- 
go, syncope,  “cold  sweats,”  “feeling  of  im- 
pending doom.”  In  older  individuals  with 
“brittle”  cardiovascular  systems,  a sudden 
cerebral  vascular  hypotension  secondary 
to  these  medications,  could  precipitate  a 
cerebral  vascular  accident  by  slowing  the 
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vascular  stream  and  enhancing:  the  possi- 
bilitj'  of  thrombotic  phenomena.^ 

The  second  autonomic  imbalance  I list 
is  “hepatitis.”  The  parasympatholytic  ef- 
fect on  the  smooth  muscle  of  the  bile 
ducts  and  bile  capillaries  can  result  in  pile 
up  of  bile  and  an  “obstructive  jaundice” 
in  some  patients.  If  the  obstruction  is  not 
relieved  eventually  hepatic  cellular  dam- 
agre  can  occur.  However,  the  drugs  are 
usually  discontinued  immediately,  the  pa- 
tient becomes  jaundiced.  In  addition,  the 
monamine  oxidase  inhibitors  are  thought 
to  produce  direct  hepatocellular  damage 
in  susceptible  patients  and  several  of 
these  drugs  have  been  withdrawn  from 
the  market  on  this  account. 

Other  side-effects  resulting  from  auto- 
nomic imbalance  are  cardiac  rate  and 
rhythm  disturbances,  various  G.U.  and 
G.L  disturbances,  particularly  constipa- 
tion. Activation  of  a quiescent  peptic  ul- 
cer has  been  reported  with  some  of  the 
sympatholytic  tranquilizers.  Dry  mouth, 
or,  on  the  other  hand,  drooling,  peripheral 
vasomotor  phenomena,  flushing,  etc.  have 
been  noted.  Another  one  is  increased  in- 
traocular pi'essure  secondary  to  the  “atro- 
pine effect”  of  some  of  the  antidepress- 
ants. Imipramine  (Tofranil®)  has  been 
known  to  increase  intraocular  pressure 
and  aggravate  glaucoma. 

Also  on  the  basis  of  parasympatholytic 
mydriasis — blurred  vision.  Another  rath- 
er rare  side-effect  that  has  been  reported 
is  edema.  The  only  patient  that  I have 
seen  that  has  manifested  edema  was  a 
patient  who  was  suffering  fairly  severe 
extrapyramidal  side-effects  secondary  to 
a phenothiazine  derivative.  This  young 
colored  female  presented  a 4+  bilateral 
pitting  pedal  edema.  At  the  time,  we  spec- 
ulated that  the  edema  could  be  secondary 
to  the  extreme  muscular  rigidity  present 
which  impeded  venous  return  from  the 
lower  extremities  especially,  since  it  dis- 
appeared upon  administration  of  an  anti- 
Parkinsonism  drug  w'hich  relieved  the 
muscular  rigidity. 

A more  generalized  intracellular  edema 
has  been  reported  by  Escoute.'*  This  in- 
vestigator felt  that  in  his  case,  edema  for- 


mation was  secondary  to  electrolyte  im- 
balance. His  patient  was  drooling  exces- 
sively and  consequently  losing  large  quan- 
tities of  potassium  ion  in  the  saliva.  The 
hypokalemic  stimulus  to  sodium  and  water 
retention  produced  an  intracellular  non- 
pitting  type  of  edema ; the  same  as  is 
frequently  seen  with  corticosteroid  ther- 
apy. This  side-effect  was  treated  success- 
fully by  the  administration  of  KCl.  I men- 
tion this  latter  in  some  detail  simply  to 
illustrate  the  complexity  of  side-effects 
that  can  be  produced  with  these  drugs; 
i.e.,  side-effects  that  produce  side-effects. 
Impotence  is  another  rather  disturbing 
side-effect  which  can  occur — again  appar- 
ently secondary  to  parasympatholysis. 

The  second  major  group  of  “physical” 
side-effects  I have  listed  as  the  central, 
or  C.N.S.  side-effects.  First  of  all,  the 
extrapyramidal  side-effects.  These  effects 
are  probably  the  most  dramatic  and  well 
publicized  of  all  the  side-effects  produced 
by  the  psychotropic  agents,  with  the  re- 
sult that  there  has  been  a great  stimulus 
amongst  the  pharmaceutical  companies  to 
produce  and  publicize  anti-Parkinsonian 
medications.  At  the  present  time  there 
are  somewhere  around  a dozen  different 
synthetic  anti-Parkinsonian  drugs  avail- 
able. Prior  to  1955  B.C.  (before  chlorpro- 
mazine),  the  PDR  listed  six. 

Ayd  has  recently  studied  the  morbidity 
of  extrapyramidal  side-effects  in  some 
3,000  patients  on  phenothiazine  deriva- 
tives.^ He  found  that  38.9  per  cent  of 
these  patients  manifested  one  or  another 
of  the  extrapyramidal  side-effects.  Most 
commonly  implicated  were  the  aromatic 
phenothiazine  derivatives ; namely  pro- 
chloperazine  (Compazine®),  trifluopera- 
zine (Stelazine®),  perphenazine  (Trila- 
fon®),  fluphenazine  (Permitil®,  Prolox- 
in®). 

The  extrapyramidal  side-effects  can  be 
divided  into  three  groups : first,  Aka- 

thisia — 21.3  per  cent.  This  term,  derived 
from  the  Greek  kathisis — a sitting — liter- 
ally means  the  inability  to  sit  down — the 
patient  is  in  constant  motion,  unable  to 
sit  still.  The  problem  here  is  that  this 
behavior  may  be  mistaken  for  an  increase 
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in  agitation  and  the  dosage  of  the  medi- 
cation increased,  rather  than  recognizing 
it  as  a side-effect  and  either  reducing  the 
dosage  or  counteracting  the  side-effect 
with  an  anti-Parkinsonian  drug.  The  sec- 
ond extrapyramidal  side-effect  listed  is 
Parkinsonism,  with  a morbidity  of  15.4 
per  cent.  This  presents  as  the  classical 
Parkinson  syndrome  with  the  character- 
istic festinating  gait,  muscular  rigidity,  or 
pill-rolling  tremor,  mask-like  facies,  etc. 

A third  group  of  extrapyramidal  side- 
effects  is  the  dyskinesias  with  an  in- 
cidence of  2.3  per  cent.  These  side-ef- 
fects are  probably  the  most  frightening 
of  the  side-effects,  as  far  as  the  patient 
is  concerned.  Many  times  they  come  on 
rather  suddenly  in  the  form  of  oculogyric 
crises,  muscular  spasms — trismus,  torti- 
collis, dystonic  phenomena,  athetoid  move- 
ments, etc.  Often  the  accompanying  mus- 
cular rigidity  and  spasm  are  extremely 
painful  and  frightening  to  the  patient. 
One  general  practitioner  whom  I know 
had  a child  patient  on  prochlorperazine. 
The  doctor  went  away  for  a weekend  holi- 
day and  during  his  absence  the  child  de- 
veloped trismus  and  it  was  thought  that 
the  child  had  tetanus.  The  patient  was  in 
the  process  of  receiving  a course  of  tet- 
anus anti-serum,  when  fortunately,  the 
doctor  returned,  realized  that  this  was  a 
side-effect  of  the  medication,  and  was 
able  to  treat  it  less  riskily  and  certainly 
more  effectively  with  one  of  the  anti- 
Parkinsonian  drugs. 

A third  central  effect  I have  listed  is 
convulsive  seizures.  Many  of  the  psycho- 
tropic drugs  are  taken  up  or  concentrated 
in  the  hypothalmus.  Another  of  their  ac- 
tions apparently  is  to  reduce  the  discharge 


threshold  of  the  neurones  in  those  areas, 
with  the  result  that  these  drugs  can  then 
trigger  off  a generalized  discharge  re- 
sulting in  a typical  grand  mal  seizure. 
Occasionally  the  dischai'ge  remains  focal 
and  a Jacksonian  seizure  may  occur. 

The  fourth  central  effect  that  I want 
to  mention  is  on  the  menstrual  cycle.  Fe- 
male patients  on  high  doses  of  some  of 
these  medications,  particularly  the  pheno- 
thiazines,  will  often  skip  a menstrual  peri- 
od. This  effect  is  probably  on  the  basis 
of  suppression  of  ovulation  via  the  diminu- 
tion of  hypothalmic  stimulation  to  the  an- 
terior pituitary  to  the  ovary.  If  the  pa- 
tient is  continued  on  medication  eventually 
she  will  have  an  anovulatory  period  but 
may  miss  as  many  as  two  or  three  periods. 
At  any  rate,  there  is  no  question  that 
these  medications  can  interfere  with  hor- 
monal balance  via  their  suppression  of 
the  hypothalmic  pathways. 

Conclusion 

I have  thus  in  a brief  span  of  time, 
tried  to  present  a very  complicated  and 
comprehensive  subject.  I hope  that  I have 
helped  in  a small  way  to  elucidate  some 
of  the  risks  of  the  new  psychotropic  drugs 
— a group  of  drugs  that  encompass  such 
a wide  range  of  side-effects. 
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Severance  of  llie  Common  15ile  Duel 
Due  lo  Exlernal  Hlniil  TrannuC 


• A rarely  encountered  form  of  injury,  but  one  which  may  be  ex- 
pected to  increase  with  the  large  number  of  steering  wheel  injuries 
occurring  today. 


TXIRECT  blunt  trauma  to  the  abdomen 
■^1  occasionally  results  in  rupture  of 
some  part  of  the  extra-hepatic  biliary  sys- 
tem. Ma.son,  et  al.''  reviewed  the  literature 
in  1954,  and  estimated  that  less  than  one 
hundred  cases  had  been  reported.  In  re- 
cent years  the  reported  incidence  is  on 
the  increase.  This  is  partly  attributable 
to  increasing  awareness  of  and  recogni- 
tion of  this  injury.  However,  the  real  in- 
cidence undoubtedly  is  on  the  increase 
paralleling  the  increasing  speeds  of  mod- 
ern travel  and  the  number  of  serious 
traffic  accidents.  A rarely  encountered 
form  of  this  injury  is  complete  severance 
of  the  common  bile  duct,  a case  of  which 
forms  the  basis  of  this  report.  This  type 
of  injury  likewise  can  be  expected  to 
show  an  increasing  incidence,  particular- 
ly in  association  with  the  large  number  of 
steering  wheel  injuries  occurring  today. 

Case  Report 

P.M.,  an  18  year  old  high  school  football  play- 
er weighing  265  pounds,  was  brought  to  the 
emergency  room  on  February  6,  1960,  after  the 
automobile  he  was  driving  crashed  into  the  side 
of  a train  standing  across  a railroad  crossing. 
The  impact  was  sufficient  to  demolish  the  auto- 
mobile but  the  patient’s  injuries  appeared  at 
first  to  be  relatively  minor.  He  was  not  uncon- 
scious at  any  time  and  was  able  to  walk  into  the 
emergency  room.  Physical  signs  of  injury  were 
limited  to  multiple  contusions  and  abrasions 
about  the  face,  chest  and  upper  abdomen.  The 
only  sign  of  abdominal  injury  was  a faint  band 
of  discoloration  across  the  upper  abdomen  due 
to  contusion  by  the  lower  part  of  the  steering 
wheel.  X-ray  examination  of  the  chest  and  ab- 
domen was  essentially  negative. 


* From  the  Smgical  Service  of  Touro  Infir- 
mary and  the  Department  of  Surgery,  Tulane 
University  School  of  Medicine,  New  Orleans. 


.JAMES  H.  STEWART,  M.  I). 

New  Orleans 

The  j)atient  was  admitted  for  observation. 
.■Vfter  several  hours,  he  began  to  exhibit  an  in- 
creasing pulse  rate,  a declining  blood  pressure 
and  definite  signs  of  peritoneal  irritation  in 
the  upper  abdomen. 

Laparotomy  was  performed  about  fifteen 
hours  after  admission.  Reasoning  that  splenic 
injury  was  a reasonable  possibility  in  this  case, 
a left  paiamedian  incision  was  chosen  for  the 
abdominal  exploration.  On  entering  the  abdo- 
men, the  upper  right  portion  of  the  abdominal 
cavity  was  found  to  be  filled  with  a mixture  of 
blood  and  bile.  A small  laceration  was  present 
in  the  anterior  part  of  the  right  lobe  of  the 
liver,  with  a firm  clot  in  place.  Considerable 
bile  staining  and  early  peritonitis  was  present 
about  the  first  and  second  portions  of  the  duo- 
denum. The  second  portion  of  the  duodenum 
was  mobilized  by  incising  the  lateral  peritoneal 
reflexion  and,  in  the  process  in  doing  so,  the 
common  duct  was  found  to  have  been  completely 
severed.  The  duct  was  noted  to  taper  down, 
at  the  site  of  severance,  to  only  3 or  4 mm. 
in  diameter.  For  a distance  of  about  4 cm. 
proximal  to  the  site  of  severance,  the  common 
duct  was  lying  free,  detached  from  all  surround- 
ing tissues,  this  appearance  suggesting  that  the 
duct  had  been  forceably  avulsed  from  its  course 
behind  the  duodenum  and  had  separated  near 
its  entrance  into  the  duodenum.  There  was 
ecchymosis  extending  into  the  layers  of  the 
transverse  mesocolon  near  the  hepatic  flexure. 
The  hepatic  flexure  was  mobilized  and  inspected 
for  signs  of  injury  to  the  colon  itself.  None  was 
found,  nor  was  any  gas  leak  demonstrated. 

Primary  reconstruction  of  the  common  bile 
duct  did  not  seem  to  be  a wise  procedure  in 
this  situation.  Working  with  a small  duct  in  an 
extremely  obese  patient  through  an  incision 
not  quite  ideally  placed  would  almost  certainly 
have  resulted  in  an  unsatisfactory  anastomosis. 
The  end  of  the  common  duct  therefore  was  li- 
gated and,  after  demonstration  of  an  adequately 
patent  cystic  duct,  an  anastomosis  was  made 
between  the  gall  bladder  and  a loop  of  the  upper 
jejunum.  Consideration  was  given  to  perform- 
ance of  a jejunojejunostomy  below  this  anasto- 
mosis or  to  employment  of  the  Roux-en-Y  meth- 
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od,  but  it  seemed  wise  to  limit  the  number  of 
lines  of  anastomosis  to  the  absolute  minimum 
in  the  presence  of  early  peritonitis.  Seveial 
large  Penrose  drains  were  placed  in  the  sub- 
hepatic  area  and  behind  the  hepatic  flexure, 
and  were  brought  out  through  a stab  wound  in 
the  right  flank  prior  to  closure  of  the  abdomi- 
nal wound. 

The  patient’s  post-operative  course  was  com- 
plicated by  two  injuries  not  recognized  at  the 
time  of  laparotomy.  Seven  days  after  the  oper- 
ation, the  drainage  from  the  right  flank  stab 
wound  became  foul  smelling  and  rapidly  changed 
in  character  to  gross  feces.  This  drainage  for- 
tunately remained  confined  to  a small  portion 
of  the  peritoneal  cavity  and  the  patient’s  ability 
to  take  oral  nourishment  was  uninterrupted.  The 
right  flank  stab  wound  was  enlarged  at  a sec- 
ond operation  to  insure  free  drainage  of  the 
fecal  material.  The  fecal  fistula  drained  pro- 
gressively less  and  closed  spontaneously  in  one 
month. 

The  second  unrecognized  injury  made  itself 
manifest  during  the  second  and  third  weeks  fol- 
lowing laparotomy.  The  patient  developed  signs 
of  a left  subdiaphragmatic  abcess  associated 
with  left  pleural  effusion.  This  abcess  was 
drained  on  the  twenty-first  hospital  day  through 
the  bed  of  the  resected  left  12th  rib.  Semipuru- 
lent  debris  and  pieces  of  necrotic  pancreatic  tis- 
sue were  obtained  from  this  space.  Cultures  of 
the  material  showed  no  growth.  Several  large 
Penrose  diains  were  left  in  the  subdiaphragmatic 
space.  The  left  pleural  fluid  was  removed  by 
thoracentesis  on  two  occasions  and  this  fluid 
likewise  showed  no  growth  on  culture.  Drainage 
of  necrotic  fat  and  pieces  of  necrotic  pancre- 
atic tissue  from  the  left  subdiaphragmatic  space 
continued  for  about  two  weeks,  followed  by  de- 
creasing cloudy  serous  drainage  for  an  addi- 
tional two  weeks,  followed  by  healing  of  this 
drain  site. 

The  patient  was  discharged  from  the  hospital 
approximately  two  months  after  admission,  light- 
er by  35  pounds,  still  quite  weak  to  be  sure,  but 
grateful  to  be  alive. 

Following  discharge  from  the  hospital,  his 
lecovery  was  progressive  and  uneventful.  He 
has  regained  most  of  his  loss  in  weight,  has  re- 
sumed weight  lifting  and  some  contact  sports. 
He  is  determined  to  resume  football  in  the  com- 
ing year. 

It  has  been  over  a year  since  this  patient’s  op- 
eration and  he  has  had  no  symptoms  attributable 
to  the  anastomosis  chosen  for  diversion  of  this 
biliary  flow.  Barium  study  of  his  upper  gastro- 
intestinal tract  has  shown  free  transit  of  barium 
into  and  out  of  the  gall  bladder  (See  Figure  6). 


Comment 

The  mechanism  of  injury  to  the  bile 
ducts  by  blunt  trauma  has  been  the  sub- 
ject of  speculation  by  several  authors. 
Although  most  instances  occur  following 
direct  trauma  to  the  anterior  part  of  the 
abdomen,  Deaton  and  Troxler  have  point- 
ed out  that  these  injuries  may  occur  by 
a “contra  coup”  mechanism  and  have  re- 
ported a case  to  substantiate  this  fact  in 
which  the  patient  suffered  severance  of 
the  cystic  duct  following  a blow  to  the 
left  lower  chest.^ 

There  is  general  agreement  that  a sud- 
den rise  in  intra-biliary  pressure  may 
either  rupture  the  ductal  system  or  may 
fix  the  walls  of  the  ducts  in  maximum 
distention  and  thus  make  them  more  vul- 
nerable to  any  shearing  or  stretching 
force.  Sudden  compression  of  the  duct 
against  the  vertebral  column  is  one  pos- 
sible mode  of  injury.  Complete  severance 
of  the  common  duct  probably  results  from 
the  combination  of  at  least  two  factors. 
It  seems  most  likely  that  rapid  movement 
of  the  large  inertial  mass  of  liver  away 
from  the  relatively  fixed  duodenum  and 
pancreas  could  easily  avulse  and  sever 
an  over-distended  common  duct. 

There  seems  not  to  be  any  uniformity 
in  methods  of  management  of  this  type 
injury  as  evidenced  by  the  few  reports. 
The  cases  of  Battle  ^ in  1893,  and  Spen- 
cer ® in  1898,  were  operated  upon  several 
days  after  injury  and  were  treated  by 
simple  drainage  of  the  bile  collection.  Both 
patients  died  and  the  exact  nature  of  in- 
jury was  discovei’ed  at  autopsy.  Lysaght  * 
evidently  reported  the  first  surviving  case 
in  1939,  utilizing  cholecystogastrostomy  to 
establish  a new  bile  passageway  (See  Fig- 
ure 1).  Donald  and  Donald  '^  in  1958,  and 
Tolins  ^ in  1959,  reported  primary  repair 
in  different  portions  of  the  duct  (See 
Figures  2 and  3).  The  patient  herein  re- 
ported was  treated  by  cholycystojejunos- 
tomy  with  ligation  of  the  proximal  end  of 
the  severed  duct  (See  Figure  4). 

In  dealing  with  injuries  such  as  this, 
in  which  the  common  duct  is  completely 
divided,  it  is  only  natural  that  the  surgeon 
should  think  first  of  trying  to  restore 
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Figure  1. — Lysaght,  1939  — Cholecystogastrostomy,  Two  month  follow-up  — asymptomatic. 


Figure  2. — Donald  and  Donald,  1958  ^ — Primary  anastomosis  of  common  bile  duct  and  cholecystec- 
tomy. One  year  follow-up — no  complications. 
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Figure  3. — Tolins,  1959  ^ — Primary  anastomosis  of  distal  common  duct.  Six  months  follow-up — ■ 
asymptomatic. 


Figure  4. — Stewart,  19()0  — Cholecystojejunostomy.  One  year  follow-up  — asymptomatic. 
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the  anatomy  as  nearly  as  possible  to  its 
former  state,  and  perhaps  it  is  a point  of 
pride  to  be  able  to  do  so.  However,  it 
should  be  remembered  that  if  the  cystic 
duct  is  of  sufficient  patency,  the  gall 
bladder  will  serve  well  as  a biliary  pas- 


Figure  5. — Barium  study  of  upper  gastroin- 
testinal tract  showing  excellent  filling  of  the 
gall  bladder  (arrow)  with  the  contrast  material. 


sage  and  will  generally  provide  sufficient 
area  for  creation  of  a much  larger  anas- 
tamotic  stoma  to  an  appropriate  part  of 
the  upper  gastrointestinal  tract. 

Summary 

A case  is  presented  of  complete  sever- 
ance of  the  distal  common  bile  duct  by 
blunt  trauma  (steering  wheel  injury)  to 
the  abdomen.  There  was  associated  trau- 
matic pancreatitis,  perforation  of  the  he- 
patic flexure  of  the  colon  and  a small 
laceration  of  the  liver.  With  increasing 
numbers  of  serious  highway  accidents, 
this  rare  lesion  undoubtedly  will  increase 
in  incidence.  Some  of  the  methods  which 
have  been  used  for  management  of  this 
injury  are  presented  both  in  text  and  in 
diagrammatic  form. 
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The  Hygienic  Value  of  the  Electric  Light 

The  French  scientific  journal  La  Nature  summarizes  a commnuication  from  Dr. 
Javal,  who  believes  that  the  electric  light  is  absolutely  without  danger  to  the  sight, 
in  consequence  of  the  amount  of  division  which  can  now  be  obtained  in  it.  * * * 
scientists  have  shown  that  illumination  by  the  electric  light  deserved  preference  over 
all  other  methods  in  use,  for  the  following  reasons:  It  does  not  pollute  the  air  with 
deleterious  gases  or  other  unhealthy  products.  2.  It  induces  a greater  visual  unity 
than  with  daylight  or  gaslight.  The  conclusion  adopted  * * * was  that  the  “Hygienic 
qualities  of  the  electric  light  have  not  hitherto  been  appraised  at  their  real  value.” — 
British  M.  J. 

New  Orleans  M.  & S.  J.  10:375  (Nov.)  1882. 
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Treatment  of  Complete 
Atrioventrieular  Heart  Bloek 


• A method  of  treatment  of  this  condition,  not  widely  used,  is  reported 
by  the  authors. 


^OMPLETE  atrioventricular  heart  block 
^ is  a common  complication  of  certain 
types  of  intracardiac  surgery.  Surgeons 
performing  intracardiac  procedures  are 
well  aware  of  this  complication  and  of  its 
treatment  with  artificial  pacemakers.  Ac- 
quired atrioventricular  heart  block  may 
also  result  from  arteriosclerotic  cardio- 
vascular disease,  septal  infarcts  and  other 
diseases.  Many  of  these  patients  respond 
satisfactorily  to  drug  therapy.  Certain 
patients,  however,  fail  to  respond  ade- 
quately to  drug  therapy  and  must  lead  a 
sedentary  life  with  frequent  bouts  of  syn- 
cope and  varying  degrees  of  myocardial 
failure.  Like  healthy  individuals,  these 
unfortunate  people  occasionally  are  beset 
with  some  malady  which  requires  surgi- 
cal intervention. 

If  the  surgical  disease  is  of  an  urgent 
nature  and  the  atrioventricular  block  is 
unresponsive  to  drug  therapy,  the  sur- 
geon is  placed  in  a most  unenviable  posi- 
tion. He  is  faced  with  a patient  needing 
urgent  surgery  but  who  is  such  a poor 
risk  from  his  cardiovascular  disease  that 
he  probably  cannot  tolerate  anesthesia. 

Case  Report 

The  following  case  represents  such  an 
occurrence  and  a suggested  plan  of  man- 
agement. 

T.  C.,  a 68  year  old  white  male,  was  referred 
to  New  Orleans  Charity  Hospital  on  July  15, 
1960.  He  had  been  seen  previously  at  this  hos- 
pital in  1959,  with  a diagnosis  of  complete  atrio- 
ventricular heart  block,  resulting  in  frequent 
convulsive  and  syncopal  episodes  and  low  grade 
myocardial  failure.  Drug  therapy  including  isu- 
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prel,  ephedrine  and  sodium  lactate  had  failed 
to  relieve  his  syncopal  attacks. 

One  week  prior  to  his  present  admission,  he 
fell  and  incurred  a left  subtrochanteric  fracture. 
Because  of  his  cardiovascular  status  he  was 
treated  with  traction  elsewhere  and  subsequent- 
ly referred  to  New  Orleans  Charity  Hospital. 
Physical  findings  on  admission  in  addition  to 
his  hip  fracture,  revealed  a senile  white  male 
who  exhibited  frequent  convulsive  and  syncopal 
episodes  even  at  rest. 

His  pulse  rate  varied  from  36  to  40  per  minute 
with  frequent  extrasystoles  evident.  Blood  pres- 
sure was  160/60. 

The  heart  was  enlarged  clinically  with  the 
apex  beat  palpable  well  to  the  left  of  the  mid- 
clavicular  line  in  the  sixth  intercostal  space. 
There  was  a high  pitched  Gr.  2 aortic  systolic 
murmur  transmitted  to  the  neck,  as  well  as 
Gr.  1 systolic  apical  murmur. 

There  were  moist  rales  scattered  over  both 
lung  fields.  The  liver  was  palpable  on  inspira- 
tion. The  ECG  revealed  complete  atrioventricu- 
lar heart  block.  Roentgenogram  of  the  chest 
showed  increased  pulmonary  vascularity  and 
cardiomegaly. 

Attempts  at  reduction  of  the  fracture  by 
means  of  traction  were  unsuccessful  and  the 
orthopedic  surgeons  deemed  open  reduction  and 
internal  fixation  of  the  fracture  indicated. 

Drug  therapy  directed  at  improvement  of  his 
cardiovascular  status  included  isuprel  40  mgm., 
ephedrine  Gr.  3 and  meticorten  40  mgm.  daily. 
In  spite  of  these  measures,  his  pulse  rate  re- 
mained around  40  per  minute,  his  syncopal  epi- 
sodes continued  and  his  borderline  myocardial 
failure  persisted. 

On  July  29,  1960,  under  local  anesthesia,  a 
single  strand,  lacquer  insulated  wire  was  intro- 
duced through  a small  skin  incision  into  the 
right  jugular  vein.  Under  fluoroscopic  control 
it  was  threaded  through  the  right  atrium  into 
the  right  ventricle  until  the  non-insulated  tip  of 
the  wire  touched  the  right  ventricular  endocar- 
dium. Figure  1 is  a limb  lead  electrocardio- 
graphic tracing  prior  to  introduction  of  the  wire 
and  illustrates  complete  atrioventricular  disso- 
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LIMB  LEAD 

Figure  1 


ciation.  Figure  2 represents  an  electrocardio- 
graphic tracing  taken  directly  from  the  intra- 
cardiac wire  within  the  right  atrium.  Figure  3 
is  another  tracing  from  the  intracardiac  wire  in 
contact  with  the  right  ventricular  endocardium. 
The  contrast  between  atrial  and  ventricular 
tracings  is  quite  marked  and  is  an  aid  in  proper 
placement  of  the  intracardiac  wire. 

After  the  wiie  was  posiiioned  against  the 


ventricular  endocardium,  it  was  connected  to 
the  negative  pole  of  a transistorized,  battery- 
powered,  portable  cardiac  pacemaker.  An  in- 
different electrode  wire  was  sutured  to  the  right 
sterno-mastoid  muscle  and  connected  to  the  posi- 
tive pole  of  the  pacemaker.  The  pacemaker  was 
set  to  deliver  a current  of  four  milliamperes  at 
a rate  of  60  to  70  per  minute  and  the  patient’s 
ventricular  response  was  immediate.  Figure  4 


CATHETER  IN  ATRIUM 


Figure  2 
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Sanborn  fitayia 


is  a limb  lead  electrocardiographic  tracing  with 
the  pacemaker  in  operation.  The  complete  atrio- 
ventricular dissociation  remains  but  the  ventricu- 
lar rate  precisely  follows  the  pacemaker  impulses 
at  the  desired  rate. 

After  insertion  of  the  intravenous,  endocardi- 
al electrode  wire,  the  patient  exhibited  consider- 
able clearing  of  his  sensorium  and  had  no  fur- 
ther syncopal  episodes.  On  August  1,  1960, 


when  the  orthopedic  surgeons  performed  an 
open  reduction  and  internal  fixation  of  the  left 
hip,  he  had  no  cardiac  difficulties  throughout 
the  procedure. 

His  postoperative  course  was  uneventful  until 
the  fifth  postoperative  day  when  he  pulled  on 
the  intracardiac  wire  sufficiently  to  dislodge  it 
from  the  right  ventricle.  His  pulse  rate  prompt- 
ly dropped  to  40  per  minute  and  his  syncopal  epi- 


Figure  4 
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sodes  recurred.  The  patient  refused  reinsertion 
of  the  wire.  Although  the  staff  believed  that 
he  had  been  helped  more  than  he  realized  both 
from  a mental  and  a cardiac  standpoint  by  the 
pacemaker,  and  despite  the  fact  that  his  sensori- 
um  was  cloudy,  his  wishes  were  respected.  The 
wires  were  removed  and  he  was  discharged  on 
August  15,  I960. 

Discussion 

This  case  represents  a patient  with  com- 
plete atrioventricular  block  in  need  of  ur- 
gent surgery  for  an  unrelated  traumatic 
condition.  The  simple  procedure  of  intro- 
ducing an  insulated  wire  intravenously 
into  the  right  ventricle  with  connection 
to  an  artificial  cardiac  pacemaker  con- 
verted this  patient  from  an  almost  im- 
possible risk  to  a relatively  good  surgical 
candidate.  Certainly  without  the  benefit 
of  the  pacemaker  the  risk  of  anesthesia 
would  have  been  almost  unacceptable. 

The  first  practical  artificial  pacemaker 
was  described  by  Zoll  ^ in  1952.  In  1957 
Weirich  et  ah-  utilized  the  pacemaker  clin- 
ically following  injury  of  myocardial  con- 
duction bundle  during  repair  of  septal  de- 
fects. In  1958  Furman  and  Robinson 
described  the  use  of  an  endocardial  elec- 
trode. Weale,^  in  1959,  first  described  the 
jugular  vein  route  of  introduction  of  an 
endocardial  electrode.  Furman  et  ah’’  have 
reported  18  cases  of  atrioventricular  block 
treated  with  an  endocardial  electrode 
catheter  for  periods  of  as  long  as  eighteen 
months.  Their  work  indicates  that  long 
term  usage  of  such  an  endocardial  elec- 
trode can  be  of  great  benefit  to  any  pa- 
tient with  symptomatic  atrioventricular 
block  for  the  relief  of  either  syncopal  epi- 
sodes or  myocardial  failure  secondary  to 
the  block. 


Because  of  their  experience  we  were 
encouraged  to  utilize  a slight  variant  of 
their  method  to  aid  this  patient  through 
surgery.  The  procedure  is  simple,  safe 
and  easy  to  perform.  For  long-term  usage, 
anticoagulant  therapy  must  be  utilized 
concurrently.  However,  this  is  no  major 
problem  in  the  present  era. 

Furman  et  al.'’  report  that  infection 
around  the  catheter  has  not  been  a prob- 
lem. Certainly,  breakage  of  the  endocar- 
dial wire  or  endocardial  catheter  is  a dis- 
advantage and  will  require  replacement 
of  the  catheter.  However,  multistrand, 
polyvinyl,  insulated  wire  is  now  available 
and  should  prove  useful  in  minimizing  the 
breakage  problem.  In  any  event,  the  re- 
placement of  an  intravenous  endocardial 
electrode  is  a safer  and  easier  procedure 
than  is  formal  thoracotomy  for  the  place- 
ment of  myocardial  electrodes. 

Summary 

A simple,  safe  method  of  treatment  for 
symptomatic,  atrioventricular  heart  block 
is  described.  It  involves  merely  the  inser- 
tion of  a wire  electrode  intravenously  into 
the  right  ventricle  with  connection  to  an 
artificial  pacemaker. 
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Review  of  the  Method  and  the  Results  of  the 
Schilling  Tests  for  Pernicious  Anemia'^ 


• A comparative  study  of  the  method  and  results  of  the  Schilling  test 
at  Charity  Hospital  with  those  of  Schilling  and  other  investigators. 


'^HE  Schilling  test  is  dependent  upon 
the  absorption  of  vitamin  B12  labeled 
with  radioactive  cobalt.'’’- " If  a sufficient 
quantity  of  intrinsic  factor  is  present  in 
the  gastric  secretions,  the  normal  patient 
will  excrete  over  4 per  cent  of  the  orally 
administered  radioactive  cobalt  in  the 
urine  within  twenty-four  hours  if  the  pa- 
tient has  been  previously  flooded  with  an 
intramuscular  injection  of  nonradioactive 
vitamin  B12.  Patients  with  pernicious  ane- 
mia and  malabsorption  syndrome  will  ex- 
crete less  than  4 per  cent  in  the  urine 
within  a twenty-four  hour  period.  In  pa- 
tients with  pernicious  anemia  the  admin- 
istration of  intrinsic  factor  with  the  test 
dose  will  result  in  an  increase  of  excre- 
tion in  the  urine  to  4 per  cent  or  more  in 
twenty-four  hours.  Administration  of  in- 
trinsic factor  does  not  enhance  absorption 
or  excretion  in  those  patients  with  the 
malabsorption  syndrome. 

Methods 

At  the  present  time  there  are  4 primary 
methods  of  measuring  the  results  of  this 
test;  these  include  measurement  of  fecal 
excretion  of  the  radioactive  cobalt  in 
twenty-four  to  forty-eight  hours;  direct 
scintillation  counting  over  the  liver  to 
measure  absorption,  scintillation  counting 
of  a blood  sample,  and  as  previously  men- 
tioned the  twenty-four  urine  excretion.^ 

The  basic  difficulty  in  fecal  analysis  is 
in  specimen  collection  and  developing  a 
proper  method  of  counting  a semisolid  ma- 
terial. Needless  to  say  this  method  has 
become  most  unpopular  among  the  tech- 
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nologists  in  the  radioisotope  laboratory. 
Direct  scintillation  counting  over  the  liver 
has  a distinct  advantage  in  that  patient 
co-operation  is  not  necessary  for  the  com- 
pletion of  the  test.  The  disadvantages  are 
that  the  test  requires  approximately  sev- 
enty-two hours  for  completion  and  that 
as  yet  no  perfectly  reliable  probe  has  been 
developed  for  counting  over  an  area  as 
large  as  the  liver.  The  measurement  of 
serum  radioactivity  does  reflect  true  ab- 
sorption, but  the  accuracy  of  the  test  is 
diminished  due  to  the  very  small  amount 
of  radioactive  material  present  in  a serum 
sample. 

As  a result  urine  assay  has  proved  to 
be  the  most  reliable  method  for  this  hos- 
pital. The  urine  assay  method  has  two 
distinct  disadvantages.^  The  physician  is 
dependent  upon  the  patient  for  the  collec- 
tion of  the  total  twenty-four  hour  urine 
sample.  The  second  and  most  important 
disadvantage  is  that  the  test  is  depend- 
ent upon  urine  excretion  as  well  as  ab- 
sorption of  the  test  material  from  the 
gastrointestinal  tract.  A recent  review  of 
this  method  of  analysis  in  patients  with 
elevated  B. U.N.’s  secondary  to  renal  dis- 
ease has  appeared  in  the  literature  and 
the  results  have  revealed  an  understand- 
ably significant  decrease  in  the  accuracy 
of  the  test.'*  Nevertheless  this  method  has 
proved  to  be  the  most  reliable  and  most 
facile  at  this  hospital. 

Method  Used  at  Charity  Ho.spital 

The  actual  method  and  dosage  used  in 
this  hospital  varies  only  slightly  from  the 
original  method  employed  by  Schilling,*-  - 
as  can  be  seen  by  referring  to  Table  1. 
The  primary  differences  in  our  methods 
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TABLE  1 

VARIATIONS  IN  TEST  DOSAGE  IN  URINE  SCHILLING  TEST.C  2,  5 


Material 

Charity 

Hospital 

Journal  of  Applied 
Radiology  & Isotopes 
1957 

Schilling 

Method 

Vitamin 

0.5  microRiam 

0.5-0. 7 microgram 

1-2  microgram 

Cobalt 

0.5  microcuries 

0.1 -0.5  microcuries 

0.5-1  microcuries 

Flush  Dose 

1000  microtia  ms 

1000  micrograms 

1000  micrograms 

Intrinsic  Factor 

60  milligrams 

Dialyzed  gastric  juice 

Dialyzed  gastric  juice 

Volume  of  Urine  Counted 

1 liter 

100  milliliters 

1 liter 

are  that  in  this  hospital  we  use  a some- 
what smaller  test  dose  of  vitamin  and 
radioactive  cobalt.  A more  recent  method 
also  is  included  in  Table  1,  which  utilizes 
even  smaller  dosages  of  the  test  materi- 
als.’’  Comparative  results  have  revealed 
no  decrease  in  accuracy  in  those  methods 
employing  smaller  test  dosages.  On  the 
contrary  repetitive  e.xamination  of  the 
same  patients  has  shown  the  test  to  be 
more  consistent  with  smaller  test  doses. 
If  the  results  of  the  test  reveal  an  e.xcre- 
tion  of  less  than  4 per  cent  in  the  urine 
in  twenty-four  hours  we  repeat  the  test 
with  intrinsic  factor  one  week  later.  We 
employ  exactly  the  same  dosages  and  pro- 
cedures as  are  employed  when  the  factor 
is  not  given. 

The  instrument  used  for  the  counting 
procedure  is  the  Nuclear  Chicago  Model 
130  scintillation  counter  and  deep  well 
counting  chamber.  Standard  solutions  rep- 
resenting 4,  8,  12,  16,  20,  and  24  per  cent 
of  test  sample  activity  are  placed  in  1 
liter  bottles.  A 1 liter  sample  of  the 
twenty-four  hour  urine  specimen  is  also 
prepared  in  a like  fashion.  Each  bottle 
is  placed  on  top  of  the  well  and  counts 
are  recorded  for  five  minutes.  A dilu- 
tion factor  is  figured  on  the  basis  of  the 
twenty-four  hour  urine  volume,  and  the 
twenty-four  hour  excretion  percentage  is 
calculated. 


Te.sts  Reported  in  Literature 
In  1955,  a survey  of  97  Schilling  tests 
appeared  in  the  literature.-  The  results 
of  these  tests  appear  in  Table  2.  As  can 
be  seen  this  group  included  18  controls 
not  selected  from  the  hospital  population, 
but  from  a group  of  normal  individuals. 
The  average  value  for  these  control  tests 
was  14  per  cent.  This  value  is  consider- 
ably higher  than  the  average  of  8.5  per 
cent  obtained  in  our  series  of  tests  con- 
sidered to  be  normal.  It  must  be  remem- 
bered, however,  that  our  tests  are  per- 
formed in  this  hospital  only  on  those  pa- 
tients who  are  seriously  considered  to 
have  pernicious  anemia  or  malabsorption 
syndrome.  Even  in  the  absence  of  these 
conditions  our  patients  frequently  have  an 
underlying  disease  process,  and  as  a re- 
sult we  should  probably  expect  a lower 
average  normal  value. 

Tests  at  Charity  Hospital 
By  referring  to  Table  3,  it  can  be  seen 
that  a total  of  64  Schilling  tests  were  per- 
formed in  Charity  Hospital  between  No- 
vember of  1959  and  September  of  1960. 
Out  of  this  total  29  were  considered  to 
have  a normal  excretion  and  the  test  with 
the  intrinsic  factor  was  not  considered 
necessary.  None  of  this  group  has  been 
demonstrated  to  have  either  pernicious 


TABLE  2 

SCHILLING'S  SERIES— RESULTS  OF  97  TESTS  REPORTED  IN  1955.2 


Total  Cases 

Range: 

Without  Factor  — With  Factor 

Average  Value: 

Without  Factor  — With  Factor 

Controls 

18 

7-22% 

14% 

Achlorhydria 

31 

2.2-29% 

11.6% 

Pernicious  Anemia 

35 

0-2.3% 

3.1-30% 

9.8% 

Post-gastrectomy 

13 

0-4% 

4-30% 

10% 
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TABLE  3 

RESULTS  OF  64  SCHILLING  TESTS  AT  CHARITY  HOSPITAL 


Total  Cases 

Range: 

Without  Factor  - — 

With  Factor 

Average  Value: 

Controls 

29 

5-10% 

— 

8.5% 

Pernicious  Anemia 

23 

0-2% 

6-19% 

10.4% 

Malabsorption 

6 

0-2% 

0-2  % 

0-2% 

(Abnormal  fat 
absorption  studies) 
Not  Diagnostic 

6 

0-2% 

0-2% 

0-2% 

(Normal  fat  absorption) 


anemia  or  the  malabsorption  syndrome  by 
other  clinical  methods. 

The  age  range  of  this  group  was  47  to 
66.  There  are  only  2 cases  reported  in 
the  literature  in  the  last  eight  years  of 
false  normal  Schilling  tests.*’  One  of  these 
patients  had  cirrhosis  of  the  liver  and  the 
other  had  a gastro-enterostomy.  Both  pa- 
tients were  clinically  demonstrated  to 
have  pernicious  anemia  and  both  returned 
to  normal  hematologically  and  clinically 
following  therapy  with  intramuscular  Vi- 
tamin Bi2.  Both  have  had  repeated  Schil- 
ling tests  and  they  have  all  been  normal 
without  the  addition  of  intrinsic  factor. 
No  explanation  for  this  can  be  offered  at 
this  time. 

A total  of  23  tests  were  considered  posi- 
tive for  the  diagnosis  of  pernicious  ane- 
mia. The  age  range  for  this  group  of 
patients  was  from  30  to  73.  Eight  of 
these  patients  were  males  and  15  were 
females.  Ten  of  this  group  have  been 
known  to  have  pernicious  anemia  for  years 
and  have  been  on  B12  therapy  since  initial 
diagnosis.  This  was  the  initial  hospital 
diagnosis  for  the  remaining  13.  Seven  of 
this  group  had  been  receiving  therapy  of 
one  sort  or  another  for  varying  periods 
of  time  prior  to  their  admission  to  the 
hospital. 

In  general  this  therapy  consisted  of 
multi-vitamin  preparations  and  vitamin 
B,2  shots.  As  a result  their  clinical  and 
laboratory  findings  were  not  at  all  satis- 
factory for  the  diagnosis  of  pernicious 
anemia.  It  is  in  this  group  that  the  test 
is  of  extreme  significance.  Also  included 
in  this  group  were  two  post-gastrectomy 
})atients  with  carcinoma  of  the  stomach. 
Both  had  been  operated  upon  three  to 


four  years  prior  to  this  admission  and 
each  had  developed  a severe  megaloblastic 
anemia.  Both  cases  responded  optimally 
to  intramuscular  vitamin  B12  injections. 

Conclusions  from  Test 

Although  no  definite  rule  can  be  estab- 
lished, it  appears  that  those  patients  with 
the  higher  percentage  excretion  in  the 
urine  with  the  addition  of  intrinsic  factor 
are  those  with  a more  profound  anemia. 
In  other  words  those  who  have  not  been 
previously  treated  or  diagnosed. 

Those  patients  with  a lower  percentage 
excretion  with  the  factor  generally  fall 
into  two  groups : 

1.  Those  patients  who  have  been  diag- 
nosed and  treated  for  many  years  and  who 
are  doing  well  on  I.M.  B12. 

2.  Those  patients  who  have  a compli- 
cating condition  such  as  duodenal  diver- 
ticulae,  strongyloidiasis,  dimorphic  anemi- 
as and  possible  malabsorption  syndromes. 
This  particular  group  had  Schilling  tests 
which  were  persistently  borderline  for  the 
diagnosis  of  pernicious  anemia.  In  general 
these  values  ranged  from  4-6  per  cent. 
Several  of  these  cases  have  since  been 
shown  to  have  true  pernicious  anemia. 

None  of  the  above  patients  had  any 
free  gastric  acid,  and  all  have  had  an 
optimal  response  to  intramuscular  vitamin 
Bi2  therapy.  It  appears  that  there  were 
no  false  positive  tests.  Any  value  rising 
from  less  than  2 per  cent  excretion  to  8 
per  cent  or  more  with  intrinsic  factor 
added  is  now  considered  proof  of  perni- 
cious anemia  in  this  hospital.  There  was 
one  unexplained  false  negative  test  in  this 
series.  The  excretion  was  less  than  2 
per  cent  with  and  without  intrinsic  fac- 
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tor.  This  patient  has  been  definitely 
proven  to  have  pernicious  anemia.  A re- 
view of  his  chart  revealed  that  at  the 
time  of  the  previous  test  his  Blood  Urea 
Nitrogen  Level  was  quite  hijrh.  This  find- 
ing correlates  with  quoted  material  ap- 
pearinjf  earlier  in  this  paper. 

The  Schillinj?  test  is  of  considerable  as- 
sistance in  the  diagnosis  of  the  malabsorp- 
tion syndrome.  In  this  hospital  a i)atient 
is  considered  to  have  true  malabsorption 
syndrome  only  when  the  Schilling  test 
shows  less  than  2 per  cent  excretion  in 
twenty-four  hours  with  and  without  in- 
trinsic factor,  and  when  fat  absorption 
studies  show  less  than  4 per  cent  absorp- 
tion in  four  hours.  A total  of  6 cases 
have  fulfilled  the  above  criteria  in  our 
laboratory  during  the  past  year.  All  these 
cases  clinically  have  been  true  malabsorp- 
tion syndrome.  There  have  been  6 cases 
in  which  the  Schilling  test  has  shown  less 
than  2 per  cent  excretion  with  and  with- 
out intrinsic  factor  and  yet  have  had  nor- 
mal fat  absorption  studies.  Of  this  num- 


ber 4 have  been  shown  to  have  severe 
nutritional  anemia.  One  has  duodenal  di- 
verticuli  and  gastric  polyposis  and  another 
has  severe  gastric  polyposis. 

We  feel  that  the  results  of  the  Schilling 
test  in  Charity  Hospital  over  a period  of 
one  year  compare  extremely  well  with 
both  the  patient’s  clinical  diagnosis  and 
with  the  results  of  this  test  in  other  estab- 
lished Radioisotope  Laboratories  across 
the  country. 
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The  Responsibility  of  Criminal  Lunatics 

By  H.  S.  Herrick,  M.  D. 

Read  before  the  Orleans  Parish  Medical  Society.  Publication  authorized. 

The  literature  growing  out  of  the  assassination  of  President  Garfield,  during  a 
little  more  than  a year,  has  attained  extraordinary  proportions.  Quite  lately  the 
trial  of  the  assassin  Guiteau  has  evoked  small  volumes  from  two  medical  men,  the  one 
a neurological  expert,  the  other  an  alienist  of  more  than  twenty  years’  experience. 
Each  one  of  these  writers  naturally  regards  the  criminal  Guiteau  from  the  standpoint 
of  his  own  specialty;  by  the  medical  standard  both  pronounce  him  of  unsound  mind, 
and  therefore  irresponsible  positively  in  a moral  sense,  and  properly  in  a legal  sense, 
for  his  crime. 

New  Orleans  M.  & S.  J.  10:401  (Dec.)  1882. 
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Heaf  Type  Multiple-Puncture  Tuberculin  Test 
Comparison  with  Mantoux  and  Vollmer 


• Further  study  of  the  value  of  the  tests  for  tuberculosis,  using  the 
Heof  test  together  with  the  Vollmer  and  Mantoux,  in  the  same  155 
patients. 


1 N a previous  report  ^ the  advantages  of 
the  Vollmer  over  the  Mantoux  intra- 
dermal  tuberculin  patch  test  were  enu- 
merated, but  there  was  a serious  disad- 
vantage of  the  Vollmer  test,  namely  a lack 
of  sensitivity.  The  Vollmer  test  revealed 
85  per  cent  of  the  persons  were  unques- 
tionably tuberculous.  In  comparison,  the 
Mantoux  test  using  P.P.D.  0.00002  (first 
strength)  and  if  no  reaction  occurred, 
occurred,  P.P.D.  0.0001  (intermediate 
strength)  revealed  97.6  per  cent  of  these 
tuberculous  persons.  The  same  patients 
were  used,  and  in  most  cases  at  the  same 
time.  The  Vollmer  test  was  very  valuable 
in  epidemological  area  surveys  in  deter- 
mining which  large  group  of  persons  (by 
residence,  occupation,  race,  or  sex)  have 
a higher  incidence  of  tuberculosis  infec- 
tion than  some  other  group.  In  this  way 
the  high  incidence  groups  can  be  identi- 
fied and  our  efforts  channeled  to  these 
people.  However,  when  a high  incidence 
group  is  found  by  the  Vollmer  test  every- 
body in  that  group  should  be  investigated 
for  tuberculosis  if  our  aim  is  eradication 
of  tuberculosis.  If  there  was  a more  sen- 
sitive test  available  without  the  disad- 
vantages of  the  Mantoux  test  the  nega- 
tive reactors  could  be  disregarded  with  a 
large  saving  of  effort,  time,  personnel,  and 
money. 

A hundred  and  fifty-five  patients  who 
were  proven  to  have  pulmonary  tubercu- 
losis by  culture  were  studied  by  the  Heaf 

* Former  Medical  Director,  I,afayette  Charity 
Ilo.spital  Tuberculosis  Annex. 

Director,  Lafayette  Parish  Health  Unit. 


WILLIAM  W.  COULTER,  .JR.  M.  D.* 
MURPHY  P.  MARTIN,  M.  D.** 

I.,afayette 

multiple-puncture  tuberculin  test  “ and  by 
the  Vollmer  and  the  Mantoux  methods. 
In  the  Heaf  test  six  sterilized  needles  are 
driven  through  a previously  applied  film 
of  concentrated  (2  mg.  in  one  ml.)  P.P.D. 
to  a depth  of  approximately  one  millimeter 
by  a mechanical  device,  in  this  case  a 
Sterneedle©  gun.t  The  test  can  be  given 


TABLE  1 


Vollmer 

Patch 

P.P.D.  #1 

P.P.D. 

(Int.) 

Heaf 

112 

Pos. 

Pos. 

Pos. 

13 

Neg. 

Pos. 

Pos. 

12 

Pos. 

Neg. 

Pos. 

Pos. 

4 

Neg. 

Neg. 

Pos. 

Pos. 

3 

Neg. 

Neg. 

Neg. 

Pos. 

3 

Pos. 

Pos. 

Neg. 

2 

Neg. 

Neg. 

Neg. 

Neg. 

2 

Neg. 

Pos. 

Neg. 

3 

Pos. 

Neg. 

Neg. 

Pos. 

1 

Pos. 

Neg. 

Neg. 

Neg. 

155 

rapidly  by  relatively  untrained  personnel, 
the  patient  acceptance  is  high,  and  it  is 
nearly  painless.  Occasionally  some  slight 
bleeding  is  seen  as  a result  of  undue  pres- 
sure in  applying  the  test,  but  the  bleeding 
did  not  interfere  with  the  accuracy  of  the 
test.  The  test  cannot  be  I'emoved  acci- 
dentally or  intentionally,  and  the  patient 
can  bathe  if  he  desires. 

Only  8 patients  of  the  155  did  not  show 
a positive  reaction,  as  manifested  by  a 
palpable  induration  at  the  site  of  more 
than  three  puncture  points  or  a more  note- 
worthy reaction.  The  reactions  were  clas- 
sified as  one  plus,  two  plus,  three  plus, 

t The  Sternecdle  gun  is  distributed  by  the 
I’anray  Corp. 
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and  four  plus  as  read  on  the  fifth  day. 

1.  Palpable  induration  at  the  puncture 
points. 

2.  Coale.scence  of  the  indurated  points 
to  form  an  edematous  rinj?. 

.‘L  More  intensive  induration  forming 
a coin  pattern  approximately  2 cm. 
in  diameter. 

4.  A more  striking  reaction. 

However,  because  the  size  of  the  reac- 
tion was  not  related  to  the  severity  of 
the  disease  this  classification  was  not 
used  in  this  study. 

In  contrast,  24  patients  showed  no  reac- 
tion to  the  Vollmer  patch  test,  a false  nef?- 
ative  rate  of  15.48  per  cent.  In  a previous- 
ly reported  series  of  124  patients  the  false 
negative  rate  was  more  than  15  per  cent. 

As  expected,  the  results  of  the  Mantoux 
test  using  P.P.D.  first  strength  and  inter- 
mediate strength  were  much  more  reliable 
than  the  Vollmer  test.  Nine  of  the  155 
were  negative,  a false  negative  rate  of  5.8 
per  cent.  A reaction  was  graded  as  nega- 
tive if  the  induration  was  smaller  than 
four  millimeters  in  diameter.  Redness  was 
disregarded. 

It  is  well  known  that  the  administration 
of  glucocortoids  will  diminish  or  abolish 
the  reaction  to  tuberculin  in  many  cases.'*  '’ 
Ideally,  skin  tests  should  be  done  before 
the  administration  of  steroids  if  treat- 
ment by  steroids  is  considered.  One  pa- 
tient who  was  treated  by  prednisone  at 
the  time  was  positive  to  the  Vollmer  test 
while  the  P.P.D.  tests  and  the  Heaf  test 
were  negative.  Another  patient  who  was 
taking  prednisone  was  positive  to  both 
Heaf  and  Vollmer  tests  but  negative  to 
P.P.D.  first  strength  and  P.P.D.  interme- 
diate strength  tests,  while  a third  was 
positive  to  the  Heaf  test  and  negative  to 
both  the  Vollmer  and  the  PPD  first  and 
intermediate  tests.  One  patient  who  was 
receiving  prednisone  for  three  years  for 
another  disease  before  her  tuberculosis 
was  discovered  was  positive  to  the  Heaf, 
Vollmer,  and  PPD  tests. 

Discussion 

The  Heaf  test  was  as  sensitive  as  the 
Mantoux  if  both  PPD  first  strength  and 


intermediate  strength  are  used.  The  test 
is  easily  done  and  easily  read.  The  solu- 
tion of  tuberculin  (Connaught)  will  main- 
tain its  activity  for  a period  of  18  months 
from  the  date  of  manufacture,  a boon  to 
the  physician  who  uses  a tuberculin  test 
intermittently.  In  survey  work  the  over- 
whelming suj)eriority  in  sensitivity,  94.84 
l)er  cent  vs.  84.52  per  cent,  over  the  Voll- 
mer should  far  overbalance  the  slight  su- 
l)eriority  in  ease  of  application  of  the  Voll- 
mer. 

It  has  been  suggested  that  a negative 
reaction  to  five  tuberculin  units  (0.0001 
mg.  of  P.P.D.)  can  rule  out  the  tubercle 
bacillus  as  the  etiological  agent  in  many 
instances.'-  However,  no  test  is  infallible. 
Two  patients  were  negative  to  all  skin 
tests.  One  of  these  was  75  years  old, 
acutely  ill  and  had  a recent  cerebral  throm- 
bosis, but  in  the  other  case  no  proven  ex- 
planation could  be  offered.  The  other  six 
Heaf  negative  patients  were  positive  to 
one  or  both  of  the  other  tests,  while  6 
were  positive  to  the  Mantoux  test  but 
negative  to  the  Heaf  test. 

In  a series  of  416  tuberculosis  patients 
who  were  tested  by  P.P.D.  intermediate 
strength  7.2  per  cent  were  non-reactors, 
but  if  these  non-reactors  were  re-tested 
by  the  .same  strength  P.P.D.,  only  1.7 
per  cent  did  not  react.®  Either  the  Heaf 
test  or  the  Mantoux  test  using  P.P.D.  #1 
and  P.P.D.  intermediate  are  valid  screen- 
ing procedures  and  should  disclose  nearly 
95  per  cent  of  persons  who  are  infected 
by  the  tubercle  bacillus.  However,  they 
can  not  be  used  as  an  exclusive  test  in  the 
individual  case.  If  P.P.D.  .005  mg.  is  used 
a negative  reaction  in  a reasonably  healthy 
person  nearly  eliminates  the  possibility 
of  infection  with  Mycobacteria  tuberculo- 
sis, but  a positive  reaction  could  be  caused 
by  acid  fast  Mycobacteria  which  are  not 
Mycobacteria  tuberculosis.^®  It  has  been 
reported  that  the  Heaf  test  was  positive  in 
11.9  per  cent  of  '303  subjects  who  were 
negative  to  the  Mantoux  test  using  0.1 
mg.  O.T.** 

The  importance  of  these  “false  posi- 
tives” due  to  either  atypical  Mycobacteria 
or  less  likely  to  chemical  irritation  is 
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small  in  view  of  the  fact  that  a positive 
tuberculin  test  does  not  mean  that  active 
disease  is  present. 

There  is  little  relation  of  the  severity 
of  the  reaction  to  the  Heaf  or  Mantoux 
tests  to  the  extent,  duration,  or  location 
of  the  disease  in  these  active  cases.  The 
patients  who  were  acutely  ill  and  febrile 
had  less  striking  reactions  or  were  nega- 
tive. It  should  be  noted  when  screening 
apparently  healthy  persons  that  people 
who  have  positive  reactions  to  P.P.D. 
0.0001  larger  than  10  mm.  are  three  or 
four  times  more  likely  to  develop  clinical 
tuberculosis  than  those  who  have  reac- 
tions of  4 to  9 mm. 

Summary 

The  Heaf  test  was  positive  in  94.84  per 
cent  of  155  patients  with  proven  clinical 
tuberculosis.  In  comparison,  the  Mantoux 
test  using  5 tuberculin  units  (P.P.D.  in- 
termediate) or  less  was  positive  in  94.19 
per  cent  while  the  Vollmer  patch  test  was 
positive  in  84.52  per  cent  of  the  same  pa- 
tients. 

Both  the  Heaf  and  the  Mantoux  tests 
are  valid  screening  procedures  and  either 
should  disclose  more  than  94  per  cent  of 
persons  who  have  been  infected  by  Myco- 
bacteria tuberculosis.  They  cannot  be 
used  as  an  exclusion  test  in  an  individual 
case. 

Little  skill  is  involved  in  giving  or  read- 
ing the  Heaf  test,  and  the  solution  of  tu- 
berculin is  stable  for  18  months.  The  pa- 
tient acceptance  is  higher  than  in  the 
Mantoux  test.  The  Heaf  test  should  be 
very  valuable  in  office  screening,  especi- 


ally in  the  practice  of  physicians  who  use 
tuberculin  tests  intermittently. 

The  Vollmer  patch  test  should  not  be 
used  alone  in  office  practice  in  view  of 
the  unduly  high  rate  of  “false  negatives” 
which  could  cause  a feeling  of  security  not 
warranted  by  the  accuracy  of  the  test. 
The  principle  value  of  the  Vollmer  test  is 
in  large  surveys  to  pin  point  the  high  in- 
cidence groups. 
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Status  of  Poliomyelitis  Vaccination 


The  physicians  of  the  nation  have  been 
asked  and  will  be  urged  again  to  make  a 
continuing  campaign  against  poliomyeli- 
tis. The  results  of  the  collective  effort  of 
all  who  have  concerned  themselves  with 
control  of  poliomyelitis  are  encouraging. 

Indications  are  that  the  incidence  this 
year  will  be  the  lowest  in  recent  years. 
This  was  also  true  in  1960,  and  there  has 
been  a progressive  decline  since  1955,  ex- 
cept for  the  year  1959.  The  Salk  vaccina- 
tion programs  were  initiated  in  1955. 

Although  there  is  a tendency  for  the  dis- 
ease to  vary  in  its  intensity,  the  figures 
have  been  substantially  lower  in  the  last 
three  years  than  they  have  in  the  last 
twenty-three  years.  The  favorable  differ- 
ence is  largely  attributable  to  the  Salk 
vaccine.  However,  in  spite  of  the  wide 
support  of  the  use  of  the  vaccine  by  health 
authorities,  we  had  at  the  beginning  of 
this  year  38  per  cent  of  children  five 
years  and  under,  63  per  cent  of  men  age 
twenty  to  forty,  and  48  per  cent  of  women. 


age  twenty  to  forty,  all  not  fully  vacci- 
nated. 

The  disease  is  maintained  and  spread 
predominantly  by  children  under  age  five. 
It  attacks  young  adults  and  pregnant 
women  disproportionately  more  severely 
than  other  individuals  in  the  community. 
This  situation  called  for  a renewed  effort 
to  vaccinate  “babies  and  breadwinners” 
on  the  part  of  the  Public  Health  Service 
and  the  American  Medical  Association,  at 
the  beginning  of  this  year.  The  House  of 
Delegates  approved  the  recommendations 
of  the  Council  on  Drugs  of  the  A.  M.  A. 
in  June  of  this  year,  which  advocated 
fundamental  policies  as  regards  the  Salk 
and  the  oral  poliomyelitis  vaccines. 

The  Council  advised  that  pending  such 
time  as  the  oral  polio  virus  vaccines  are 
generally  available  physicians  should  en- 
courage, support  and  extend  the  use  of 
Salk  vaccine  on  the  widest  possible  scale. 
All  persons  below  fifty  years  of  age  should 
receive  or  complete  a full  course  of  three 
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basic  inoculations  of  Salk  vaccine  plus  at 
least  one  booster.  Where  circumstances 
do  not  permit  the  accomplishment  of  as 
complete  a program  as  this,  special  em- 
phasis should  be  placed  on  immunization 
of  preschool  children  and  young  parents, 
for  it  is  in  these  two  groups  that  the  risk 
of  paralytic  poliomyelitis  is  greatest.  This 
has  been  the  situation  and  I'ecommenda- 
tion  applicable  during  the  current  year. 

Since  the  oral  poliovirus  vaccines  will 
become  available  during  the  latter  part  of 
this  year,  observations  were  made  by  the 
Council  as  to  its  status  and  recommenda- 
tions were  made  as  to  its  use.  The  Coun- 
cil believes  that  oral  polio  vaccine  may 
be  given  to  all  persons  six  weeks  of  age 
and  over  regardless  of  whether  or  not 
they  have  received  Salk  vaccine.  It  also 
recommends  that  all  physicians  take  lead- 
ership in  initiating,  supporting,  and  par- 
ticipating in  extensive  community-wide 
mass  vaccination  programs.  By  such 
means,  it  is  hoped  that  the  50  per  cent  of 
the  population  who  are  now  susceptible 
and  unprotected  will  be  immunized,  and  in 
so  doing  the  disease  will  be  largely  con- 
trolled and  possibly  eliminated. 

These  conclusions  and  recommendations 
have  been  made  by  the  Council  on  grounds 
which  are  regarded  as  dependable.  The 
recommendations  of  the  Public  Health 
Service  Committee  on  Live  Poliovirus  Vac- 
cine and  of  the  Expert  Committee  of  the 
World  Health  Organization  have  been  re- 
viewed along  with  further  available  data. 
The  originator,  Sabin,  of  the  vaccine 
chosen  to  be  licensed  by  the  Public  Health 
Service  has  stated  that  his  vaccine  has 
been  given  to  over  one  hundred  million 
people. 

The  considerations  upon  which  the  rec- 
ommendation for  the  use  of  the  oral  vac- 
cine have  been  based  are  fundamental  and 
their  explanation  has  a bearing  on  the 
understanding  of  the  problem. 

Current  knowledge  of  the  pathogenesis 
of  poliomyelitis  and  of  the  factors  influ- 
encing the  epidemiologic  spread  of  the 
disea.se  recognizes  two  manifestations  of 
immunity;  (1)  Humoral  immunity  due 
to  circulating  virus-neutralizing  anti- 
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bodies;  and  (2)  what  is  presumed  to  be 
local  resistance  to  virus  multiplication  in 
the  mucosa  and  lymphoid  tissues  of  the 
alimentary  tract.  Eoth  kinds  of  immunity 
affect  the  spread  of  the  three  types  of 
polioviruses  in  the  patient,  but  only  local 
resistance  profoundly  affects  the  spread  of 
the  disease  in  the  community  by  decreas- 
ing the  growth  and  spread  of  the  virus  in 
and  from  the  alimentary  ti'act. 

Humoral  immunity  exists  when  there 
are  neutralizing  antibodies  in  the  serum. 
These  protect  man  against  paralytic  at- 
tack by  homotypic  polioviruses.  The  anti- 
bodies may  be  passively  acquired,  as  by 
way  of  the  placenta  or  as  the  result  of 
parenteral  administration  of  human  glob- 
ulin ; or  they  may  be  actively  acquired, 
resulting  from  natural  infection ; or  as 
the  result  of  oral  administration  of  live 
attenuated  polioviruses ; or  infection 
through  contact  spread  of  the  latter;  or 
acquired  following  parenteral  administra- 
tion of  formaldehyde-killed  polioviruses. 

Local  resistance  in  the  intestinal  tract 
is  stimulated  by  infection,  which  infection 
may  come  from  wild  (naturally  occur- 
ring) polioviruses  or  the  oral  feeding  of 
attenuated  polioviruses,  or  contact  spread 
of  the  latter. 

The  contention  of  the  advocates  of  oral 
vaccine  is  that  the  intestinal  tract  of  the 
individual  becomes  immune  to  further 
wild  virus  infection  and  that  “although 
Salk  vaccine  can  be  expected  to  reduce 
greatly  the  relative  risk  of  paralytic  polio- 
myelitis among  adequately  vaccinated  in- 
dividuals the  procedure  cannot  be  expected 
to  have  great  effect  on  the  incidence  of 
alimentary  poliovirus  infection  either 
among  vaccinated  or  unvaccinated  indi- 
viduals.” 

The  oral  vaccine,  therefore,  is  put  for- 
ward as  a means  of  eradication  of  the  dis- 
ease as  a community  health  problem.  Upon 
this  point  and  various  others  in  connection 
with  the  two  forms  of  vaccine,  contro- 
versies have  developed.  The  advocates  of 
the  oral  vaccine  state  that  since  the  Salk 
vaccine  generally  fails  to  protect  against 
alimentary  infection  with  wild  poliovirus, 
the  immunized  individual  can  become  a 
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temporary  shedder  of  poliovirus.  The  ad- 
vocates of  Salk  vaccine  contend  that  if  its 
use  were  wide  enoujrh  community  protec- 
tion would  develop  as  part  of  the  immu- 
nity process. 

Both  vaccines  are  safe.  It  is  anticipated 
that  their  remaining  safe  will  depend  upon 
e.xercise  of  biological  controls  on  a con- 
tinuing basis.  Since  195(>,  there  has  been 
no  evidence  that  poliomyelitis  has  been 
provoked  by  formaldehyde-killed  vaccines 
in  the  United  States  and  elsewhere.  By 
the  operation  of  the.se  same  controls,  how- 
ever, two  biological  houses  have  recently 
suspended  vaccine  manufacture  because  of 
the  discovery  in  the  vaccine  of  the  S\’-40 
virus,  which  is  reported  as  being  the 
fortieth  simian  virus  to  be  isolated  from 
some  rhesus  monkeys.  The  safety  of  the 
oral  vaccine  is  protected  by  similar  con- 
trols. 

Investigators  believe  that  the  ability  of 
poliovirus  to  set  up  an  alimentary  infec- 
tion (its  infectivity)  is  a genetic  property 
which  is  independent  of  its  ability  to  in- 
vade and  multiply  in  the  central  nervous 
system  (its  pathogenicity).  The  oral  polio- 
virus vaccine  is  made  up  of  strains  which 
have  high  infectivity  and  low  pathogeni- 


city. Field  experience  of  the  safety  of 
the.se  vaccines  has  been  gained  from  evi- 
dence: (1)  That  the  vaccine  did  not  ap- 
pear to  induce  paralytic  poliomyelitis 
either  among  vaccinees  or  their  contacts; 
(2)  of  genetic  stability  and  changing 
monkey  neurovirulence  after  one  or  more 
human  passages;  and  (3)  of  the  ability 
of  the  virus  to  spread  among  contacts. 
Even  when  surveillance  has  been  rigorous, 
it  has  not  been  established  that  any  of  the 
live  vaccines  have  provoked  paralytic 
poliomyelitis. 

From  the  available  evidence  it  appears 
that  the  medical  profession  has  two  agents 
with  which  poliomyelitis  could  be  con- 
trolled and  probably  eliminated.  Vaccina- 
tion campaigns  for  the  use  of  the  Salk 
vaccine  have  immunized  approximately  50 
per  cent  of  the  susceptibles  and  reduced 
the  incidence  substantially.  It  .seems  prob- 
able that  the  oral  vaccine  may  be  effective 
in  reaching  the  other  50  per  cent.  In  either 
case,  the  long  and  hard  work  of  all  those 
whose  efforts  have  contrived  to  bring 
about  the  control  of  this  disea.se  deserve 
the  gratitude  of  the  medical  and  the  gen- 
eral public. 


O R G A N I Z A T I O N ; S i CT I O N 


The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana  State 
Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contribute  to  the 
understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


DR.  LECKERT  HONORED 

The  Louisiana  State  Medical  Society  has  pre- 
sented a special  plaque  to  Dr.  Edmund  Lawrence 
Leckert,  honoring:  the  veteran  New  Orleans  physi- 
cian “for  long  and  diligent  service  to  the  cause 
of  professional  medicine.’’ 

The  presentation  was  made  at  Dr.  Leckert’s 
home,  1214  Nashville  Ave.,  by  a committee  con- 
sisting of  Dr.  C.  J.  Brown,  president  of  the  Lou- 
isiana State  Medical  Society;  Dr.  C.  Grenes  Cole, 
the  Society’s  secretary-treasurer,  and  Dr.  Philip 
H.  Jones  and  Dr.  Ashton  Thomas,  both  past 
presidents  of  the  Society. 


During  the  brief  informal  ceremonies.  Dr. 
Brown  explained  that  the  decision  to  honor  Dr. 
Leckert  was  made  by  unanimous  vote  of  the  State 
Medical  Society’s  House  of  Delegates. 

Until  his  retirement  earlier  this  year.  Dr. 
Leckert  was  active  in  many  projects  of  the  Or- 
leans Parish  and  Louisiana  State  Medical  So- 
cieties, the  City  Board  of  Health,  the  Louisiana 
State  Board  of  Medical  Examiners,  and  numerous 
other  professional  societies  and  organizations. 

Born  in  New  Orleans  in  1882,  Dr.  Leckert  re- 
ceived his  early  education  in  the  local  public  and 
parochial  schools  and  graduated  from  Tulane  in 
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1905.  He  obtained  his  degree  in  medicine  from 
Tulane  and  entered  private  practice.  He  was 
elected  to  honorary  membership  in  the  Orleans 
Parish  and  Louisiana  State  Medical  Societies  in 
1960. 

In  February,  1921,  Dr.  Leckert  became  secre- 
tary of  the  Board  of  Health,  succeeding  to  the 
presidency  of  the  Board  following  the  death  of 
Dr.  John  Callan. 

Dr.  Leckert’s  association  with  the  State  Board 
of  Medical  Examiners  began  in  1914  and  con- 
tinued for  46  years.  He  served  as  president  of 
the  Board  from  1939  until  1953,  and  was  a mem- 
ber of  the  Board  until  he  retired  in  May  of  this 
year. 

Dr.  Leckert  has  held  membership  in  the  Or- 
leans Parish  Medical  Society  since  1905  and  was 
a member  of  the  board  of  directors  for  26  years 
until  he  retired. 

Extremely  active  in  hospital  work.  Dr.  Leckert 
was  an  organizer  of  Mercy  Hospital  where  he 
served  as  chairman  of  the  board  and  chief  sur- 
geon for  many  years.  He  was  director  of  Charity 
Hospital  in  New  Orleans  from  1952  until  1954. 

He  has  served  as  a member  or  chairman  of 
the  committee  for  the  Journal  of  the  Louisiana 
State  Medical  Society  for  many  years  and  also 
held  many  important  assignments  on  other  So- 
ciety committees. 

“Dr.  Leckert  has  always  stood  as  a symbol  for 
everything  that  represents  the  finest  in  profes- 
sional medicine,”  Dr.  Brown  said  in  presenting 
the  plaque,  “and  his  judgment,  wise  counsel,  and 
valued  advice  have  been  given  willingly  at  all 
times  for  the  betterment  of  the  profession  and 
what  it  represents.” 

Dr.  Leckert  is  married  to  the  former  Alma 
Bonterie  and  is  the  father  of  three  children,  one 
of  whom  is  a doctor  specializing  in  the  practice 
of  ophthalmology. 

STATEMENT  OF  THE  LOUISIANA  STATE 

MEDICAL  SOCIETY  IN  OPPOSITION  TO 
H.R.  4222,  87th  CONGRESS 
Presented  to  the  Ways  and  Means  Committee, 
U.  S.  House  of  Representatives 
By 

Philip  H.  Jones,  M.  D. 

July  31,  1961 

Mr.  Chairman  and  Members  of  the  Committee: 

I am  Dr.  Philip  H.  Jones,  of  New  Orleans,  I 
represent  the  Louisiana  State  Medical  Society. 
I am  a delegate  from  this  Society  to  the  House 
of  Delegates  of  the  American  Medical  Associ- 
ation. I am  Emeritus  Professor  of  Clinical  Medi- 
cine of  Tulane  University.  I am  Editor  of  the 
Journal  of  the  Louisiana  State  Medical  Society. 
I practice  Internal  Medicine  in  New  Orleans. 

The  Louisiana  State  Medical  Society  is  com- 
posed of  2600  physicians  in  46  Parish  and  district 
medical  societies.  There  are  approximately  3100 


licensed  physicians  established  and  practicing  in 
the  State.  This  organization  represents  84  per 
cent  of  the  doctors  practicing  in  Louisiana.  This 
Society  was  organized  in  1903,  and  the  purposes 
then  as  now  are: 

“ * * * with  a view  to  the  extension  of  medi- 
cal knowledge,  to  the  advancement  of  medical 
science;  to  the  elevation  of  the  standard  of 
medical  education,  and  to  the  enforcement  of 
just  medical  laws;  to  the  promotion  of  friendly 
intercourse  among  physicians,  and  to  guarding 
and  fostering  their  material  interests,  and  to  the 
enlightenment  and  direction  of  public  opinion  in 
regard  to  the  greatest  problems  of  State  Medi- 
cine.” 

The  Louisiana  State  Medical  Society  agrees 
with  and  supports  the  physicians  of  the  Ameri- 
can Medical  Association  in  opposing  the  enact- 
ment of  all  legislation  for  the  aged  under  the 
Social  Security  provision  as  contained  in  H.R. 
4222.  The  reasons  for  this  position  pertain  to 
general  considerations,  and  also,  to  the  condition 
of  the  aged  as  at  present  cared  for  in  the  State 
of  Louisiana. 

The  general  objections  to  the  Bill  are,  as  fol- 
lows: 

It  would  lead  to  government  bureau  control 
medicine  by  progressive  accretions  every  two 
years.  It  will  be  expanded  to  cover  the  whole 
population,  and  simply  as  a matter  of  successive 
adjustments,  socialized  medicine  will  become  es- 
tablished. The  major  advocates  of  the  Bill  ob- 
viously envisage  this  as  their  ultimate  goal.  This 
may  seem  remote  but  as  the  President  has  said, 
his  bill  is  “just  a beginning.” 

H.R.  4222  will'  not  provide  for  one-fourth  of 
the  aged,  which  is  approximately  four  million. 
Among  those  for  whom  it  makes  no  provision  are 
approximately  two  million  receiving  old  age  as- 
sistance under  federal-state  programs. 

The  Social  Security  approach  to  medical  care 
for  the  aged  is  unfair  in  that  it  places  a burden 
of  the  costs  of  the  program  only  on  the  low  in- 
come workers  with  payment  based  on  gross 
income.  If  medical  care  of  the  aged  is  to  be  re- 
garded as  a national  problem,  it  should  be  fi- 
nanced from  general  revenues  as  provided  in 
Title  VI  of  Public  Law  86-778  (Kerr-Mills  law). 

The  expense  of  operation  of  this  proposed  law 
will  become  more  expensive  as  the  number  of 
aged  increases,  even  though  the  proportion  of  the 
needy  aged  will  be  decreasing. 

The  Social  Security  approach  is  unnecessary. 
About  50  percent  of  those  over  65  (approximately 
eight  million  persons)  have  some  form  of  health 
insurance. 

One  and  a half  million  of  our  aged  are  now 
receiving  cash  benefits  from  corporate  pension 
plans. 

One  million  persons  over  65  receive  Veterans 
pensions,  as  well  as  Social  Security  benefits. 
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Approximately  five  million  of  our  aped  are  still 
employed,  or  are  the  wives  of  workers  who  are 
employed. 

One  million  retired  persons  currently  receive 
annu’*ies,  which  were  privately  purchased. 

The  Rill  violates  the  principle  of  independent 
Americanism.  Medical  care  is  first  the  responsi- 
bility of  the  individual,  then  in  succession,  the 
family,  the  community,  the  State,  and  more  re- 
motely, the  nation.  In  the  era  in  which  most  of 
the  aped  about  whom  we  are  concerned  prew  up, 
it  was  and  still  should  be  a tenet  of  pood,  provi- 
dent citizenship  for  the  individual  to  prepare  for 
his  old  ape. 

In  the  initiation  of  previous  state  medical  pro- 
prams, the  estimate  of  the  burden  of  taxation 
has  been  too  low.  This  has  been  true  in  whatever 
state  of  the  community  the  attempt  has  been 
made.  The  eventual  cost  is  two  to  three  times 
the  estimate.  The  one  billion  dollars  estimated 
for  the  cost  of  this  proposed  law  would  probably 
be  only  one-third  of  the  total  eventual  annual 
expense. 

The  specific  objections  to  this  Bill  as  applied 
to  the  State  of  Louisiana  are,  as  follows: 

The  need  for  such  lepislation  does  not  exist 
here.  Louisiana  has  approximately  242,000  indi- 
viduals over  65;  125,000  of  these  are  on  the  pub- 
lic assistance  rolls — the  hiphest  of  any  State. 
At  present,  their  need  for  hospitalization  is  ade- 
quately provided  for  by  a system  of  fifteen  state 
maintained  charity  hospitals  with  14,201  free 
beds.  These  beds  are  within  the  practical  ap- 
proach of  any  needy  citizen. 

The  Department  of  Public  Welfare  provides  for 
the  medical  needs  under  federal-state  funds  and 
vendor  payment  proprams  for  those  amonp  the 
aped  who  are  in  need  and  whose  conditions  does 
not  require  treatment  in  one  of  the  Charity  hos- 
pitals. 

Of  the  remaininp  117,000  aped,  it  is  estimated 
that  50,000  to  60,000  have  adequate  resources  for 
their  own  care,  and  the  last  60,000  will  be  taken 
care  of  by  the  Kerr-Mills  law.  The  operation  of 
the  means  test  in  this  law  will  not  be  reparded 


as  any  more  depradinp  than  the  means  test  when 
it  is  applied  as  a preliminary  to  beinp  admitted 
to  a federal  housinp  project. 

The  Kerr-Mills  law  supplies  aid  to  those  aped 
who  are  medically  indipent — where,  when,  and  as 
needed;  secures  its  funds  from  the  taxation  of 
all  the  people,  and  does  not  force  a tax  which  is 
heaviest  on  those  who  make  the  least.  It  main- 
tains the  position  of  the  States  in  community 
manapement  and  secures  them  in  their  riphts. 

ANSWERS  TO  CRITICISM  OF 
OPPOSITION 

Answerinp  a few  objections  of  those  who  criti- 
cize the  position  which  orpanized  medicine  has 
taken,  I would  like  to  remark  that  the  statement 
that  the  proposed  Bill  could  not  be  socialized 
medicine  because  it  does  not  pay  the  doctors  is 
incorrect.  It  will  pay  those  doctors  who  have 
contractual  positions  in  hospitals.  It  will  control 
the  hospitals  with  whom  it  does  business  and 
expect  the  hospitals  in  turn  to  control  the  doctors 
whom  it  permits  to  practice  in  the  hospital  as 
members  of  its  staff. 

The  statement  that  three-fifths  of  the  people 
over  65  had  less  than  $1000  in  money  income  is 
not  supported  by  the  fact  that  there  are  only  two 
and  a half  million  people  on  old  ape  assistance 
rolls.  This  15 per  cent  of  the  aped  population, 
and  probably  an  equal  number  of  those  whose 
medical  economics  state  is  marpinal  can  be  taken 
care  of  adequately  by  the  Kerr-Mills  law.  This 
law  is  beinp  implemented  in  the  majority  of  the 
states  at  this  time,  and  is  proceedinp  more  rapidly 
than  most  such  laws,  in  spite  of  the  fixed  lepal 
impediments.  Twenty-one  States  have  passed  the 
laws  or  have  the  plan  in  action.  Eiphteen  States 
have  lepislation  in  process.  The  Legislatures  of 
two  States  meet  next  year.  Four  have  the  pro- 
gram under  consideration  and  seven  have  ad- 
journed without  taking  action. 

Organized  medicine  feels  that  the  medical  needs 
of  the  aged  who  are  indigent  or  are  marginally 
indigent  medically,  should  be  met  by  the  Kerr- 
Mills  law,  and  not  by  a dangerous  excursion  into 
State  medicine. 
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CALENDAR 

PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Ascension 

Third  Tuesday  of  every  month 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Jefferson 

Third  Thursday  of  every  month 

Lafayette 

Second  Tuesday  of  every  month 

Lafayette 

Morehouse 

Third  Tuesday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays  of 

every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon  First  Thursday  of  every  month 


LOUISIANA  THORACIC  SOCIETY  TO  STAGE 
MEDICAL  SEMINAR  ON  EMPHYSEMA 

The  Louisiana  Thoracic  Society,  medical  sec- 
tion of  the  Louisiana  Tuberculosis  Association, 
and  an  organization  of  Louisiana  physicians 
dedicated  to  the  control  of  tuberculosis  and  Res- 
piratory Diseases,  will  sponsor  a Scientific  Ses- 
sion on  Emphysema  in  the  Auditorium  of  the 
Veterans  Administration  Hospital,  1601  Perdido 
Street,  New  Orleans,  from  8:30  A.M.  to  12:30 
P.M.,  Saturday,  October  28,  1961. 

Medical  experts  of  national  and  international 
reputation  will  serve  as  speakers. 

All  Louisiana  physicians  are  invited  to  attend. 
There  is  no  registration  fee  for  the  Christmas 
Seal  medical  seminar. 

Specific  program  information  can  be  obtained 
from  the  Program  Chairman,  Dr.  Howard  A. 
Buechner,  V.  A.  Hospital,  1601  Perdido  Street, 
New  Oi’leans. 

POSTGRADUATE  COURSES 
MEDICAL  COLLEGE  OF  GEORGIA 

Five  intensive  postgraduate  courses  patterned 
for  the  practitioner  are  planned  for  the  fall  and 
winter  1961-62  at  the  Medical  College  of  Geor- 
gia, Augusta,  Georgia.  Featured  faculty  will  in- 
clude nationally  known  figures  as:  Dr.  Ralph 
V.  Platou,  Professor  of  Pediatrics  & Head,  Dept, 
of  Pediatrics,  Tulane  Univ.  School  of  Medicine, 
New  Orleans,  La.;  Dr.  Louis  A.  Goldstein,  Asso- 
ciate Professor  of  Surgery  (Orthopedics),  Univ. 
of  Rochester  School  of  Medicine,  Rochester, 
N.  Y.,  and  Dr.  Darius  Flinchum,  Instructor  in 
surgery.  The  School  of  Medicine,  Emory  Univ., 
Atlanta,  Georgia;  Dr.  Michael  Newton,  Prof,  and 
Chairman,  Dept,  of  Ob-Gyn,  Univ.  of  Mississijipi 
Medical  Center,  Jackson,  Miss.;  Dr.  Harold  I). 
Levine,  Peter  Bent  Brigham  Hospital,  Boston, 
Mass.;  Dr.  Champ  Lyons,  Prof,  and  Chairman, 
Dept,  of  Surgery,  Medical  College  of  Ala.,  Bir- 
mingham, Alabama. 

Advances  in  Pediatric  Diagnosis  and  Treat- 


ment, Oct.  31 -Nov.  2,  1961;  Fractures  in  Gen- 
eral Practice,  Nov.  14-16,  1961;  Obstetric  Prob- 
lems in  Private  Practice,  Jan.  23-25,  1962;  Car- 
diac Emergencies,  Feb.  13-15,  1962;  and  Pre 
and  Postoperative  Care,  Mar.  20-22,  1962.  The 
courses  will  be  supplemented  by  members  of 
the  faculty  of  the  Medical  College  of  Georgia. 

Each  course  is  acceptable  for  18  hours  of 
credit  by  the  American  Academy  of  General 
Practice  and  registration  is  limited  to  a small 
group  for  close  pai’ticipant-faculty  communica- 
tion. Registration  fee  is  $50.00  for  each  session. 
Application  may  be  made  by  contacting  Dr. 
Claude-Stair  Wright,  Director,  Department  of 
Continuing  Education,  Medical  College  of  Geor- 
gia, Augusta,  Georgia. 


ANNUAL  SESSION 

COLORADO  STATE  MEDICAL  SOCIETY 

The  Annual  Session  of  the  Colorado  State 
Medical  Society  will  be  combined  this  year  with 
the  Congress  on  Occupational  Health,  sponsored 
by  the  American  Medical  Association.  The  meet- 
ing will  be  held  at  the  Brown  Palace  and  Shirley 
Savoy  Hotels  in  Denver  on  October  1 to  4. 

The  October  3 and  4 programs  have  been 
scheduled  for  the  Congress  on  Occupational 
Health  and  will  include  the  following  partici- 
pants: Dr.  Donald  J.  Birmingham,  Cincinnati; 

Dr.  W.  Daggett  Norwood,  Richland,  Washington; 
Dr.  Elston  L.  Belknap,  Marquette  University 
School  of  Medicine;  Dr.  Robert  R.  Yanover,  Al- 
bertson, New  York;  Dr.  R.  Lomax  Wells,  Wash- 
ington, I).  C.;  Dr.  Harry  E.  Tebrock,  New  York 
City;  Dr.  Leonard  E.  Himler,  Ann  Arbor  Michi- 
gan; Dr.  Cecil  Wittson,  University  of  Nebraska; 
Miss  Sara  P.  Wagner,  New  York  City;  Dr.  Roger 
S.  Mitchell,  University  of  Colorado  Medical 
School;  Dr.  Frank  J.  Princi,  University  of  Cin- 
cinnati; Dr.  Giles  F.  Filley,  University  of  Colo- 
rado Medical  School;  Dr.  Arthur  J.  Vorwald, 
Wayne  University  College  of  Medicine;  Di-.  Rob- 
eit  F.  Bell,  University  of  Colorado  Medical 
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School;  Dr.  Melvin  N.  Newquist,  Clearwater, 
Florida;  Mr.  Theodore  C.  Waters,  Baltimore ; 
Dr.  Samuel  P.  Newman,  Denver;  Mr.  Jack  E. 
Linster,  Wausau,  Wisconsin;  Mr.  Harold  C. 
Thompson,  Colorado  State  Compen.sation  Insur- 
ance Fund;  Dr.  James  (I.  (Jaume,  Denver. 

Further  information  may  he  obtained  by  wiit- 
inp  to  the  Colorado  State  Medical  Society,  835 
Republic  Building,  Denver  2,  Colorado. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY 

The  next  scheduled  examination,  (Part  I), 
written,  will  be  held  in  various  cities  of  the 
United  States,  Canada,  and  military  centers  out- 
side the  Continental  United  States  on  Friday, 
January  5,  1962. 

Case  Reports  are  no  lon>;cr  required  by  this 
Board  to  complete  the  Part  1 Examination. 

In  lieu  thereof,  all  applicants  and  candidates 
for  examination  are  required  to  sumbit  a DU- 
PLICATE CERTIFIED  TYPEWRITTEN  LIST 
of  patients  dismissed  from  each  hospital  during 
the  preceding  twelve  months.  This  applies  to 
new  applicants,  reopened  candidates,  and  can- 
didates requesting  re-examination  in  Part  1 or 
Part  II  Examination. 

Lists  of  Obstetrical  and  Gynecological  patients 
are  to  be  made  separately  and  must  conform  in 
all  details  to  the  sample  format  furnished  upon 
request  by  the  office  of  the  Executive  Secretai'y 
and  Treasurer. 

Candidates  are  no  longer  required  to  bring  a 
duplicate  list  of  admissions  to  the  Part  II  Exam- 
ination. 

Current  Bulletins  may  be  obtained  by  writing 
to  Robert  L.  Faulkner,  M.  D.,  Executive  Secretary 
and  Treasurer,  2105  .\delbert  Road,  Cleveland  6, 
Ohio. 

ARTIFICIAL  HIP  RECOMMENDED  FOR 
FRACTURES  IN  AGED 

The  use  of  artificial  hip  joints  for  elderly 
persons  who  suffer  severe  hip  fractures  was  rec- 
ommended recently  by  three  Cleveland  physi- 
cians. 

The  operation  allows  the  patient  to  bear 
weight  on  the  hip  in  two  to  three  weeks,  accord- 
ing to  Drs.  J.  George  Furey,  George  E.  Spencer, 
Jr.  and  Donald  J.  Pierce. 

Other  surgical  procedures,  in  which  the  broken 
hip  is  set  and  allowed  to  heal,  require  the  pa- 
tient to  avoid  weight  bearing  for  six  months. 

Writing  in  the  July  15  Journal  of  the  Ameri- 
can Medical  Association,  the  authors  conceded 
that  “the  end  result  of  a well-healed  hip  fracture 
is  superior  to  the  average  prosthesis  result.” 

However,  if  healing  can  be  expected  in  only 


65  to  75  per  cent  of  the  cases  and  complications 
can  be  expected  in  20  to  40  per  cent  of  those 
cases,  then  patients  over  70  years  of  age  or 
younger  patients  with  severe  physical  or  mental 
disabilities  should  not  be  subjected  to  the  ex- 
tended ])eriod  of  non-weight  bearing  required 
for  bealing,  they  said. 

When  an  elderly  or  debilitated  person  sustains 
a hip  fracture,  it  frecjuently  marks  the  begin- 
ning of  a gradual  or  rapid  deterioration,  they 
commented.  A six-months’  convalescence  in 
many  elderly  patients  precludes  any  significant 
degree  of  walking,  which  by  itself  causes  compli- 
cations and  necessitates  considerable  nursing 
care,  they  said. 

This  discouraging  picture  can,  for  the  most 
part,  be  avoided  with  the  insertion  of  an  aiti- 
ficial  hip  joint,  they  said. 

These  patients  can  get  out  of  bed  the  day 
after  surgery  and  walk  with  full  weight  bearing 
as  early  as  two  or  three  weeks  after  the  opera- 
tion when  there  is  healing  and  recovery  of  suffi- 
cient muscle  strength,  the  physicians  said. 

The  rapid  return  to  near  prefracture  state  of 
physical  activity  prevents  many  of  the  general 
complications  commonly  encountered  following 
hip  fractures,  they  said. 

The  prosthesis  consists  of  a knob,  replacing 
the  ball-like  end  of  the  thigh  bone  which  fits  into 
the  pelvic  socket,  and  a stem  which  fits  into  the 
thigh  bone. 

The  authors  reported  on  a study  of  102  pa- 
tients with  an  average  age  of  74,  who  were 
operated  on  during  a five-year  period. 

Of  the  102  patients,  excellent  or  good  re- 
sults were  obtained  in  82  per  cent,  they  said. 

This  was  felt  to  be  “very  satisfactory  consid- 
ering the  difficult  problem  at  hand,”  and  that 
almost  half  of  the  operations  were  performed 
after  failure  of  an  initial  bone-setting  operation 
or  as  a result  of  a late  complication,  they  said. 

The  authors  said  they  also  felt  that  the  opera- 
tion is  “not  unduly  hazardous”  in  the  aged. 


ISOLATE  BACTERIA  THAT  CAUSES 
‘ATHELETE’S  FOOT’ 

Bacteria  have  been  identified  as  a cause  of 
erythrasma,  a skin  ailment  commonly  termed 
“athlete’s  foot”  when  it  affects  the  toes,  three 
physicians  reported  recently. 

The  disease,  which  causes  cracking  and  scaling 
of  the  skin,  previously  has  been  classified  among 
those  caused  by  fungus. 

Drs.  Imrich  Sarkany,  M.R.C.P.,  David  Taplin, 
and  Harvey  Blank,  Miami,  Fla.,  said  they  recent- 
ly succeeded  in  isolating  rod-shaped  bacteria 
from  affected  skin  and  have  found  that  the 
disease  responds  to  treatment  with  certain  anti- 
bacterial antibiotics. 
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“Electron  microscopic  examinations  confirm 
that  the  organisms  regularly  obtained  in  cultures 
aie  bacteria,”  they  said. 

Writing  in  the  July  15  Journal  of  the  Ameri- 
can Medical  Association,  the  authors  said  ery- 


thrasma  is  most  commonly  manifested  in  the 
toes. 

An  examination  of  109  persons  revealed  that 
23  per  cent  had  erythrasma  of  the  toe  webs, 
they  said. 


BOOK  REVIEWS 


Edema,  Mechanisms  and  Management ; a Hahne- 
mann  Symposium  on  Salt  arid  Water  Retention ; 
Hahnemann  Medical  College  and  Hospital  of 
Philadelphia,  edited  by  John  H.  Moyer  and 
Morton  Fuchs,  Saunders,  1960,  833  p.  Price, 
$15.00. 

This  book  represents  a very  wide  sampling  of 
contemporary  thought  relating  to  the  problem  of 
edema.  As  such  it  serves  a very  useful  purpose 
in  cataloguing  some  divergent  views  of  the  prob- 
lem and  the  numerous  approaches  to  its  clarifica- 
tion. 

The  papers,  of  which  this  symposium  is  com- 
posed, vary  widely  in  scope  and  nature.  In  some 
instances  the  approach  is  general,  while  in  other 
instances  the  authors  confine  themselves  to  little 
more  than  presentation  of  their  own  data. 

As  might  be  expected  in  a publication  of  this 
sort,  some  of  the  presentations  are  quite  excellent 
while  others  are  mediocre.  This  text  is  somewhat 
more  than  800  pages  long  and  the  casual  reader 
may  gain  the  impression  that  a great  deal  is 
known  regarding  the  causation  of  edema.  Great 
emphasis  is  placed  on  hormonal  imbalance  as  a 
cause  of  edema  yet  it  is  commonplace  observation 
that  adrenalectomized  animals  given  access  to 
high  salt  diets  maintain  the  volume  of  their  body 
fluids  with  a considerable  degree  of  precision. 
It  is  unfortunate  that  this  ability  to  regulate 
body  fluid  content  in  the  absence  of  adrenal  hor- 
mones is  not  sufficiently  stressed. 

In  general,  this  is  a worthwhile  book  in  that 
it  gives  a panoramic,  albeit  somewhat  kaleideo- 
scopic,  view  of  the  problem  of  edema  formation. 

E.  H.  Bresler,  M.  I). 


Electrocardiographic  Techniques ; Second  Revised 
and  Enlarged  Edition,  Kurt  Schnit/.er,  M.  I). 
1960,  Grune  & Stratton,  109  p.  Price,  $4.75. 
Page  1 in  this  text  reminds  one  of  the  verbally 
inventive  swindlers  in  Huckleberry  Finn;  for  ex- 
ample the  English  derivatives  from  the  Latin, 
cor,  and  the  Greek,  kardia,  are  confused  and  the 
statement  is  made  that  “in  electrocardiographic 
terminology  the  whole  atrium  is  called  ‘auricle’.” 
The  reader  remains  skeptical  whenever  the  au- 
thor subsequently  talks  about  words:  Does  the 

V in  V-leads  really  stand  for  Vector? 


But  when  the  author  presents  in  thorough  de- 
tail the  technical  aspects  of  electrocardiographic 
procedures,  there  is  no  complaint  and  the  prime 
objective  of  the  book  is  well  fulfilled.  This  book 
is  an  excellent  guide  to  standard  electrocardio- 
graphic techniques  and  as  such  recommended  to 
technicians  who  will  assist  physicians  in  obtain- 
ing electrocardiograms. 

Leo  G.  Horan,  M.  D. 


Your  Child’s  Care:  '1001  Questions  and  Answers; 

Harry  Robert  Litchfield,  and  L.  H.  Dembo; 

Rev.  ed..  Garden  City,  N.  Y.,  Doubleday,  1960. 

257  p.  $3.95. 

This  is  another  (of  many)  “Baby  Books”  for 
mothers;  like  most  of  the  others,  it  may  be  of 
some  interest  to  physicians  who  find  it  useful  to 
recommend  such  reading  to  parents.  In  this  situ- 
ation, of  course,  it  is  important  for  the  physician 
to  be  quite  familiar  with  the  content  of  the  read- 
ing he  has  recommended;  in  other  words,  he 
should  try  to  “match”  his  mothers  to  the  particu- 
lar “baby  book”  which  he  believes  will  be  most 
useful — and  least  disturbing — to  her. 

This  volume  seems  well  organized  and  indexed, 
and  certainly  the  questions  asked  are  those  very 
familiar  to  pediatricians.  The  wording  of  most 
answers  is  in  straightforward  lay  language,  and 
would  seem  satisfactory  for  those  mothers  who 
are  satisfied  with  “simple  answers  to  simple 
questions”.  Medically,  perhaps,  some  might  feel 
that  a number  of  the  answers  are  a bit  too 
“pat”,  but  such  criticism  is  understandable  when 
one  considers  the  purpose  and  expected  readers 
of  such  works. 

Though  the  physician  in  or  entering  practice 
might  well  be  critical  of  or  in  disagreement  with 
a number  of  “the  answers”,  he  would  certainly 
profit  by  the  preview  this  “baby  book”  provides 
for  a reasonable  volume  and  variety  of  questions 
commonly  asked  by  mothers. 

Incidentally,  our  library  keeps  a considerable 
collection  of  such  books  and  pamphlets  for  par- 
ents, and  many  physicians  have  found  the.se  use- 
ful in  occasional  browsing  to  select  the  ones  they 
might  wish  to  recommend  for  any  of  a number 
of  purposes. 

R.  V.  Platou,  M.  D. 
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Cerehrosphial  Fluid  Dynamicit  iu  Health  and  Dis- 
ease; by  David  Bowsher,  M.A.,  M.D.,  B.  Chir., 
lecturer  in  Postgraduate  Anatomy,  University 
of  Liverpool.  .American  I>ecture  Series,  C.  C 
Thomas,  1960.  80  pp.  .$4.7.5. 

This  excellent  little  monopraph  simply  and 
clearly  reviews  the  principle  lines  of  contempo- 
rary evidence  bearinp  on  the  formation  and  ab- 
sorption of  cerebrospinal  fluid  in  noiTnal  and 
diseased  circumstances.  Much  of  the  evidence 
cited  rests  on  the  work  of  Sweet  and  his  collab- 
orators in  which  radio-isotopes  of  sodium,  potas- 
sium and  chloride  ions  and  Deuterium  oxide  were 
used  in  normal  and  pre-hydrocephalic  subjects. 
Bowsher’s  own  work  usinp  proteins  tapped  with 
isotopic  sulphur  or  iodine  is  also  frequently  cited. 

.A  useful  historical  perspective  is  provided  in 
which  is  identified  names  of  persons  first  employ- 
inp  terms  currently  used  to  describe  cerebrospinal 
fluid  dynamics.  Bowsher  points  out  that  modern 
work  on  CSF  bepan  with  Alapendie,  the  French 
physiolopist,  who  thoupht  that  he  was  the  first 
to  discover  these  principles  in  1875,  althouph  Co- 
tupno  had  actually  described  these  principles  over 
100  years  previously. 

Bowsher  presents  the  interestinp  idea  that  the 
leptomeninpeal-vascular  pathway  provides  the 
most  rapid  route  of  absorption  of  CSF  but  that 
this  pathway  is  properly  a part  of  the  reticulo- 
endothelial system;  therefore  any  therapeutic 
measures  involvinp  the  reticuloendothelial  system 
should  influence  CSF  absorption  sipnificantly. 
Water  is  shown  to  be  freely  exebanped  throuph 
all  compartments  and  barriers  separatinp  tbe 
CSF  from  blood,  whereas  ions  and  proteins  have 
variable  deprees  of  penetration  in  different  re- 
pions  of  the  CSF  system.  Sodium,  at  least,  is  be- 
lieved to  be  actively  seci’eted  in  the  choroid  plex- 
us which,  because  of  its  rich  innervation  and 
larpe  numbers  of  secretory  vacuoles,  is  sensitive 
to  systemic  influences  in  the  production  of  sodium 
ion. 

The  author’s  views  on  hydrocephalus  are  most 
interestinp  since  he  postulates  that  the  rate  of 
absorption  is  reduced  by  closure  of  the  lepto- 
meninpeal-vascular route  leavinp  only  the  much 
slower  and  less  efficient  perineural-lymphatic 
exit  for  CSF.  Removal  of  the  choroid  plexus  is 
said  to  be  the  only  efficacious  treatment  in  most 
cases  of  communicatinp  hydrocephalus;  drainape 
techniques  are  rarely  successful  for  very  lonp 
althouph  the  latter  technique  is  most  useful  for 
obstructive  hydrocephalus.  Erosion  of  the  brain 
tissue  in  chronic  hydrocephalus  appears  mainly 
to  be  confined  to  the  white  matter. 

Some  remarks  are  made  in  a concludinp  chap- 
ter concerninp  other  disorders  of  CSF  dunamics. 
Edstrom’s  theory  of  “barrier  breakdown”  is  fa- 
vored as  an  explanation  for  edema  of  brain  tissue 
followinp  inflammation  or  trauma.  Each  chapter 
closes  with  a useful  summary  of  conclusions. 


Illustrations  are  well  arranped  and  make  clearer 
the  evidence  and  conclusions  cited  in  the  text. 

L.  M.  N.  Bach 


Light  Coagulatioji;  by  Gerd  Meyer-Schwickerath, 
M.  D.,  Translated  by  Stephen  M.  Drance,  M.B., 
F.R.C.S.  (Enplish).  First  Edition.  Cloth,  with 
55  fipures,  includinp  7 in  color.  The  C.  V.  Mos- 
by  Company,  St.  Louis,  Mo.,  1960.  114  p.  $9.50. 
Tbe  author  of  this  monopraph  has  developed 
an  instrument  which  scientifically  applies  the 
lonp  known  principle  of  convertinp  visible  lipht 
into  heat  throuph  absorption  by  pipment.  In  ac- 
cordance with  the  Bunsen-Roscoe  law,  the  coapula- 
tive  effect  of  radiant  enerpy  upon  pipmented  le- 
sions can  be  quantitated  and  thus  controlled.  The 
physical  optics  which  had  to  be  considered  in  the 
evaluation  and  development  of  the  Zeiss  Lipht 
Coapulator  to  its  present  form  are  discussed. 
The  physical  properties  of  the  instrument  are 
described,  and  detailed  instructions  for  its  use 
piven. 

.About  half  of  the  book  is  devoted  to  the  indi- 
cations for  lipht  coapulation.  Various  intraocular 
and  extraocular  lesions  are  discussed  and  the 
technique  of  applyinp  lipht  coapulation,  as  well 
as  the  results  and  complications  of  the  procedure 
are  piven.  Illustrative  case  reports  are  presented. 
The  manapement  of  retinal  detachment  and  intra- 
ocular tumors  with  the  coapulator  is  discussed  in 
some  detail,  and  the  author’s  va.st  experience  with 
these  lesions  is  borne  out  by  tbe  numerous  case 
presentations. 

This  excellently  translated,  well  documented 
little  book  provides  the  ophthalmolopist  with  the 
essential  knowledpe  necessary  for  applyinp  a new 
technique  in  the  manapement  of  certain  ocular 
lesions.  As  the  author  points  out,  however,  ex- 
perience with  the  coapulator  should  be  pained 
from  work  with  animal  eyes  before  the  instru- 
ment is  used  on  humans. 

Gustave  C.  Bahn,  M.  D. 


Visual  Aids  in  Cardiologic  Diagnosis  and  Treat- 
ment. Edited  by  Arthur  N.  Naster,  M.  D.  and 
Ephraim  Donosa,  M.  D.;  Grune  & Stratton, 
N.  Y.,  1960,  216  papes;  $10.00. 

This  monopraph  is  a collection  of  papers  pre- 
sented to  the  meetinp  of  the  American  Collepe  of 
Chest  Physicians  in  1959,  the  papers  havinp  been 
extended  and  supplemented  by  two  additional  pa- 
pers coverinp  anpiocardiopraphy. 

The  stated  purpose  of  the  monopraph  is  “to 
present  fundamental  principles  of  and  indications 
for  the  use  of  the  more  important  praphic  meth- 
ods now  available  for  the  investipation  and  ti-eat- 
ment  of  heart  disease.”  Claims  for  completeness 
are  expressly  denied;  it  is  frankly  admitted  that 
the  “hiphliphts  of  the  problem”  are  considered, 
primarily  to  “alert  and  stimulate  the  interest  of 
the  practicinp  doctor”. 
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BOOK  REVIEWS 


In  these  prefacing  remarks  the  authors  have 
anticipated  the  main  criticism  of  this  reviewer: 
the  sketchy,  grossly  incomplete  and  erratic  treat- 
ment of  the  subject  matter.  This  defect  so  per- 
vades the  book  that  it  is  rendered  practically  val- 
ueless either  to  students  cr  to  cardiologists,  or  to 
anyone  else  except  the  practitioner  with  only  a 
dilettante’s  interest  in  cardiology.  To  illustrate 
with  a few  examples:  there  is  a chapter  entitled 
“Diagnostic  Application  of  the  Electrocardio- 
gram” in  which  the  only  new  concepts  treated 
are  those  of  systolic  and  diastolic  overload  pat- 
terns propounded  by  Cabrera  and  Monroy.  In 
the  chapter  entitled  “Fundamentals  of  Open 
Heart  Surgery”  the  problems  are  dealt  in  four 
typewritten  pages.  The  chapter  entitled  “Newer 
Methods  of  Localization  of  Shunts”  fails  to  men- 
tion the  hydrogen  method,  now  in  use  in  several 
prominent  cardiovascular  laboratories. 

The  two  chapters  on  angiocardiography  are  val- 
uable in  that  they  are  replete  with  excellent 
illustrations;  throughout  the  book  the  illustra- 
tions are  usually  of  good  quality. 

The  last  few  chapters  are  devoted  to  various 
aspects  of  cardiac  surgery,  some  of  them  dealing 
with  the  subject  from  points  of  view  foreign  to 
the  average  internist  or  general  practitioner.  For 
example,  there  is  a chapter  on  problems  of  anes- 
thesia. These  may  be  enlightening. 

In  summary,  the  book  is  not  recommended  as  a 
guide  for  the  serious  student  or  practitioner  of 
cardiology.  At  best  it  may  provide  interesting- 
material  for  the  leisure  hours  of  a general  prac- 
titioner, internist,  or  other  specialist  with  only 
passing  interest  in  cardiology. 

C.  E.  Burch,  M.  D. 


Heart  Somids  and  Murmurs ; by  P.  A.  Ongley, 
M.  D.,  Howard  B.  Sprague,  M.  D.,  M.  B.  Rap- 
paport,  and  A.  S.  Nadas,  M.  D.  Published  by 
Grune  and  Stratton,  1960;  360  pages.  $9.75. 
The  initial  section  of  this  volume  briefly  re- 
views the  important  historical  events  in  the  de- 
velopment of  auscultation.  Primarily,  this  section 
is  devoted  to  the  discussion  of  the  physics  of 
sound  and  a presentation  of  many  of  the  techni- 
cal aspects  of  phonocardiography.  Much  of  this 
information  is  based  on  the  original  work  of  the 
authors.  Although  a great  deal  of  practical  and 
useful  information  is  contained  in  this  section, 
it  reaches  beyond  the  technical  need  of  the  stu- 
dent and  the  average  practitioner.  However,  the 
researcher  in  the  field  of  ()honocardiography  un- 
doubtedly will  require  much  more  extensive  de- 
tail than  is  contained  in  this  work. 

The  principal  value  of  this  publication  lies  in 
the  sections  dealing  with  the  clinical  evaluation 
of  heart  sounds  and  murmurs.  The  changes  that 
occur  in  acciuired  and  congenital  heart  disease 
are  adecjuately  described  in  a clear  and  concise 
style  of  writing.  The  use  of  appropriate  subtitles 


results  in  ease  of  reading  and  retention  of  the 
subject  matter.  As  is  common  to  all  works  of 
this  type,  illustrative  phonocardiographs  are  util- 
ized as  an  aid  to  the  understanding  of  the  physio- 
logic mechanisms  involved.  Appropriately  the 
authors  give  particular  emphasis  to  their  cover- 
age of  mitral  valve  disease.  Ample  references 
are  given  throughout  the  book  at  the  termination 
of  each  chapter. 

The  authors  fail  to  discuss  friction  rubs  and 
extracai’diac  sounds  although  these  are  important 
auscultatory  phenomena.  There  is  also  minimal 
use  of  historically  important  eponyms.  On  page 
158,  transposition  was  misspelled  “transporta- 
tion.” No  other  typographical  errors  w^ere  un- 
covered. Very  likely  to  the  gratification  of  the 
majority  the  author  devotes  little  attention  to 
the  usually  confusing  pro  and  con  supportive 
data  relative  to  the  origin  of  various  sounds  and 
murmurs. 

Although  no  new  infoi-mation  is  contained  in 
this  book,  it  should  be  popular  with  students  and 
clinicians  because  of  the  excellent  and  under- 
standable style  of  presentation. 

G.E.  Burch,  M.  D. 


.4  Synopsis  of  Contemporary  Psychiatry ; by 
George  A.  Ulett  and  D.  Wells  Goodrich.  St. 
Louis:  C.  V.  Mosby  Company,  1960.  2d  ed., 
309  p.  $6.50. 

This  reviewer  feels  that  the  Introduction  ac- 
curately describes  this  handy,  concise,  practical 
synopsis.  It  is  clearly  written  and  devoid  of  the- 
oretical formulations,  except  for  widely  accepted 
basic  concepts.  The  bibliography  also  is  brief 
but  well-selected  and  up-to-date,  which  is  rare 
among  psychiatric  texts. 

The  only  suggestion  that  this  reviewer  might 
raise  is  that  possibly  too  many  subjects  are  at- 
tempted and  that  it  might  be  preferable  to  spend 
more  time  on  the  psychoneuroses,  instead  of  de- 
scribing such  techniques  as  psychosurgery. 

R.  Wells  Buddington,  M.  D. 


PUBLICATIONS  RECEIVED 

Budlong  Press  Co.,  Chicago:  What  Teenagers 
Want  to  Know,  by  Florence  Levinson  in  con- 
sultation with  G.  Lombard  Kelly,  M.  D. 

W.  B.  Saunders  Co.,  Philadelphia:  Pathologic 
Physiology,  Mechanisms  of  Disease,  by  William 
.4.  Sodeman,  M.  D.;  Mayo  Clinic  Diet  Manual, 
by  The  Committee  on  Dietetics  of  the  Mayo 
Clinic  (3rd  edit.);  Thoracic  Diseases,  Emphasiz- 
ing Cardiopulmonary  Relationships,  by  Eli  H. 
Rubin,  M.  I).,  and  Morris  Rubin,  M.  I). 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Speech  and  Hearing  Problems,  by  Charles  E. 
Palmer,  Ph.D. ; The  Chemotherapy  of  Tropical 
Diseases,  by  Sir  Philip  Manson-Bahr,  M.  D.,  and 
John  H.  Walters,  M.  D. 
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L O M O T I L 

(brand  of  diphenoxylate  hydrochloride  with  atropine  culfate) 

lowers  motility 

controls  diarrhea 


Lomotil  brings  prompt  symptomatic  control  in  diarrhea,  either  acute  or  chronic. 

Both  pharmacologic  and  clinical  evidence  indicate  that  Lomotil  selectively  lowers 
the  propulsive  component  of  gastrointestinal  motility  without  relaxing  intestinal 
sphincters.  So  efficient  is  this  action  that  studies  in  mice  have  shown  Lomotil  to  be 
effectively  antidiarrheal  in  one-eleventh  the  dosage  of  morphine. 

Such  striking  antidiarrheal  activity  strongly  suggests  that  Lomotil  is  the  drug  of 
first  choice  for  prompt  and  positive  control  of  diarrhea. 

Dosage:  The  recommended  initial  dosage  for  adults  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each  patient  as  soon  as 
the  diarrhea  is  under  control.  Maintenance  dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil  is  supplied  as  unscored,  uncoated  white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  of  atropine  sulfate  to  discourage  deliberate  overdosage.  Recommended 
dosage  schedules  should  not  be  exceeded. 

An  exempt  preparation  under  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available  in  G.  D.  SEARLE  & CO. 
Physicians’  Product  Brochure  No.  81  from  G.  D.  Searle  & Chicago  so,  Illinois 
Co.,  P.O.  Box  5110,  Chicago  80,  Illinois.  Research  in  the  Service  of  Medicine 
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Introducing  PHILIPS  ROXANE 


A new  name  in  Pharmaceuticals 

Philips  Roxane  comes  to  you  as  a new  name 
in  American  pharmaceutical  manufacture.  But 
our  roots  go  deep.  We  have  well-established 
resources  in  this  country.  In  Holland  and 
elsewhere  in  Europe,  we  have  access  to 
research  from  which  substantial  contributions 
have  been  made  in  the  areas  of  human, 
animal  and  plant  health. 

A wide  range  of  new  pharmaceuticals  is  now 
being  developed  which  will  have  significant 
usefulness  to  you  in  your  practice. 

For  example,  extensive  studies  are  now  being 
carried  out  in  organic  synthesis,  vaccines,  and 
radioactive  isotopes.  Some  of  these 
pharmaceuticals  and  biologicals  are  presently 
undergoing  clinical  trials  in  this  country. 

One  research  project  nearing  completion  is 
a measles  vaccine,  now  undergoing  extensive 
U.  S.  clinical  trial.  Another  preparation,  soon 
to  be  available,  is  a progestational  agent 
which  gives  promise  of  offering  distinct 
advantages  over  those  presently  available. 

A true  progestin,  it  will  have  wide  application  in 
female  disturbances  without  androgenic, 
estrogenic,  or  corticosteroid  side  effects. 

Philips  Roxane  has  acquired  affiliates 
throughout  the  United  States,  where  research 
and  development  in  human,  animal  and  plant 
medicines  are  being  greatly  extended  through 
their  production  facilities  and  sales 
organizations. 

The  name  Philips  Roxane  will  become  as 
familiar  to  you  as  the  names  of  many  other 
fine  pharmaceutical  houses  in  this  country, 
whose  products  and  people  serve  you  faithfully. 
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in  bacterial 

otitis 

media 

Panalba* 

promptly 

to  gain  precious 

therapeutic 

hours 


In  the  presence  of  bacterial 
infection,  taking  a culture  to 
determine  bacterial  identity 
and  sensitivity  is  desirable  — 
but  not  always  practical. 

A rational  clinical  alterna- 
tive is  to  launch  therapy  at 
once  with  Panalba,  the  anti- 
biotic that  provides  the  best 
odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset  (even 
pending  laboratory  results) 
can  gain  precious  hours  of  ef- 
fective antibiotic  treatment. 

SUPPLIED:  Capsulos.  each  containing 
Panmycin*  Pho.sphate  (tetracycline  phosphate 
complex),  equivalent  to  250  me.  tetracycline 
hydrochloride,  and  125  me.  Albamycin,*  as 
novobiocin  sodium,  in  bottles  of  16  and  100. 
USUAL  ADULT  DOSAGE:  1 or  2 capsules 

3 or  4 times  a day. 

SIDE  EFFECTS:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable  to  that 
of  the  other  tetracyclines  and  is  well  tolerated 
clinically.  Side  reactions  to  therapeutic  use 
are  infrequent  and  consist  principally  of  mild 
nausea  and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of 
toxicity.  In  a certain  few  patients,  a yellow 
pi£tment  has  been  found  in  the  plasma.  This 
pigment,  apparently  a metabolic  by-product 
of  the  drug,  is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver  enlarge- 
ment. 

Urticaria  and  maculopapular  dermatitis,  a few 
cases  of  leukopenia  and  agranulocytosis  have 
been  reported  in  patients  treated  with 
Albamycin.  These  side  effects  usually  disap- 
pear upon  discontinuance  of  the  drug. 
CAUTION:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of  nonsusceptible 
organisms,  constant  observation  of  the  patient 
is  essential.  If  new  infections  appear  during 
therapy,  appropriate  measures  should  be  taken. 
Total  and  differential  blood  counts  should  be 
made  routinely  during  prolonged  administra- 
tion of  Albamycin,  The  possibility  of  liver 
damage  should  be  considered  if  a yellow  pig- 
ment, a metabolic  by-product  of  Albamycin, 
appears  in  the  plasma.  Panalba  should  be  dis- 
continued if  allergic  reactions  that  are  not 
readily  controlled  by  antihistaminic  agents 
develop. 

• Trademark.  Reg.  U.  S.  Pat.  Off.  June,  1961 


Panalba 

your  broad-spectrum 
antibiotic  of  first  resort. 


The  Upjohn  Company 
Kalamazoo,  Michigan 


drugs  anonymous 


One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic- name  prescribing.  The  proponents  of  generic -name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 

How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 

Are  the  savings  worth  the  risk  of  sacrificing  quality? 

“.  . . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 


“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohil^it  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  a.ssumc  unusual  significance  where  drugs  and  health  products 
arc  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 


20 


The  Journal  of  the  Louisiana  State  Medical  Society 


NEW 


Dimetapd  Extentabsi 

let  your  sinusitis,  allergy  and  U.R.I.  patients  breathe  easier! 

DIMETAPP  Extentabs  contain  Dimetane*(parabromdylamine  [brompheniramine]  maleate)  12  mg., 
phenylephrine  HCI  15  mg.,  and  phenylpropanolamine  HCI  15  mg.,  a proved  antihistamine  and  two 
outstanding  decongestants.  The  dependable  Extentab  form  provides  sustained  relief  from  the 
stuffiness,  drip  and  congestion  of  sinusitis,  colds  and  U.R.I.  for  10-12  hours  with  a single  dose. 


A.  H.  ROBINS  CO..  INC. 
MAKING  TODAY'S  MEDICINES  WITH  INTEGRITY 


RICHMOND  20.  VIRGINIA 

SEEKING  TOMORROW’S  WITH  PERSISTENCE 


ANNOUNCING  . . . 

OUR  APPOINTMENT 
AS  DISTRIBUTORS  FOR 

THE  FOREGGER  COMPANY,  INC. 

Makers  of  Anesthesia  Equipment 
and  Accessories 

Orders  and  inquiries  will 
receive  prompt  attention. 


PEACOCK. 


SURGICAL  COMPANY  'nc. 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA^- 


Browne- McHardy  Clinics 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
New  Orleans  15,  La. 
TWinbrook  9-2376 


GRAVIER  ST.  DIVISION 
630  Gravier  St. 

New  Orleans  12,  La. 
524-1605 


VETERANS  HIGHWAY  DIVISION 
8601  Veterans  Memorial  Hwy. 
Metairie,  La. 

VErnon  3-7341 


INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  M.  D. 
Robert  C.  Judice,  M.  D. 
John  T.  Leckert,  M.  D. 

G.  Gordon  McHardy,  M.  D. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D. 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T.  Williams,  M.  D 

DERMATOLOGY 

William  Burroughs,  M.  D. 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D. 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 

GENERAL  SURGERY 

Claude  C.  Craighead,  M.  D. 
Raul  G.  Reyes,  M.  D. 

OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  Ayerst,  M.  D. 

James  M.  Todd,  Jr.,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabexies,  M.  D. 

INDUSTRIAL  MEDICINE 
Ralph  J.  McDonough,  M.  D. 


PEDIATRICS 

Carl  E.  Kemmerly,  M.  D. 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 
Diabetics 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 


22 


The  Journal  ok  the  Louisiana  State  Medical  Socie'iy 


COM.C  l*M  4AMCt  TMUlitCa 


For  a better  way  to  treat  headache, 
prescribe  Trancojorm* 


How  Trancoprin  relieves  pain:  Because  most  pain  is  accompanied  by  muscle  spasm  and  tension,  good  medical 
practice  suggests  use  of  an  analgesic  that  will  relax  skeletal  muscles  as  well  as  dim  pain  perception.  Such  an  analgesic 
is  Trancoprin  — a combination  of  aspirin  and  Trancopal®,  a proved,  safe,  skeletal  muscle  relaxant  and  tranquilizer. 
Trancoprin  can  be  prescribed  for  any  pain,  except  pain  of  such  severity  that  a narcotic  is  needed. 

Dosage:  Adults,  2 tablets  three  or  four  times  daily;  children  (5  to  12  years), 

1 tablet  three  or  four  times  daily.  Each  tablet  contains  300  mg.  of  aspirin 
and  50  mg.  of  Trancopal  (brand  of  chlormezanone).  Bottles  of  100  tablets. 
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in  its  completeness 


3S 


LP  L*-LS  I 


Digitalis 

(Oavia*.  Rom) 

0.1  Gram 

(tHflL  •r«in«) 

!«w  prohibits  dUpoiu- 
•ng  Mitboot  pc»«cHp> 
tion.  

•MIU.  MSE  I Cl..  IM. 

*«tH,  Hsu..  I It 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  & Co.,  Ltd. 
Boston,  18,  Mass. 


OCHSNER  CLINIC 

ANNOUNCES  THE  ASSOCIATION  OF 

ROBERT  E.  BARRON,  III,  M.  D. 

NEUROLOGY 

R,  HAROLD  COX,  M.  D. 

OTORHINOLARYNGOLOGY 

CHRISTIAN  HAINDEL,  M.  D. 

OTORHINOLARYNGOLOGY 

FRANK  T.  McPherson,  m.  d. 

PROCTOLOGY 

JAMES  F.  RICHARDS,  JR.,  M.  D. 

ORTHOPEDIC  SURGERY 

FRANK  A.  RIDDICK,  JR.,  M.  D. 

INTERNAL  MEDICINE 

OCHSNER  CLINIC 

New  Orleans 


MAIN  BUILDING:  Prytania  & Aline  Sts. 
BRENT  HOUSE  DIVISION:  1512  Jeff jrson  Hwy. 

TWinbrook  9-3471 


! 

THE  EARLE  JOHNSON  I 

SANATORIUM  | 

DEMPSEY  T.  AMACKER,  M.  0.  | 

Medical  Director 

I 

I 

Specialized  treatments  in  mental  disorders  and 
alcoholic  and  drug  addictions. 

A limited  number  of  custodial  cases  accepted. 

Fireproof  Buildings 
Lovely  Gardens  and  Grounds 
Healthful  Location  — All  Private  Rooms 
Excellent  Staff 

"The  Hospital  Atmosphere  is  Avoided" 

WRITE  P.  O.  DRAWER  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 
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vertigo  is  reversible 


M/vert  stops  vertigo 

moderate  to  complete 
relief  of  symptoms 
in  9 out  of  10  patients^ 

Prescribe  one  ANTIVERT  tablet  (or  1-2  teaspoonfuls  ANTIVERT  syrup)  3 times  daily,  before 
each  meal,  for  prompt  relief  of  vertigo,  Meniere’s  syndrome  and  allied  disorders.  Side  effects 
are  short-lived,  usually  only  harmless  flushing  and  tingling  associated  with  vasodilation.  As 
with  all  vasodilators,  ANTIVERT  is  contraindicated  in  severe  hypotension  and  hemorrhage. 

Supplied:  Small  blue-and-white  scored  tablets  (meclizine  HCI  12.5  mg.  and  nicotinic  acid 
50  mg.)  in  bottles  of  100.  Syrup  (each  5 cc.  teaspoonful  contains  meclizine  HCI  6.25  mg.  and 
nicotinic  acid  25  mg.)  in  pint  bottles.  Prescription  only.  Bibliography  available  on  request. 

Reference:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month.  38:738  (Sept.)  1959. 

And  for  your  aging  patients-  New  York  17,  n.y. 

NEOBON*  Capsules  Division,  Chas.  Pfizer  & Co.,  Inc. 

five-factor  geriatric  supplement  Well-Being® 
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‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


r 


‘CORTISPORIN’ 


brand  Ointment 


Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

'Cortisporln'® 

'Aerosporin'*  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

‘/j  02.  and  Ya  oz. 
(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Y2  oz.  and  Vi  oz. 
(with  ophthalmic  tip) 

Tubes  of  Vi  oz.  and 
Vi  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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WHENEVER  COUGH  THERAPY 
IS  INDICATED 


THE  COMPLETE  Rx  FOR  COUGH  CONTROL 


cough  sedative  / antihistamine 
nasal  decongestant  j expectorant 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 
Hycodan® 

Dihydrocodeinone  Bitartrate  . . 5 mg.1 

(Warning;  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mg.J 

Pyrilamine  Maleate  12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride ...  60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals  and  at,-: 
bedtime.  May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


•II  « Pat  0 MO  400 


Lifts  depression... 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a feiv  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


as  it  calms  anxiety! 

Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
rapidly  and  safely 


Balances  the  mood  — no  “seesaw” 
effect  of  amphetamine -barbiturates 
and  energizers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
—they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation— often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Blbllogrraphy  (13  clinical  stndies,  858  patients Alexonder,  1.  (35  potienis):  Chemotherapy 
of  depression  — Use  of  meprobomote  combined  with  benoctyzine  (2-diethylominoethyl  benzilote)  hydrochlo- 
ride. J.A.M.A.  166:1019,  Morch  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients);  Meprobamate 
and  benaclyzine  hydrochloride  (Deprol)  as  adjunctive  therapy  for  patients  with  advanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobomote  ond  benoctyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  L.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  potients):  Treatment  of  depressive  stotes  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C.  (31  potients):  On  mentol  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  potients);  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
2f;215,  April  1960.  7.  Landman,  M.  E.  (50  potients):  Clinicol  trial  of  a new  ontidepressive  agent.  J.  M.  Soc. 
New  Jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speore,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  ond  Ceresia,  G.  B.  (128  patients):  Treatment  of  depression  - New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959  . 9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treotment  of  chronic  broin  syndrome,  schizophrenia  and  senility. 
J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchworger,  A.  (87  patients):  Use  of 
Deprol  (meprobomote  combined  with  benoctyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients):  Treatment  of  depression  in  the 
elderly  with  a meprobomote-benoctyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients);  Treotment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopoth.  In  press,  April-June  1960. 


Deprol^* 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition:!  mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

WALLACE  LABORATORIES /Craribury,  N.  J. 


CD-2843 


1 

1 


WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestions 


biliary  dysfunction  and  NEO 


NEOCHOLAN® 


CONSIDER 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides;  Dehydrocholic  Acid  Compound. 
P-M  Co.  265  mg.  {Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6,  INDIANA 


:!() 
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Acts  as  well 
in  people 
as  in 

test  tubes 


in  vivo 
neutralizes 
40  to  50  per  cent 
faster  — 
twice  as  long  at 
pH  3.5  or  above 


pH  ---  

Intragastric  pH  measurements^  in  tl  patients  with  peptic  ulcer 

^ ° 4 9 4.9  4.9 

/ Neufrolizafion 

4 5 / with  new  Creomalln  4.5 


New  Creamaliir 

Antacid  Tablets 

Buffers  fast’ * for  fast  relief  of  pain- 
takes  up  more  acid 

Heals  ulcer  fast— action  more  prolonged  in  vivo 

Has  superior  action  of  a liquid,  with  the 
convenience  of  a tablet^ 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive  dried  aluminum  hydroxide  gel  (stabilized 
with  hexitol)  with  75  mg.  of  magnesium  hydroxide.  New  Creamalin 
tablets  are  pleasant  tasting  and  smo>>th,  not  gritty.  They  do  not  cause 
constipation  or  electrolyte  disturbance. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  needed. 

Peptic  ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours. 

How  Supplied:  Creamalin  Tablets,  bottles  of  50, 100,  200  and  1000. 

Also  available:  New  Creamalin  Liquid  (1  teaspoon  = 1 tablet), 
bottles  of  8 and  16  fl.  oz. 

References:  1.  Schwartz,  I.  R.:  Current  Therap.  Res.  3:29,  Feb.,  1961. 

2.  Beekman,  S.  M.:  /.  Am.  Pliarm.  A.  (Scienl.  Ed.)  49:191,  April,  1960. 

3.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L. : J.  Am.  Pharm.  A. 

(Scient.  Ed.)  48:381,  July,  1959.  4.  Data  in  the  files  of  the  Department 

LABORATORIES  of  Medical  Research,  Winthrop  Laboratories.  5.  Hinkel,  E.T.,  Jr.  ; Fisher,M.P., 

New  York  18,  N.Y.  and  Tainter,  M.  L.:  J.  Am.  Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 
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ItDIBlI  LABOR 


when  your  patient  needs 
a potent  steroid . . . simplified  control 
of  subacute  or  chronic  disease . . . 


I 


TRIAMCl.NOLONK 


Diacetate  Parenteral  Suspension  Lederle 


highly  effective  repository  action  with  single, 
or  infrequent,  I.M.  injections 


Single  I.M.  doses  of  ARISTOCORT  FORTE  4 to  7 times  the  usual  daily  oral 
dose  can  control  symptoms  4 to  7 days,  or  even  longer  — sometimes  up  to  4 weeks 
in  responsive  conditions. . . . Total  amount  of  steroid  required  is 
often  less  than  with  oral  forms.  Thus,  steroid  side  effects  are 
minimized.  Another  advantage  of  ARISTOCORT  FORTE : may 
be  given  through  a small-gauge  needle,  causing  the  patient  no 
discomfort . . . plus  the  special  advantages  of  triamcinolone. 


LEDERLE  LABORATORIES 

A Division  of  AMERICAN  CYANAMID  COMPANIT.  Pear!  River,  New  York 


INDICATIONS:  Asthma  and  other  allergies,  including  allergic  rhinitis^ 
hay  fever,  drug  reactions ; dermatoses,  including  psoriasis,  poison  ivy, 
urticaria,  atopic  eczema,  pruritus;  rheumatoid  arthritis  and  other 
musculoskeletal  conditions. 


11 


ARISTOCORT  FORTE  Parenteral  — a suspension  of  40  mg./cc.  of 
triamcinolone  diacetate  micronized  in:  polysorbate  80  USP  . . . 0.20%; 
polyethylene  glycol  4,000  USP  . . . 3%  ; sodium  chloride  . . . 0.85%; 
benzyl  alcohol . . . 0.90%  ; water  for  injection  q.s. . . . 100%; 
hydrochloric  acid  to  approx.  pH  6. 

Not  For  Intravenous  Use 

Request  complete  information  on  indications,  dosages,  precautions  and 
contraindications  from  your  Lederle  representative,  or  write  to 
Medical  Advisory  Department. 


For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

RiboHavm 

Niacinamide 

Vitamin  C 

Pyndoxme  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B12 


25,000  U.  S.  P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  (Quality  — the  Priceless  Ingredient 

'Theragran'*  is  a Squibb  trademark 
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**nutntion... present  as  a modifying  or  complicat- 
ing factor  in  nearly  e\  erv  illness  or  disease  state^^ 


1.  Youmans,  J.  B.:  Am  J.  Med.  25  659  (Nov.)  1950 


cardiac  diseases  “\Vho  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  H-comj)lex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  * 2 Kampmeter,  R.  H Am.  J.  wed  25:662  iNov  ) 1968 

arthritis"  It  is  our  practice  to  })rescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adetpiacy  . . 


3 Fernandez-Herlihy.  L Lahey  Clinic  Bull  11 12  (July-Sept ) 1958 


digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

Upep'IY'pl'v  f^oiinnl  4.  Sebrell.  W H : Am.  j Med  25  673  (Nov.)  1958  5.  Pollack,  H.  and  Halpern,  S.  L.:  Therapeutic  Nutrition. 

V>*ULII1C11.  National  Academy  of  Sciences  and  National  Research  Council.  Washington,  D C..  1952,  p.  57 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.’’’  6.0verhoIser,  W . and  Fong.  T.C  C.  in  Stieglitz.  E.  J.:  Geriatric  Medicine.  3rd  edition.  J,  B,  Lippincott.  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.’  ? Goldsmith,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences.  New  York  City.  Oct.  7 and  8. 1960.  Reported  in:  Medicai  Science  8:772  (Dec.lO)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  recjuire  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.’’® 

8 Duncan  G G--  Diseases  of  Metabolism  4th  edition  W B.  Saunders,  Philadelphia,  1959,  p 812  9 Pollack,  H.;  Am  J.  Med  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SOUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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in  abdominal  distention 


Associated  with  air  swallowing,  functional  indigestion,  spastic 
colitis,  diverticulitis,  peptic  ulcer,  postoperative  gas. 


The  original  brand  of  methylpolysiloxane 


FOAM  BEFORE  SILAIN 


FOAM  AFTER  SILAIN 


a gastrointestinal 

DEFROTHICANr 

Air  swallowing,  abnormal  peristalsis  or  “nervous 
indigestion"  accelerates  foaming.  Foam  and  froth 
increase  the  volume  of  gastrointestinal  contents 
causing  discomfort. 

SILAIN  dispels  foam  and  froth 

Even  normal  peristalsis  may  produce  thick,  viscous 
foam  in  the  presence  of  gastric  mucin  and  gas  form- 
ing digestive  processes. 

SILAIN  reduces  increased  volume 

By  lowering  interface  cohesion,  Silain  breaks  down 
the  gas  bubbles  reducing  the  foam  to  a liquid. 

SILAIN  provides  fast  relief 

Relief  occurs  promptly  when  foam  is  broken— en- 
trapped gas  is  liberated  for  normal  absorption  or 
eliminated  by  belching  or  passing  flatus— volume 
decreases  immediately. 

SILAIN  is  safe 

A single  non-toxic  compound,  Silain  acts  physi- 
cally with  no  effect  on  gastrointestinal  motility. 

FORMULA:  Each  tablet  contains  50  mg  methylpolysiloxane. 

DOSAGE:  1 or  2 tablets  after  meals  or  more  frequently  if  necessary. 

AVAILABLE:  50  mg.  tablets  in  bottles  of  100. 

Clinical  trial  supply  on  request 

♦DEFROTHICANT—  The  property  of  preventing  and  eliminating  foam. 

U.  S.  Patent  No  2,951,011 


PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis,  Tennessee 
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in  peptic  nicer,  hyperacidity,  heartburn 


Control  Gastric 

GAS  ACID 


TABLETS 


DEFROTHICANT  ANTACID 


SILAIN-GEL  non-fatiguing,  fruit-mint  taste 

Releases  Gas— The  unique  physical  property  of  SiLAiN  breaks 
the  frothy  bubbles  liberating  the  gas  for  elimination. 

Neutralizes  Acid— Specially  balanced  antacid  formulation  pro- 
vides efficient  neutralization. 

DOSAGE— 2 tablets  after  meals  and  at  bedtime.  The  safety  of  Silaln-Gel  permits  administration  as  often 
as  necessary. 

FORMULA— Each  tablet  contains:  methylpolysiloxane  25  mg.;  magnesium  hydroxide  85  mg.;  co-precipi- 
tated  magnesium  carbonate  and  aluminum  hydroxide  282  mg. 

REFERENCES 

1.  Roth.  J.L.A.  and  Bockus,  H.L.:  Aerophagia— Med.  Clin.  N.  Am.  iJ;1673  (Nov.)  1957 

2.  Alvarez.  W.C.:  Gas  in  the  Bowel:  An  Introduction  to  Gastroenterology;  Paul  B.  Hoeber, 
Inc.  Alvarez.  W.C.;  Syndrome  of  Reverse  Peristalsis:  Ibid 

3.  Barondes.  R.  de  R.  et  al:  The  Silicones  in  Medicine.  Mil.  Surg.  106:378,  1950 

4.  Cutting.  W.:  Toxicity  ol  Silicones.  Stanford  M.  Bull.  10:23  (Feb.)  1952 

5.  Dailey.  M.  and  Rider,  J.;  Silicone  Antifoam  Tablet  in  Gastroscopy.  J.A.M.A.  155:859 
(June)  1954 

6.  Rider.  J.A.  and  Moeller,  H.C.:  Use  of  Silicone  in  the  Treatment  of  Intestinal  Gas  and 
Bloating.  J.A.M.A.  174:2052  (Dec.)  1960 

7.  Rider.  J.A. ; Intestinal  Gas  and  Bloating;  Treatment  with  Methylpolysiloxane.  Am.  Pract. 
& Digest  Treat.  11:52  (Jan.)  1960 


PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis,  Tennessee 
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IN  GOLDS  AND  SINUSITIS- 

THE  RIGHT  AMOUNT  OF  “INNER  SPACE” 

Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 


LABORATORIES 
New  York  18,  N.  Y. 


NEO-SYNEPHRINE' 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 

For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
%%  to  f%;  8nd  in  aromatic  solution  and  water 
soluble  jelly. 
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Capla  acts  centrally 
at  the  brainstem  vasomotor  center 


Capla  reduces  blood  pressure  by  act- 
ing predominantly  at  the  brainstem 
vasomotor  center;  is  not  a ganglionic 
blocker.  It  produces  no  depression, 
no  postural  hypotension,  no  nasal 
congestion,  no  gastric  hyperacidity. 
Transient  drowsiness  sometimes  oc- 
curs, usually  at  higher  dosage. 

New  therapy 

Alone,  Capla  is  highly  effective  for 
mild  to  moderate  hypertension.  In 
more  severe  cases,  it  can  be  com- 
bined with  diuretics  or  peripherally 
acting  antihypertensives. 

Literature  and  samples 


Proved  effective  in  clinical  use 

Capla  reduces  both  systolic  and  di- 
astolic pressure  usually  in  propor- 
tion to  pre-therapy  levels.  Patients 
on  Capla  often  report  a mild  calm- 
ing effect.  Capla  has  proved  excep- 
tionally well  tolerated  in  clinical  use 
and  has  no  known  contraindications. 

RECOMMENDED  DOSAGE:  One  tablet  3 or 
4 times  daily,  before  meals  and  at  bed- 
time. Dosage  should  be  adjusted  to  in- 
dividual requirements. 
composition:  each  white,  scored  tablet, 
contains  300  mg.  of  Capla  (mebuta- 
mate,  Wallace). 

SUPPLIED:  bottles  of  100  tablets. 

to  physicians  on  request. 


CAPLA 

Central  Acting  Pressure  Lowering  Agent 

Wallace  Laboratories,  Cranbury,  New  Jersey 


CLINICAL  & PHARMACOLOGICAL  REPORTS  1.  Berger. 
F.  M.,  and  Margolin,  S. : A Centrally  Acting  Blood  Pressure 
Lowering  Agent  (W-583).  Fed.  Proc.  20:113  (March)  1961. 
2.  Diamond,  S.,  and  Schwartz,  M.  Scientific  Exhibit  at  HI. 
State  Med.  Soc.  Chicago.  (May)  1961.  3.  Douglas,  J.  F. 
Ludwig,  B.  J.,  Ginsberg.  T.  and  Berger,  F.  M.;  Studies  on 
W-583  Metabolism.  Fed.  Proc.  20:113  (March)  1961.  4. 
Duarte,  C.,  Brest,  A.  N..  Kodama,  R„  Naso,  F„  and  Moyer, 
J.  H.:  Observations  on  the  Antihypertensive  Effectiveness 
of  a New  Propanediol  Dicarbamate  (W-583).  Curr.  Ther. 


Res.,  2:148-52  (May)  1960.  5.  DuChez,  J.  W.,  Scientific  Ex- 
hibit at  Amer.  Academy  of  Gen.  Practice,  Miami,  (April) 
1961.  6.  Kletzkin,  M.,  and  Berger,  F.  M.:  A Centrally  Acting 
Antipressor  Agent.  Fed.  Prod.  20:113  (March)  1961.  7. 
Mulinos,  M.  G.,  Scientific  Exhibit  at  Amer.  Coll.  Card.  New 
York,  (May)  1961.  8.  Mulinos,  M.  G.,  Saltefors,  S„  Boyd, 
L.  J.  and  Cronk,  G.  A.:  Human  Pharmacology  Studies  with 
W-583.  Fed.  Proc.  20:113  (March)  1961.  9.  Shubin,  H.,  Sci- 
entific Exhibit,  Amer.  Coll.  Card.  New  York,  (May)  1961. 


A new  drug 

that  works  in  a new  way 
to  control  blood  pressure 
without  serious  side  effects 


I 


TRIPLE  SULFA  THERAPY  is  safe 
at  levels  of  pH  5.5  orlower  where 
the  possihility  of  crystalluria 
would  be  greatest. 


TRl-AZO-MUL 

TRI-AZO-TAB 


TRl-AZO-MUL 


Each  100  cc  contains: 


Sulfadiazine  

..  3.381 

gm. 

( Microcrystalline ) 

Sulfamerazine  

..  3.381 

gm. 

( Microcrystalline ) 

Sulfamethazine  

..  3.381 

gm. 

( Microcrystalline ) 


In  a palatable,  stable  emulsion  pleas- 
antly flavored  with  True  Raspberry 
Flavor.  Each  average  teaspoonful  ( 80 
min.)  represents  .5  gm.  (7.7  grs. ) of 
three  combined  sulfa  drugs  in  sus- 
pension. Supplied  in  pint  bottles  only. 

CONTRAINDICATIONS:  Sulfonamides 
are  potent  drugs,  and  imay  cause  tox- 
ic reactions.  Sulfonamides,  therefore, 
should  be  given  only  under  constant 
supervision  of  a Physician. 


IN  OUR  61ST  YEAR 


• TRI-AZO-TAB 

Each  tablet  represents: 

Sulfadiazine  ...0.166  gm.  (2.57  gr. ) 
Sulfamerazine  ..0.166  gm.  (2.57gr.) 
Sulfamethazine  .0.166  gm.  (2.57  gr.) 

Available  in  White  or  Pink  colored 
tablets  in  bottles  of  100,  500  or  1,000. 

TRl-AZO-MUL  (citrated)  offers  the 
same  formula  as  TRl-AZO-MUL 
(plain)  with  sodium  citrate  (17.5 
gm. ) . 


@ First  Texas 

9^/iuifnac€4ilica/:^,  ,^nc, 

DALLAS 


1 
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Another  Established  Need  Product  .... 

Serving  the  phi/sirian's  veeda  since  1901 
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benzthiazide 


in  edema 


and  hypertension 
achieves  82%  of 


its  diuretic  effect 


in  six  hours 


NaClex  works  fast.  Does  its  work  quickly, 
thoroughly,  safely— then  lets  your  patient 
rest.  Completes  82%  of  its  excess  fluid  loss 
within  6 hours,  over  96%  within  12  hours^ 

. . . an  unsurpassed  potency.  Useful  also  in 
long  or  short-term  treatment  of  congestive 
heart  failure,  obesity,  pre-menstrual  tension; 
50  mg.  tablets. 

i.  Ford,  R.  V.:  ‘‘Human  Pharmacology  of  a 
New  Non-Mercurial  Diuretic;  Benzthiazide,” 
Cur.  Ther.  Research,  2:51,  1960. 

For  more  information,  ask  your  Robins 
representative  or  write:  ^ 


A.  H.  Robins  Company,  Inc. 

Richmond  20,  Virginia  , . 


« 
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AN  AMES  GLINIQUIGK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetiG  Gontrol  & 
Quantitation  of  urine-sugar 

In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  \we  have.'  Routine  testing,  ho\wever, 
should  not  only  detect,  but  also  determine  the 
quantity  of  brine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore,  day-to-day 
control  of  diabetes  is  in  the  patient’s  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  \Nhich  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


\K 


/ 


V ^ ^ 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.^  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  Vi%,  ¥2%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%.^  Your  nurse 
j or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
I them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 


(1)  Danowski,  T.  S.:  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7:398,  1958. 


FOR  PRAGTIGAL  AGGURAGY  OF  URINE-SUGAR  QUANTITATION 


COLOR-CALIBRATED 


CLINITEST 

s"«No  Reagent  Tablets 


Standardized  urine-sugar  test. ..with 
GRAPHIC  ANALYSIS  RECORD 
A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  .re- 
fill contains  this  physician-patient  aid.  oitei 


AMES 

COMMMT  me 
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^~Phere’s  a lot  of  satisfaction  in  pointing  out  some- 
thing  good  to  a friend.  That's  why  it  sometimes 
happens  that  one  cigarette  out  of  a pack  of  Dual  Filter 
Tareytons  never  does  get  smoked. 

People  Tjpen  it  to  show  its  remarkable  Dual  Filter 
containing  Activated  Charcoal.  They  may  not  kno\v 
why  it  works  so  well,  but  they  do  know  this:  it  brings 
out  the  best  taste  of  the  best  tobaccos.  Yes,  Tareyton 
delivers  the  flavor  . , . and  the  Dual  Filter  does  it! 

Try  a pack  of  Dual  Filter  Tareyton.  \^e  believe  the 
extra  pleasure  they  bring  will  soon  have  you  passing 
the  good  word  to  your  friends. 


Tareyton  delivers  the  flavor  . . . 
DUAL  FILTER  DOES  IT! 

HERE’S  HOW  : 1.  It  combines  a 
unique  inner  filter  of  ACTIVATED 
CHARCOAL  . . . definitely  proved  to 
make  the  taste  of  a cigarette  mild  and 
smooth  . . . 

2.  with  a pure  white  outer  filter.  To- 
gether they  select  and  balance  the 
flavor  elements  in  t he  smoke.  Tareyton’s 
flavor-balance  gives  you  the  best 
taste  of  the  best  tobaccos. 


your  iriends.  r W 1 t 

DUAL  FILTErTQ  TCytOTl 

Product  of  ijLru%(je<vn  is  our  middle  name  © A.  T.  Off. 
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MrtWN 

children 


f^»t/a/t 
•*>  T*«i,«t* 


And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- IVi  grain  flavored 
tablets- Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


THE  BAYER  COMPANY.  DIVISION  OF  STERLING  DRUG  INC..  1450  BROADWAY.  NEW  YORK  18.  N.  Y 


Living  up  to 
a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 


Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world's  first  aspirin. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 


0AVER 


0AVEfi 


\'A  Grs.  Ea 
FLAVORED 


I 

I 


[ 
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POWERFUL  DIFFERENCE 


AVith  the  G-E  Patrician  “200”  diagnostic  x-ray 
package,  you  can  enjoy  savings  and  still  not 
sacrifice  needed  poioer.  This  is  important.  For, 
only  ample  x-ray  output  will  assure  you  ex- 
posure sjieed  sufficient  to  o\ercome  common 
motion-blurring  jjroblems.  The  Patrician  com- 
bination^provides  this  and  more  in  every  detail 
for  radiography  and  fluoroscopy.  For  example: 
full-size  81"  tilting  table  . . . independent  tube- 
stand  . . . counterbalanced  (not  counterpoised) 
fluoroscopic  screen  or  spot-film  device  . . . fine 
focus  x-ray  tube  . . . fluoroscopic  shutter-limit- 
ing device  to  confine  radiation  to  screen  area 

DIRECT  FACTORY  BRANCHES 

NEW  ORLEANS 

7715  Edinburgh  St.  • HUnter  8-7742 
SHREVEPORT 

1839  Line  Ave.  • Phone  42  2-8743 


. . . automatic  x-ray  tube  overload  protection. 

Ask  about  renting:  Through  the  G-E 
Maxiservice®  plan,  you  can  have  this  com- 
plete Patrician  “200,”  plus  maintenance,  parts, 
tubes,  insurance,  and  paid-up  local  taxes  — 
all  wrapped-up  by  a modest  monthly  fee. 
Details  available  from  your  G-E  x-ray  repre- 
sentative listed  below. 

^vgress  k Our  Most^  Importing  "^ot/ucf 

GENERAL^  ELECTRIC 


RESIDENT  REPRESENTATIVE; 

BATON  ROUGE 
C.  A.  Ebersbaker 

2451  Honeysuckle  Ave.  • Dickens  2-2308 


...motion- Stopping  radiographic  speed 
is  built  into  every  Patrician  “200” 
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effective,  palatable,  economical 

Cremosuxidine®[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 

Chocolate-mint  flavored... readily  accepted  by  patients  of  all  ages. 

Additional  information  on  CRCMOSUXIDINE  Is  available  to  physicians  on  request. 

MERCK  SHARP  & DOHME,  division  of  merck  & co.,  inc.,  west  point,  pa. 


40 


The  Jouhnal  of  the  I»uisiana  State  Medical  Society 


Put  your 
low-back  patient 
back  on  the  payroll 

Soma  relieves  stiffness 
—stops  pain,  too 

YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  reUef 
while  it  relaxes  muscle  spasm. 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 


(g,  i carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


1 TABLET  Q.I.D. 


PSYCHIATRIC  HOSPITAL 


DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  CENTER 


PERRY  C.  TALKINGTON,  M.  D.,  Clinical  Director 
CHARLES  L.  BLOSS,  M,  D.,  Medical  Director 
Associate  Psychiatrists 
HOWARD  M.  BURKETT,  M.  D. 

JAMES  K.  PEDEN,  M.  D. 

WARD  G.  DIXON,  M,  D. 

JERRY  M,  LEWIS,  M.  D. 

C.  L.  JACKSON,  M.  D. 

RALPH  M,  BARNETTE,  JR.,  B.  B.  A.,  Business  Manager 


Clinical  Psychology 
PHILIP  ROOS,  PH.  D. 

DONALD  BERTOCH,  M.A. 

Social  Work 

BILL  M.  TURNAGE,  M.S.S.W. 

ROBERT  L.  COATES,  M.S.S.W. 

GERALDINE  SKINNER,  B.S.,  O.T.  R.,  Director  of  Occupational  Therapy 
LOIS  TIMMINS,  PH.D.,  Director  of  Recreational  Therapy 
FRANCES  LUMPKIN,  R.  N,,  B.S.,  Director  of  Nurses 


Evergreen  1-2121 


Dallas  21,  Texas 


P.O.  Box  1769 


One  ont  of  three  who  died  of  cancer 

last  year  could  have  been  saved! 


To  alert  the  practicing  physician  to  suspect  anrl  diagnose  cancer  early  — 
the  American  Cancer  Society  has  available  for  you  a film  series  of 
I’hysicians’  Conferences  on  Cancer. 

“Kinescopes  of  live,  color,  closed-circuit  television  programs, on 
early  diagnosis  and  treatment  of  cancer,  present  outstanding  clinicians. 

These  24  film  programs  — the  nucleus  of  a course  on  cancer  for  the 
General  Practitioner  — cover  virtually  all  cancer  sites  and  types. 

They  center  around  panel  discussions,  laboratory  techniques,  case 
histories,  x-ray  findings,  histopathology,  statistical  data, 
and  operative  procedures. 

Professional  Films  and  services  available  to  the  doctor  in  his  own 
community  may  he  obtained  through  your  Division  of  the 


American  Cancer  Society 


• APPROVED  BY  THE  AMERICAN  ACADEMY  OF  GENERAL  PRACTICE  FOR  INFORMAL  STUDY  CREDIT  |TA  MM  COLOR  SOUND  FILMS.  RUNNING  TIME  30  SO  MINUTES) 


AMERICAN  CANCER  SOCIETY,  Louisiana  Division,  Inc.,  822  Perdido  Street,  New  Orleans  12,  La. 
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Day  and  night- 
less wheezing, 
coughing,  labored 
respiration  in 
chronic  bronchitis 
and  emphysema 

New  Isuprel  Compound  Elixir  is  a bal- 
anced expectorant  bronchodilator.  It 
contains  potassium  iodide  to  promote  ex- 
pectoration and  relieve  dry  cough.  Its 
three  bronchodilators,  Isuprel,  ephedrine, 
and  theophylline,  keep  bronchi  continu- 
ously dilated.  Luminal  is  included  to  ne- 
gate possible  side  effect  from  adrenergic 
medication  and  to  provide  very  mild 
sedation  for  the  patient. 

New  Isuprel  Compound  Elixir  alleviates 
symptoms. ..prolongs  relief  in  chronic 
bronchitis  and  emphysema. 

Each  good-tasting  vanilla-flavored  tablespoon 


(15  cc.)  contains: 

Isuprel®  (brand  of  isoproterenol)  HCl  ...  2.5  mg. 

Ephedrine  sulfate  12  mg. 

Theophylline  45  mg. 

Potassium  iodide 150  mg. 

Luminal®  (brand  of  phenobarbital) 6 mg. 

Alcohol  19% 


Adult  Dose:  2 tablespoons  3 or  4 times  daily. 
How  Supplied:  Isuprel  Compound  Elixir  is  sup- 
plied in  bottles  of  16  fl.  oz. 

New 

ISUPREC 

compound 

ELIXIR 


LABORATORIES 
New  York  18.  N.Y. 

ISUPREL  AND  LUMINAL.  TPAOEMARAS  REQ-  U S-  PAT.  Off. 
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THE  PHYSICIAN  AND  THE  CANCER  PATIENT 

The  American  Cancer  Society  is  concerned  with  the  total  can- 
cer problem.  A crucial  part  of  this  problem  relates  to  the  cancer 
patient  and  his  family.  To  help  the  medical  profession  explore 
ways  and  means  of  meeting  the  patient’s  special  needs,  the  scien- 
tific session  of  the  Society’s  next  Annual  Meeting  at  the  Hotel 
Biltmore  in  New  York  City,  October  23-24,  1961,  will  be  devoted 
to  “The  Physician  and  the  Total  Care  of  the  Cancer  Patient.” 
Various  specialists  will  examine  the  psychological  and  physical 
problems  facing  the  cancer  patient  and  his  family.  Consideration 
will  be  given  to  such  topics  as  decisions  in  the  early  care  of  the 
cancer  patient,  counselling  the  cancer  patient,  what  the  patient 

i 

should  be  told,  care  of  the  advanced  cancer  patient,  society’s 
role  in  service  to  the  cancer  patient. 

Through  such  meetings,  the  American  Cancer  Society 
serves  the  medical  profession  by  providing  a forum  for 
an  exchange  of  information  and  experience  concerning  the 
cancer  patient. 
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other  che^vable  vitamin  tablets... as  much 
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Efftcacy  of  proptonyl  erythromycin  and  its  lauryl  sulfate  salt  i 
803  patients  with  common  bacterial  respiratory  infections 

Tonsillitis* 

92.3% 

235  patients 

Acute  Streptococcus  PharynpiUs* 

88.3% 

317  patients 


Bronchitis*  (Bacterial  Complications) 

95.3% 

85  patients 


Pneumonia* 

88.6% 

166  patients 


J 


Ilosone® 
works 
to  speed 
recovery 


•References  available  on  request. 

The  usual  dosage  for  infants  and  children  under  twenty-five  pounds  is  5 mg.  per 
pound  every  six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours. 
For  adults  and  children  over  fifty  pounds,  the  usual  dosage  is  250  mg.  every  six  hours. 

In  more  severe  or  deep-seated  infections,  these  dosages  may  be  doubled. 

Available  as:  Pulvules® — 125  and  250  mg.  f;  Oral  Suspension — 125  mg.  f per  5-cc. 
teaspoonful;  and  Drops — 5 mg.  f per  drop. 

Product  brochure  available;  write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

Ilosone'^  (proplonyl  erythromycin  ester  lauryl  sulfate,  Lilly) 

fBase  equivalent  I3 
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INFLUENZA  SEASON 


Dr.  Luther  L.  Terry,  Surgeon  General  of  the  Public 
Health  Service,  reported  recently  that  an  upswing  in  the 
influenza  cycle  is  likely  to  hit  this  country  during  the  fall 
and  winter. 

He  recommended  immediate  vaccinations  for  persons 
in  the  three  groups  which  accounted  for  most  of  the  86,000 
flu-triggered  deaths  between  September,  1957  and  March, 
1960.  These  groups  are:  Persons  with  heart  disease,  pul- 
monary disease,  diabetes  and  other  chronic  illnesses;  per- 
sons over  65,  and  pregnant  women. 

“We  are  probably  due  for  some  Asian  flu  outbreaks, 
since  they  come  in  2 to  3 year  cycles,  and  we  are  overdue 
for  Type  B flu  outbreaks  which  come  in  4 to  6 year  cycles,” 
Dr.  Terry  said.  “Asian  flu  has  been  dormant  here  since 
March,  1960  and  it  has  been  more  than  six  years  since  we 
had  much  Type  B flu  in  this  country.” 

Both  types  of  flu  were  prevalent  in  other  countries  in 
the  1960-61  flu  season,  notably  in  England  where  flu  was 
the  direct  cause  of  more  than  1,000  deaths  and  the  indirect 
cause  of  several  more  thousands.  In  1951,  when  England 
had  a similar  epidemic,  it  reached  this  country  the  follow- 
ing year.  Dr.  Terry  noted. 

The  Public  Health  Service  is  alerting  physicians  and 
health  officers  to  include  flu  immunization  in  medical  care 
provided  under  public  assistance  programs. 
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lOTTlKO  UNDfl  authority  OF  THE  COCA  COIA  COMPANY  BY 


THE  LOUISIANA  COCA-COLA  BOTTLING  CO.,  LTD. 


Prescription  Headquarters  Since  1905 


ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

FEBRUARY  27,  28,  MARCH  1 AND  2,  1962 
PALMER  HOUSE,  CHICAGO 

Lectures  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFER- 
ENCE should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now 
to  attend  and  make  your  reservation  at  the  Palmer  House. 
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How  to  use 


He  needs  his  muscles  working  properly— 
when  they  aren^t,  he  needs 


Trancopal 


for 

painful  muscles 

when  a muscle  is  strained,  it 
goes  into  a spasm  that  produces 
pain;  this  is  followed  by  more 
spasm  for  splinting,  and  then 
more  pain. 

When  you  prescribe  Tranco- 
pal, you  break  this  vicious  cycle 
and  relieve  the  patient’s  dis- 
comfort. Trancopal  will  ease 
the  spasm  and  consequently  the 
pain,  and  its  mild  tranquilizing 
effect  will  make  the  patient  less 
restless.  You  can  then  start  him 
on  purposeful  exercise  or  phy- 
sical therapy. 

In  addition  to  its  usefulness 
in  syndromes  resulting  from 
overstraining  (such  as  low  back 
pain  or  tennis  elbow),  Tranco- 
pal will  relax  the  spasm  and 
pain  that  are  features  of  torti- 
collis, bursitis,  fibrositis,  myo- 
sitis, ankle  sprain,  osteoarthri- 
tis, rheumatoid  arthritis,  disc 
syndrome  and  postoperative 
muscle  spasm.  Trancopal  is 
available  in  200  mg.  Caplets® 
(green  colored,  scored)  and  in 
100  mg.  Caplets  (peach  col- 
ored, scored ) , bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200 
mg. ) three  or  four  times  daily; 
children  (5  to  12  years),  from 
50  to  100  mg.  tlu'ee  or  four 
times  daily. 
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New  York  18.N.Y. 


1626M 


2 


The  Journal  of  the  I^ouisiana  State  Medical  Society 


Dear  Doctor: 


Reports  from  our  representatives  indicate  that  many  physicians  would  appreciate 
simplification  for  prescription-writing  purposes  of  the  names  of  Terramycin  products  In 
both  the  “plain”  and  the  “Cosa”  dosage  forms. 

The  “Cosa”  forms  originated,  you  may  recall,  on  the  basis  of  clinical  evidence  of  enhanced 
antibiotic  absorption  when  glucosamine  is  employed  in  oral  administration.  I'o  permit  each 
physician  individually  to  study  this  evidence  and  choose  which  form  he  would  prefer  to 
prescribe,  we  offered  Terramycin  in  both  forms— that  is,  in  the  regular  Terramycin  forms 
without  glucosamine,  and  in  the  “Cosa”  forms  with  glucosamine. 

This  distinction  appears  to  be  no  longer  necessary  since  glucosamine,  a highly  acceptable 
e.xcipient  for  oral  antibiotics,  now  is  being  incorporated  uniformly  in  all  such  forms, 
thereby  simplifying  nomenclature  and  your  prescription  writing. 

Accordingly,  and  effective  immediately,  forms  incorporating  glucosamine  will  be  offered 
simply  as  Terramycin  without  the  “Cosa”  prefi.x. 

To  make  clear  just  which  forms  arc  affected,  please  refer  to  the  brief  tabulation  (below) 
of  Terramycin  dosage  forms  both  before  and  after  this  change.  W'e  are  also  requesting  our 
representative  to  call  on  you  at  an  early  date  to  answer  any  questions  that  may  arise. 

We  feel  certain  that  this  action,  prompted  by  your  comments  and  those  of  many  other 
physicians,  will  simplify  your  writing  of  prescriptions  for  Terramycin  products. 

We  welcome  your  comments  on  this  action  and  on  any  other  phase  of  our  operations, 
since  it  is  our  objective  to  render  every  service  as  efficiently  as  possible  to  our  friends 
in  the  medical  profession. 

Sincerely, 

Pfizer  Labor.\tories 


The  following  table  indicates  the  former  name  aaid  the  airrent  name  of  Terramycin 
systemic  preparations: 

FORMERLY  NAMED  NOW  NAMED 


Cosa-Terramycin®  Capsules 

Teppamycin®  Capsules* 

Cosa-Terrabon®  Oral  Suspension 

Teppamycin  Syrup 

Cosa-lerrabon  Pediatric  Drops 

Teppamycin  Pediatric  Drops 

and  simpler  names  for  these  Terramycin 

-comenmng  fomndations : 

Cosa-Terrastatin®  Capsules 

Teppastatin®  Capsules 

Cosa-Terrastatin  for  Oral  Susp>ension 

Teppastatin  for  Oral  Suspension 

Cosa-Terraev’^din®  Capsules 

< Tfeppacydln®  Capsules 

. , . and  these  names  remain  imchanged: 

Teppamycin  Intramuscular  Solution 
Teppamycin  Intravenous 


*Terramycin  Capsules  without  glucosamine  are  no  longer  available. 

The  clinical  versatilitv"  of  Terramycin  is  enhanced  by  its  specialized  dosage  forms  adapted 
to  individual  needs— another  reason  for  the  trend  to  Terramycin. 
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IN  CERTAIN 

MENINGEAL  INFECTIONS 
effective  cerebrospinal 
fluid  levels- 

effective  antibacterial  action 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 

In  the  management  of  certain  meningeal  infections,  Chloromycetin  offers  unique 
aidvantages.  It  has  been  describecd  by  one  investigator  as  “...the  best  chemother- 
apeutic agent  for  patients  with  H.  influenzae  meningitis....”^  In  comparative  in  vitro 
studies,^  CHLOROMYCETIN  showed  the  “highest  effectiveness”  against  Hemophilus 
influenzae,  Diplococcus  pneumoniae,  streptococcus,  and  numerous  other  pathogens. 
Another  report  states:  “Chloramphenicol  is  regularly  detected  in  the  cerebrospinal 
fluid  when  blood  levels  greater  than  10  micrograms  per  ml.  are  reached.”^  Blood  levels 
of  this  magnitude  are  easily  attainable  with  the  administration  of  Chloromycetin  by 
either  the  oral  or  parenteral  routes. 

CHLOROMYCETIN  effectively  penetrates  the  blood-brain  barrier;^'®  provides  effective 
action  against  H.  influenzae^  and  other  invaders  of  the  meninges.^’^'^°’"  Product 
forms  are  available  for  administration  by  the  intravenous,  intramuscular,  and  oral, 
routes.  For  these  reasons,  Chloromycetin  has  contributed  conspicuously  to  the 
dramatic  drop  in  mortality  rates  in  meningeal  infections  caused  by  H.  influenzae 
and  other  susceptible  microorganisms. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of 
250  mg.,  in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocy- 
topenia, granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood 
dyscrasias  have  occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the 
possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections 
caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be 
used  when  other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infec- 
tions such  as  colds,  influenza,  or  viral  infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While 
blood  studies  may  detect  early  peripheral  blood  changes,  such  as  leuko- 
penia or  granulocytopenia,  before  they  become  irreversible,  such  studies 
cannot  be  relied  upon  to  detect  bone  marrow  depression  prior  to  develop- 
ment  of  aplastic  anemia. 


PARKE-DAVIS 
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5^  in  vitro  sensitivity 
* of  Hemophilus 
influenzae  to 

CHLOROMYCETIN 
and  to  eight  other 
antibacterials* 


Sensitivity  tests  were  done  by  the  disc  method 
on  a total  of  100  strains  of  H.  influenzae  obtained 
from  clinical  isolates  from  1955  through  1958. 

^Adapted  from  Jolliff,  C.  R.;  Engelhard,  W.  E.; 
Ohisen,  J.  R.j  Heidrick,  P.  j.;  & Cain,  J.  A.,»  with 
permission  of  the  authors. 

References:  (1)  Smith,  M.  H.  D.:  Pediatrics 
17:258,  1956.  (2)  Jolliff,  C.  R.,  et  al.:  Antibiotics 
& Chemother.  10:694,  1960.  (3)  Harter,  D.  H.,  & 
Petersdorf,  R.  G.:  Yale  J.  Biol.  & Med.  32:280, 
i960.  (4)  Ross,  S.,  et  al.,  in  Welch,  H.,  & Marti- 
Ibanez,  F.:  Antibiotics  Annual  1957-1958,  New 
York,  Medical  Encyclopedia,  Inc.,  1958,  p.  803. 

(5)  McCrumb,  F.  R.,  Jr.,  et  al..-  ibid.,  p.  837. 

(6)  Alexander,  H.  E.:  M.  Clin.  North  America 

42:575,  1958.  (7)  Haggerty,  R.  J.,  & Ziai,  M.: 
Pediatrics  25:742,  1960.  (8)  Baker,  A.  B.:  Journal- 
Lancet  80:593,  1960.  (9)  Appelbaum,  E.,  & Abler, 
C.:  New  York  J.  Med.  58:363,  1958.  (10)  Balter, 
A.  M.,  & Blecher,  I.  E.:  J.  M.  Soc.  New  Jersey 
57:479,  1960.  (11)  Redmond,  A.  J.,  & Slavin, 
H.  B.:  J.A.M.A.  175:708,  1961.  swti 


The  cigarette  that  made  the  Filter  Famous! 


■king  S\ZE  .~'^, 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  proce.ss  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  ta.ste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

O 1961  P LORILLARD  CO 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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Introduction  to  Anesthesia 
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New  ^ 2nd ) Edition! 


An  ideal  basic  guide  to  the  understanding 
and  administration  of  anesthesia.  Not  only 
do  the  authors  give  you  principles  of  today’s 
safe  anesthetic  practice,  but  offer  hundreds  of 
practical  hints  rarely  included  in  existing 
works.  You’ll  find  indications  for  various  types 
of  anesthesia,  the  effectiveness  of  each  under 
different  circumstances,  and  the  hazards  in- 
volved in  their  use.  Inhalation,  open  drop, 
spinal,  intravenous  barbiturate  and  local  an- 
esthesia are  all  considered.  For  this  Keiv  (2nd ) 
Edition  there  are  entirely  new  chapters  on: 
techniques  of  inhalation  anesthesia;  chemical 
absorption  of  expired  carbon  dioxide;  physio- 
logic effects  of  elevated  carbon  dioxide;  intra- 


venous techniques  in  therapy;  an  approach  to 
asepsis  in  anesthesia;  cardiac  resuscitation  and 
respiratory  resuscitation.  The  new  external  car- 
diac massage  procedure  is  fully  described  and 
illustrated.  New  material  is  also  included  on; 
monitoring  during  anesthesia;  vaporization  of 
anesthetics;  controlled  hypotension;  hypother- 
mia; treatment  of  the  comatose  patient;  etc. 

By  Robert  D.  Dripps,  M.D.,  Professor  and  Chairman, 
Department  of  Anesthesia;  James  E.  Eckenhoff,  M.D., 
Professor  of  Anesthesia,  Both  at  the  University  of  Pennsyl- 
vania Schools  of  Medicine;  and  Leroy  D.  Vandam.  M.D., 
Clinical  Professor  of  Anesthesia,  Harvard  Medical  School, 
Director  of  Anesthesia,  Peter  Bent  Brigham  Hospital.  Bos- 
ton. About  407  pages,  6"x9*/i”.  illustrated.  About  $7.00. 

New  (2nd)  Edition — ]usl  Ready! 


Corday  and  Irving-  Disturbances  of  Heart 


Rate,  Rhythm,  and  Conduction 


eei  t/tre /trey e tty  rnyy/rrer  rr yy/t y //i t/irceS  cryif/ 


A New  Book! 


Ihis  volume  gives  you  a wonderfully  clear 
physiologic  foundation  for  greater  compre- 
hension of  cardiac  arrhythmias.  Emphasis  is 
placed  on  the  correlation  of  mechanical  and 
electrical  events  taking  place  in  the  heart  in  the 
presence  of  arrhythmic  disorders.  Mechanical 
and  electrical  sequences  are  demonstrated  for 
each  type  of  arrhythmia  in  a highly  effective 
series  of  schematic  line  drawings.  Extensive  at- 
tention is  paid  to  symptoms,  physical  signs, 
treatment  and  prognosis.  Of  valuable  clinical 
help  is  the  chapter  on  bedside  diagnosis  and 
the  section  on  the  role  of  emotions  in  producing 
disorders  of  cardiac  rate.  There  is  advice  on 
complications  of  heart  rhythm  arising  during 


anesthesia  and  on  managing  cardiac  arrest. 
Detailed  use  of  vasopressor  drugs  in  treatment 
of  cardiac  arrhythmias,  as  well  as  the  preven- 
tion of  recurrent  tachycardias  w’ith  anti-thyroid 
drugs  are  clearly  discussed.  You’ll  find  helpful 
chapters  on:  A Blueprint  of  Disturbances  of 
Rhythm  and  Conduction — Abnormal  Rhythms 
Arising  from  the  S-A  Node — Ectopic  Rhythms 
Arising  from  the  Atrial  AUiscle — Alterations  of 
the  Heart — etc. 

By  Eliot  Corday,  M.D.,  F.A.C.P.,  F.A.C.C.,  F.C.C.P., 
Assistant  Clinical  Professor  of  Medicine,  School  of  Medi- 
cine. University  of  California,  Los  Angeles ; and  David  W. 
Irving,  M.D.,  Clinical  Assistant,  School  of  Medicine,  Uni- 
versity of  California,  Los  Angeles.  About  384  pages,  6^2'*  * 
9Va  \ with  223  illustrations.  About  $9-00. 

New — Just  Ready! 


Order  Today  from  W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 

Please  send  me  the  following  books  and  bill  me: 

□ Dripps,  Eckenhoff  & Vandam’s  Introduction  to  Anesthesia,  about  S"’.00 

□ Corday  & Irving’s  Disturbances  of  Heart  Rate,  Rhythm  & Conduction,  about  $9.00 


Name. 


Address. 
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Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  six  years  of  clinical  use 


Outstandingly  Safe 
and  Effective 


for  the  tense  and 
nervous  patient 

1 simple  dosage  schedule  relieves  anxiety 
dependably  — without  altering 
sexual  function 

2 does  not  produce  ataxia 

0 no  cumulative  effects  in  long-term  therapy 

A does  not  produce  Parkinson-like  symptoms, 
liver  damage  or  agranulocytosis 

r does  not  muddle  the  mind  or  affect 
normal  behavior 


Usual  dosage:  One  or  fwo  400  mg.  tablets  t.t.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
toblets;  bottles  of  50.  Also  as  MEPROTABS®— 400  mg. 

unmarked,  coated  tablets;  and  in  sustoined-re/eose 
capsules  as  MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  ond  200  mg.  meprobomate). 


Miltown* 

meprobamate  (Wallace) 


"^VALLACE  LABORATORIES  / Cranbury,  N.  J. 


CM-SS99 
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Potent  B-Complex 


Injectable 
potency  in 
oral  form 


100  TaUels  No  6842 

Filmtlb* 


SURBEX-T 


with  500  mg.  of  C 


Abbott's 
High-Polency 
Vitamin  B 
Compiei  with 
Vitamin  C 


1 


Actual  size  of  a capsule 
containing  the  B-Complex 
and  liver  in  Surbex-T 


Size  of  a standard 
500-mg.  tablet 
of  ascorbic  acid 


Surbex-T  Filmtab 


SURBEX-r.“. 


part  of  therapy 


when  the  water  so 


ubie  vitamins  are  depleted  or  demands  increased 


During  acute  or  chronic  illnesses; 

Cardiovascular  conditions  Liver  disorders 

Gastrointestinal  disorders  Hyperthyroidism 

Before  or  after  surgery. 

In  severe  burns,  fractures,  infections. 

During  prolonged  oral  administration  of  1/ 

antibiotics;  during  radiation  therapy. 

When  restrictive  diets  follow  depletions 
caused  by  illness. 

For  depletions  due  to  alcoholism. 

TM~TRAOCHAf)K  FILMTAB  — rtLM->SEALED  TABLETS,  ABBOTT  110035  ' 

. . . and,  when  need  is  modified, 


Each  Filmtab®  Surbex-T  represents: 


Thiamine  Mononitrate  (Bi) 15  mg. 

Riboflavin  (Bz) 10  mg. 

Nicotinamide 100  mg. 

Pyridoxine  Hydrochloride 5 mg. 

Cobalamin  (Vitamin  Biz) 4 meg. 

Calcium  Pantothenate 20  mg. 

(as  calcium  pantothenate  racemic) 

Ascorbic  Acid  (as  sodium  ascorbate) 500  mg. 

Desiccated  Liver,  N.  F 75  mg. 

Liver  Fraction  2,  N.  F 75  mg. 


Supplied  in  bottles  of  100  and  1000 
improved  B-complex  formula  with  250  mg.  of  C. 


No  water  is  used  in  the  Filmtab  process.  Potency  is  enhanced  as 
there  is  virtually  no  chance  of  moisture  degradation  to  nutrients. 
Shellac  sub-seal  barriers  are  not  needed  or  used. 

This  contrasts  with  other  methods  of  manufacture.  Moisture  is 
actually  a part  of  the  gelatin  capsule,  while  sugar  coatings  must  be 
applied  with  water. 

There  are  other  Filmtab  advantages,  too,  and  several  of  these 
can  be  particularly  appreciated  by  your  patients. 

Odor  and  after-taste  are  sealed  inside  the  colorful  Filmtab. 

Tablets  are  up  to  30%  smaller,  and  much  easier  to  swallow. 

This  latter  point  furnishes  still  further  benefits.  Absorption  is  speeded 
as  sugar’s  bulk  and  sub-seals  are  eliminated.  Filmtab  coatings  are 
less  likely  to  break  or  crack,  as  sugar  is  crystalline  in  nature. 

In  short,  while  good  formulas  may  be  similar,  formulations  do 
differ.  Filmtab  coatings  can  often  furnish  a logical  basis  for  choice. 


Filmtab  coated 
Vitamins  by  Abbott 

B-compIex  with  C formulas 
Surbex-T’“ 

Sur-box*  with  C 

Maintenance  Formulas 
Dayalebs® 

I)ayalcts-M® 

Therapeutic  Formulas 
Optilets* 

Optilets-M* 


TM -Trademark.  Filmtab -Film-sealed  tablets.  Abbott 


I 10036 


When 

severe  pain  aecompanies 

skeletal  muscle  spasm 
ease  botlkpain  & spasm’ 


A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  ROBAXIX  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal  Tablet  contains: 

Roba.vix  (methocarbamol  Robins)  400  mg.  Acetvlsalicvlic  acid  (5  gr.) 325  mg. 

U.S.  Pat.  No.  2770649 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

Or  Robaxisal®-PH  (RoB.4XIX  with  Phenaphen®) — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Rob.axis.AL-PH  Tablet  contains: 

Robaxix  (methocarbamol  Robins)  400  mg.  Acetylsalicylic  acid 81  mg. 

Phenacetin  97  mg.  Hyoscyamine  sulfate  O.OlOmg.  Phenobarbital  ()4  gr.)  8.1  mg. 
Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today’s  medirines  integrity  . ..seeking  tomorro’n-’s  loith  persistence. 


limit 


Rautrax-N  lowers  high  blood  pressure  gently,  gradually  . . . protects 
against  sharp  fluctuations  in  the  normal  pressure  swing. 


Rautrax-N  offers  all  the  advantages  of  Raudixin, 
Naturetin  and  potassium  chloride  in  a single  dosage 
form  plus:  increased  efficacy  — Combined  action  of 
Raudixin  and  Naturetin  results  in  a potentiated  anti- 
hypertensive effect  greater  than  that  produced  by  either 
drug  alone,  increased  safety  — Potentiated  action  per- 
mits lower  dose  of  other  antihypertensive  agents,  thus 
reducing  severity  of  side  effects.  Protection  against  pos- 
sible potassium  depletion,  flexibility  — Interchangeable 


with  either  Raudixin  or  Naturetin  c K.  economy  — Main- 
tenance dosage  of  only  1 or  2 tablets  daily  for  most  pa- 
tients. convenience  — Once-a-day  maintenance  dosage. 
Two  potencies  available. 

Supply : Rautrax-N  — capsule-shaped  tablets  providing  50 
mg.  Raudixin,  4 mg.  Naturetin  and  400  mg.  potassium 
chloride.  Rautrax-N  A/odi'^cd  — capsule-shaped  tablets  pro- 
viding 50  mg.  Raudixin,  2 mg.  Naturetin  and  400  mg. 
potassium  chloride. 


Rautrax-N‘ 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 
and  Bendroflumethiazidc  (*Naturetin)  with  Potasaium  Chloride 


For  full  Intormation. 
•eo  yonr  Squibb 
Product  Reference 
or  Product  Brief. 


SqpiBB 

Squibb  Quality 
— the  Priceless  Ingredient 


'MAVoiiiN'C.  •ttwiea  raaotMaeKi. 
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against  relapse 

against  “problem” 
pathogens 


E CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


pediatric  drops 
syrup 


• full  antibiotic  activity  • lower  milligram  intake  per  dose  • up  to  6 days'  activity  with  4 days’  dosage  • uni- 
formly high,  sustained  peak  activity  ■ syrup  (cherry-flavored),  75  mg./5  cc.  tsp.,  bottles  of  2 and  16 
fl.  oz.  Dosage;  3 to  6 mg./lb./day-in  four  divided  doses,  pediatric  drops,  60  mg./cc.,  3 mg./drop,  10  cc. 
bottles  with  calibrated  dropper.  Dosage:  1 to  2 drops/lb./day— in  four  divided  doses. 

PRECAUTIONS:  As  with  many  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  or 
dermatitis.  A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although  reversible  by  discontinuing  therapy,  patients 
should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs  discontinue  medication.  Overgrowth  of  nonsusceptible  organisms  is  a 
possibility  with  DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should  be  kept  under  observation. 

Request  complete  Information  on  indications,  dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30. 


How  to  help  your  patient  stick  to  a 
low  fat-cholesterol  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

What  these  dishes  lack  in  fat,  they  more  than  make  up 
in  their  great  appetite  appeal.  Skewered  lamb  kabobs, 
for  instance,  make  a marvelous  ‘meal  on  a stick.”  Even 
ordinary  hamburger  takes  on  new  dimensions  when  onion 
or  pickle  slices  are  sandwiched  between  two  thin  patties. 

When  it  comes  to  salads,  cottage  cheese  thinned  with  lemon 
juice  makes  a thoroughly  satisfying  fat -free  dressing.  And 
to  any  low-fat-dieter's  taste  is  angelfood  cake  with  sliced 
fruit  and  "whipped  cream"  made  with  skim  milk  powder. 


A ^lass  of  beer 
can  add  zest  to  a 
patient's  diet 

Fat  O; 

calories  104/8  02.  glass 
(Average  of  American  Beers) 


The  problem  of  dieting  is  simpler  when  there's  food  like  this! 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  II  other  diet  menus,  write  us  at  B36  Fifth  Avenue.  N.Y.  t7,  N.Y. 
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THESE  57,000 
PEOPLE  IN 
LOUISIANA  NEEO 
MEOICAL  HELP 


(Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Louisiana  there  are  at  least  57,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 
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without  steroids 
this  ai'thritic  miner 
might  still  be  spoon-fed 

On  MetiCORTEN,  he  has  worked  steadily 
for  six  years  with  no  serious  side  effects 


J.  G.’s  rheumatoid  arthritis  started  in  1949  with 
severe  and  unremitting  pain  in  his  shoulders. 
Later,  his  wrists,  elbows,  feet  and  hands  became 
involved  with  swelling  and  loss  of  function.  By 
1951,  when  he  was  45,  the  patient  was  helpless 
and  had  to  be  fed  and  dressed  by  his  wife.  He 
was  frequently  hospitalized  during  the  next  three 
years.  Hydrocortisone  failed  to  make  any  change 
in  his  condition. 


On  April  2,  1955,  the 
patient  was  placed  on 
Meticorten  and  im- 
proved promptly.  Two 
weeks  later  he  stated,  “I 
feel  very  well  now.”  He 
was  able  to  go  back  to 
work  as  a mine  electri- 
cian that  year  and  had  no  difficulty  driving  a car. 


For  the  past  six  years,  he 
has  been  maintained  on 
Meticorten  5 mg.  two 
or  three  times  a day. 
There  have  been  no  side 
effects.  The  patient  has 
not  lost  any  work  time, 
nor  has  he  had  to  limit 
his  activities  in  any  way. 


Case  history  courtesy  of  Joel  Goldman,  M.D.,  Johnstown,  Pa. 
These  photographs  of  Dr.  Goldman’s  patient  were  taken  on 
November  10,  1960. 
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Injuries  of  the  Urinary  Tract 


* 


• The  treatment  of  these  injuries  together  with  the  medico-legal 
aspects  of  the  problem  ore  gone  into  carefully  and  thoroughly. 


Introduction 

atANAGEMENT  of  the  patient  with 
urinary  tract  injury  aims  to  restab- 
lish  an  intact  urinary  tract,  control  hem- 
orrhage and  to  conserve  the  involved  uri- 
nary organs.  To  achieve  this  goal,  accu- 
rate diagnosis  must  precede  definitive 
therapy. 

Despite  the  protection  afforded  the  kid- 
ney by  its  deep  position  and  shelter  of 
surrounding  structures,  it  is  often  injured 
by  various  forms  of  trauma  that  leave 
neighboring  organs  and  structures  un- 
harmed. Approximately  four-fifths  of  kid- 
ney injuries  occur  without  injury  to  other 
structures.  However,  in  the  lower  urinary 
tract,  particularly  in  the  male,  the  problem 
is  often  urogenital  since  the  two  systems 
are  closely  integrated. 

Automobile  collisions,  industrial  and 
sport  accidents  account  for  the  great  ma- 
jority of  wounds.  Approximately  twenty 
per  cent  of  injuries  occur  in  children.  Bi- 
cycles, velocipedes,  scooters  and  skates 
account  for  a goodly  number  of  childhood 
casualties.  One  of  my  former  residents 

* Presented  at  the  Twenty-fourth  Annual 
Meeting  of  the  New  Orleans  Graduate  Assembly, 
March  6-9,  1961,  New  Orleans. 


THOMAS  E.  GIBSON,  M.  D. 

San  Francisco 

in  urology  lost  a kidney  as  a result  of  a 
football  injury  sustained  in  a high-school 
football  game.  Penetrating  missiles  or 
sharp  objects  may  damage  the  kidney. 
In  a personal  case  a revolver  bullet  neces- 
sitated nephrectomy  and,  strangely,  no 
other  viscus  was  involved.  Statistics 
from  the  South  show  a high  percentage  of 
knife  wounds,  while  in  the  North  the 
automobile  is  chief  offender. 

Medico-Legal  Aspects 
A very  important  phase  of  injuries  to  the 
urinary  tract,  and  this  applies  to  all  in- 
juries, are  their  medico-legal  and  indus- 
trial aspects.  We  are  inclined  to  neglect 
this  most  important  aspect  of  injuries  in 
our  single-minded  effort  to  treat  the  pa- 
tient and  get  him  well.  It  is  my  firm  con- 
viction that  medical  schools  should  pro- 
vide instruction  that  familiarizes  students 
with  at  least  the  general  principles  of 
court  procedure  and  the  real  or  potential 
medico-legal  problems  that  are  bound  to 
confront  them  in  actual  practice. 

Much  as  we  may  dislike  this  phase  of 
medical  practice,  we  should  expect  and  be 
prepared,  as  a specialist  or  general  prac- 
titioner to  testify  in  court,  submit  re- 
ports, or  render  opinions  concerning  the 
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diagnosis  and  treatment  in  cases  of  indus- 
trial or  accidental  injuries.  The  doctor’s 
appearance  in  court  is  not  only  an  obliga- 
tion, but  essential  to  the  administration 
of  justice  and  a correct  legal  decision.  He 
should  be  able  to  uphold  the  dignity  of 
the  medical  profession  by  knowing  how 
to  conduct  himself  on  the  witness  stand, 
thereby  avoiding  embarrassment  and  hu- 
miliation at  the  hands  of  clever  cross-ex- 
aminers who  are  too  often  interested  only 
in  confusing  the  issue,  with  frequent  mis- 
carriage of  justice. 

Because  of  the  possible  medico-legal  as- 
pects of  trauma  of  any  sort,  it  is  most 
important  to  record  in  minute  detail  an 
accurate  history  of  the  injury  and  the 
results  of  a meticulous  examination. 

Injuries  of  the  Kidney 

It  is  well  to  remember  that  relatively 
light  trauma  may  injure  a kidney  with 
silent,  pre-existing  disease,  such  as  hydro- 
nephrosis, renal  calculi,  cysts,  tumors  or 
chronic  infection.  I emphasize  the  word 
silent  because  many  different  diseases  of 
the  kidney  can  insidiously  lead  to  its  de- 
struction without  the  patient’s  knowledge 
that  anything  is  wrong.  In  court  the 
medical  expert  must  be  alert  to  forestall 
attempts  of  the  claimant  to  attribute  the 
pre-existing  disease  to  the  alleged  injury. 
It  has  been  my  misfortune  to  be  involved 
in  several  cases  of  this  kind.  For  example, 
a freight  car  conductor  was  thrown  off 
balance  when  the  engineer  stopped  the 
train  rather  suddenly.  He  complained  of 
some  injury  to  his  back,  but  on  examina- 
tion no  evidence  of  injury  could  be  found. 
He  had  no  hematuria,  not  even  microscop- 
ic hematuria.  One  of  the  most  important 
rules  to  remember  is  that  injury  to  the 
kidney,  even  though  a minimal  contusion, 
almost  invariably  produces  red  blood  cells 
in  the  urine.  This  man  had  none.  How- 
ever, on  urological  investigation  he  was 
found  to  have  a left  kidney  destroyed  by 
an  old  calculous  pyelonephritis  in  no  way 
related  to  the  recent  injury.  As  often 
happens  in  a jury  trial  when  the  plain- 
tiff appears  as  an  individual  against  a 
corporation  (in  this  case  the  railroad)  he 


won  the  jury’s  sympathy  and  an  award 
of  $37,500.00. 

The  kidney  is  the  most  vascular  organ 
in  the  body  and  therefore  vulnerable  to 
profuse  hemorrhage  manifesting  itself  in 
the  urine  and  in  the  perirenal  tissues.  The 
kidney  may  be  likened  to  a ball  of  fluid 
and  the  impact  of  a blow  is  transmitted 
in  all  directions  within  the  organ.  Sar- 
gent and  Marquardt  classify  renal  injuries 
with  respect  to  severity  into  three  groups : 

A.  Contused  Kidney  (58  per  cent).  The 
injury  consists  of  superficial  laceration, 
minimal  shock  and  pain,  no  mass  in  the 
loin,  hematuria  microscopic  or  macroscop- 
ic, normal  perirenal  shadows  by  x-ray  and 
almost  intact  pyelogram. 

B.  Fractured  Kidney  (35  per  cent). 
Greater  degree  of  shock,  pain  in  the  loin, 
muscular  rigidity,  possibly  a palpable 
mass  in  the  Ipin  (due  to  extravasation 
of  blood  or  urine  or  both),  hematuria 
(gross).  Pyelograms  may  show  opaque 
medium  passing  from  pelvis  into  paren- 
chyma or  through  the  renal  capsule  into 
the  perirenal  tissue.  The  perirenal  fascia 
will  confine  the  extravasation  to  the  area 
immediately  surrounding  the  kidney. 

C.  Fragmentation  of  Kidney  (9  to  17 
per  cent).  The  clinical  picture  reflects 
massive  blood  loss  with  urinary  extra- 
vasation, producing  a rapidly  increasing 
mass  in  the  flank  and  profound  shock. 
Fragmentation  of  the  kidney  may  include 
tearing  of  major  vessels  or  complete  dis- 
ruption of  the  renal  pedicle.  Such  cases 
demand  prompt  surgical  intervention  as 
a life-saving  measure  without  the  oppor- 
tunity for  preliminary  study. 

The  contused  kidney  (A)  will  heal  with 
conservative  treatment.  In  the  fractured 
kidney  (B)  non-surgical  management  is 
preferable  until  a definite  indication  for 
surgical  intervention  is  observed.  Urine 
does  not  extravasate  from  the  torn  kidney 
surface  unless  a calyx  or  the  renal  pelvis 
is  involved.  It  is  important  with  respect 
to  treatment  to  remember  that  a certain 
amount  of  hematoma  and  even  extravas- 
ated  urine  can  be  reabsorbed  without 
residual  damage.  Unlike  ruptures  of  the 
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liver  or  spleen,  bleeding  about  the  kidney 
tends  to  be  contained  to  a degree  by  the 
surrounding  capsule  which  fortunately  ex- 
erts a tamponade  effect. 

The  most  important  immediate  diagnos- 
tic procedure  following  initial  clinical  eval- 
uation and  treatment  of  shock  is  x-ray 
examination.  A routine  plain  K.U.B.  (kid- 
neys-ureters-bladder  scout  film  of  the  ab- 
domen) followed  by  intravenous  urog- 
raphy should  be  carried  out.  Retrograde 
pyelography  may  be  done  (patient’s  con- 
dition permitting)  if  intravenous  studies 
are  not  sufficiently  revealing.  Complete 
bed  rest  is  mandatory.  Usually  gross  he- 
maturia will  subside  in  a period  of  two 
or  three  days  but  may  keep  up  for  as 
long  as  two  weeks. 

Conservative  treatment  is  advocated  be- 
cause a hasty  operation  often  means  a 
hasty  nephrectomy  in  cases  where  the 
kidney  might  have  been  saved  bj^  judi- 
cious waiting.  Personal  experience  indi- 
cates that  about  eighty  per  cent  of  cases 
can  be  handled  by  conservative  treatment. 
The  pressure  of  increasing  renal  tumefac- 
tion, unrelenting  hematuria,  x-ray  or  clin- 
ical evidence  of  extravasation  of  urine  or 
severe  persistent  pain  is  indication  for 
surgical  exploration.  An  important  sign 
of  increasing  hematoma  or  urinary  extra- 
vasation is  severe  pain  radiating  down  to 
the  groin  or  testicle.  It  is  of  course  neces- 
sary to  know  the  condition  of  the  oppo- 
site kidney  and  to  evaluate  its  functional 
capacity  in  dealing  surgically  with  the  in- 
jured kidney,  and  also  the  presence  or  ab- 
sence of  injury  to  other  organs. 

Regardless  of  whether  or  not  the  in- 
jured kidney  is  treated  surgically  it  should 
be  re-evaluated  in  two  or  three  months, 
and  again  in  six  months  by  intravenous 
urography  because  of  the  possibility  that 
scar  tissue  obstruction  of  the  ureter 
might  cause  hydronephrosis,  unresolved 
hematomas  which  may  become  calcified, 
and  secondary  pyelonephritis. 

Injuries  of  the  Ureter 

Due  to  its  small  caliber  and  deep  posi- 
tion the  ureter  is  not  often  involved  in 
the  type  of  injuries  which  so  often  affect 


the  kidney.  Trauma  to  the  ureter  is  most 
often  sustained  as  a result  of  surgical  in- 
juries incidental  to  operations  on  the  pel- 
vic organs,  especially  hysterectomy.  Re- 
section of  the  large  bowel  for  neoplasms 
may  likewise  result  in  ligation  or  section 
of  the  ureter.  It  is  always  well  to  pre- 
cede pelvic  surgery  with  intravenous 
urography,  and  more  frequent  use  of 
indwelling  ureteral  catheters  during  sur- 
gery is  heartily  recommended.  The  ureters 
are  in  close  juxtaposition  to  the  cervix 
and  uterine  arteries,  rendering  them  ex- 
tremely vulnerable  to  surgical  accidents. 
I have  seen  instances  in  which  inadvertent 
ligation  of  a ureter  during  pelvic  surgery 
has  gone  unrecognized  because  it  did  not 
produce  appreciable  immediate  symptoms. 
The  ligated  ureter  does  not  cause  renal 
atrophy.  On  the  contrary,  hydronephro- 
sis develops  which  may  years  later  cause 
symptoms  necessitating  nephrectomy.  In 
one  personal  case  the  hysterectomy  was 
done  two  years  earlier,  and  in  another 
twelve  years.  In  the  latter  case  the  kid- 
ney was  a thin  walled  sac  containing  over 
1000  cc.  of  fluid.  Accidental  obstruction 
of  both  ureters  results  in  anuria  and  de- 
mands prompt  surgical  intervention  as  a 
life  saving  measure. 

Injuries  of  the  Bladder 

In  civil  life  rupture  is  the  usual  conse- 
quence of  injury  to  the  bladder,  whereas 
in  war  perforation  by  missiles  is  the  usual 
injury.  Ruptures  may  be  intra-  or  extra- 
peritoneal.  Injuries  causing  fracture  of 
the  pelvis  are  most  often  associated  with 
extraperitoneal  rupture.  If  distended,  the 
bladder  can  be  easily  ruptured  by  an  ex- 
ternal blow  or  even  sudden  pressure.  This 
is  especially  true  of  the  hypalgesic  blad- 
der of  the  alcoholic  or  tabetic  person.  The 
clinical  evidence  of  rupture  is  swelling 
and  rigidity  of  the  lower  abdomen  and  in- 
ability to  void  together  with  pain  and 
shock.  Catheterization  often  yields  urine 
which  is  not  at  all  blood-stained. 

The  most  important  diagnostic  meas- 
ures are  intravenous  urography  and  retro- 
grade cystography.  The  latter  procedure 
is  more  effective  in  revealing  extravasa- 
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tion.  The  urethra  should  not  be  over- 
looked, because  the  prostatic  and  bulbo- 
membranous  portions  of  the  urethra  are 
prone  to  injury  as  a result  of  their  at- 
tachments under  the  pubic  arch.  It  is  not 
uncommon  to  see  the  prostatic  urethra 
completely  avulsed  and  torn  away  from 
the  bulbomembranous  urethra  in  crush- 
ing injuries  of  the  pelvis,  leaving  the  blad- 
der and  prostate  floating  free  in  the  pel- 
vis in  a pool  of  blood  and  urine.  I have 
not  found  this  such  a formidable  problem 
to  handle,  because  it  is  not  difficult  to  do 
a cystotomy  and  re-establish  the  continu- 
ity of  the  urethra  with  a Foley  catheter 
using  gentle  traction  to  bring  the  prostate 
back  to  its  normal  position.  The  urethra 
will  coapt  and  heal  without  the  use  of 
sutures  if  the  catheter  is  maintained  in 
place  for  ten  days  to  two  weeks.  In  rup- 
ture of  the  bladder  it  is  interesting  to 
note  that  clean  urine  escaping  into  the 
peritoneal  cavity  does  not  irritate  the  peri- 
toneum and  peritonitis  will  not  occur  un- 
less the  urine  is  infected.  In  a personal 
case  the  patient  under  the  influence  of 
alcohol  fell  over  the  foot  of  his  bed  and 
ruptured  an  overdistended  bladder.  At 
operation  a loop  of  ileum  was  found 
protruding  into  the  bladder  through  a 
rent  in  its  posterior  wall.  Four  thousand 
cubic  centimeters  of  urine  were  aspirated 
from  the  peritoneal  cavity.  The  latter  re- 
vealed no  evidence  of  inflammatory  reac- 
tion, and  the  patient  made  a prompt  re- 
covery. 

Injuries  of  the  Urethra 

Injuries  to  the  urethra  are  of  serious 
import  because  of  stricture  formation,  re- 
quiring treatment  (in  many  instances) 
for  the  rest  of  the  patient’s  life. 

Injuries  involving  fracture  of  the  pel- 
vis, as  I have  already  mentioned,  are  fre- 
quently associated  with  rupture  of  the 
bladder,  but  perhaps  more  frequently  with 
rupture  of  the  urethra.  Both  lesions  may 
occur  in  the  same  patient.  Fractures  of 
the  pelvis  most  often  cause  rupture  of 
the  urethra  proximal  to  the  urogenital 
diaphragm,  with  intrapelvic  extravasa- 
tion. The  most  common  urethral  injuries 


in  my  experience  have  been  the  so-called 
“straddle  injuries”,  caused  by  falling 
astride  some  hard  object  so  that  sudden 
force  is  exerted  against  the  perineum, 
compressing  the  bulbomembranous  ure- 
thra against  the  pubic  arch.  Hemorrhage 
and  urinary  extravasation  in  these  cases 
is  distal  to  the  urogenital  diaphragm  and 
extends  within  the  confines  of  Colle’s  fas- 
cia and  eventually  beneath  Scarpa’s  fascia 
of  the  abdomen.  These  injuries  differ 
from  others  in  the  urinary  tract  by  the 
absence  of  immediate  urinary  extravasa- 
tion. Urine  escapes  into  the  tissues  only 
when  the  patient  attempts  to  void  and 
finds  that  he  cannot  do  so.  Blood  only, 
will  ooze  from  the  urethra,  and  efforts  at 
catheterization  usually  fail  because  of  loss 
of  continuity  of  the  urethral  mucosa.  Such 
efforts  usually  provoke  fresh  hemorrhage 
as  well  as  “urethral  chills”  as  a result  of 
bacteremic  shock  unless  pursued  with  me- 
ticulous attention  to  asepsis  and  gentle 
manipulation.  It  is  most  important  to 
cleanse  the  external  area  with  Phisohex 
or  Septisol  and  to  irrigate  the  anterior 
urethra  with  some  antiseptic  solution 
such  as  1-10,000  zephiran  before  attempt- 
ing to  pass  a catheter.  If  the  catheter 
does  not  pass  easily  no  force  should  be 
used.  Forcible  manipulation  may  be  le- 
thal. It  is  far  safer  to  do  a cystotomy  and 
then  to  re-establish  the  continuity  of  the 
urethra  by  an  antegrade  procedure,  im- 
mediately, if  the  patient’s  general  condi- 
tion permits  or  at  a later  date  if  other 
considerations  prevent  its  immediate  ac- 
complishment. 

The  surgical  technic  of  restoring  the 
continuity  of  the  urethra  is  comparatively 
simple  in  the  hands  of  someone  experi- 
enced in  this  field.  The  Davis  interlock- 
ing sounds  are  of  great  help  but  not  abso- 
lutely essential.  I prefer  to  have  the  pa- 
tient in  lithotomy  position  so  as  to  have 
access  to  both  the  perineum  and  the 
suprapubic  area.  The  female  sound  is 
first  passed  down  through  the  cystotomy 
wound  into  the  prostatic  urethra  until  its 
tip  can  be  palpated  in  the  perineum.  The 
male  sound  is  then  passed  into  the  exter- 
nal urethral  meatus  and  anterior  urethra 
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until  the  two  sounds  come  together.  The 
male  sound  then  follows  the  female  sound 
on  into  the  bladder.  It  is  then  a simple 
matter  to  attach  a catheter  and  draw  it 
through  the  entire  urethra  where  it  is 
left  indwelling  for  about  two  weeks,  by 
which  time  the  continuity  of  the  urethra 
will  be  re-established.  An  alternate  proce- 
dure, which  is  easily  carried  out,  is  to 
pass  a coude  catheter  or  a metal  catheter 
through  the  cystotomy  wound  and  incise 
the  perineum  directly  over  the  tip  of  the 
catheter  when  it  is  palpated  in  the  perine- 
um. A Foley  catheter,  preferably  24  or 
26  F,  passed  by  way  of  the  anterior  ure- 
thra down  to  the  perineal  incision,  is  at- 
tached to  the  other  catheter  and  drawn 
into  the  bladder.  I believe  that  the  perine- 
al incision  is  in  general,  an  advantage,  as 
it  permits  better  drainage  of  the  ruptured 
area  and  therefore  reduces  the  likelihood 
of  stricture  formation.  No  sutures  are 
necessary  to  approximate  the  torn  ure- 
thral endff.  The  indwelling  catheter  serves 
as  a scaffolding  or  splint  favoring  prompt 
union  of  the  severed  ends  of  the  urethra. 

I have  used  on  many  occasions  this 
same  technic  for  the  treatment  of  impass- 
able strictures  of  the  urethra  resulting 
from  old  gonorrheal  infections.  In  many 
instances  these  patients  were  first  seen 
in  extremis  with  periurethral  abscesses 
and  urinary  extravasation  with  multiple 
fistulae.  In  these  cases,  the  stricture  is 
usually  in  the  bulbomembranous  urethra. 
The  excess  scar  tissue  is  excised  through 
the  perineal  incision,  the  continuity  of 
the  urethra  is  re-constituted  with  a Foley 
catheter  without  any  attempt  to  suture 
the  ends  of  the  urethra  together,  and  the 
results  have  been  most  gratifying.  Mor- 
bidity and  mortality  have  been  reduced  to 
the  vanishing  point  with  this  simple 
course  of  action.  Follow-up  care  is  im- 
portant. Sounds  should  be  passed  peri- 
odically until  one  is  assured  that  the  dan- 
ger of  further  stricture  formation  is  past. 

Straddle  injuries  do  not  always  rupture 
the  urethra.  In  some  instances  the  injury 
to  the  urethra  is  slight,  and  the  patient 
is  still  able  to  void.  The  soreness  soon 
departs  and  he  develops  a false  sense  of 


security  until  several  months  have  passed. 
Then  he  begins  to  notice  diminution  in 
the  size  and  force  of  his  stream  and  even- 
tually becomes  unable  to  void  at  all.  The 
realization  is  then  brought  home  to  him 
that  he  has  developed  a traumatic  stric- 
ture as  a result  of  straddle  injury.  The 
traumatic  stricture  thus  formed  is  usually 
even  more  rigid  and  resistant  to  dilatation 
than  the  gonorrheal  stricture. 

In  conclusion  we  see  that  there  are 
three  separate  entities: 

1.  Rupture  of  the  urethra. 

2.  Impassable  gonorrheal  stricture  of 
the  urethra. 

3.  Straddle  injuries  with  either  rup- 
ture of  the  urethra  or  delayed  stricture 
formation. 

The  treatment  consisting  of  re-estab- 
lishment  of  the  normal  continuity  of  the 
urethra  is  the  .same  for  all  three,  as  out- 
lined above. 

Injuries  of  the  External  Genitalia 

Trauma  to  the  penis  and  testicles  of  an 
industrial  nature  is  relatively  uncommon 
in  spite  of  their  exposed  position.  War 
wounds  differ  from  injuries  in  civil  life 
in  that  they  are  more  often  penetrating 
wounds  due  to  bullets  and  shell  fragments. 
A favorite  diabolical  instrument  of  the 
enemy  was  the  mine  which,  when  stepped 
on,  often  succeeded  in  blowing  off  the  en- 
tire genitalia.  In  civilian  life  I have  seen 
a few  cases  in  which  the  integuments  of 
the  genitalia  were  avulsed,  and  in  some 
cases  partial  or  total  emasculation  accom- 
plished. One  instance  a farmer,  age  30, 
while  leaning  over  his  tractor  engine, 
caught  the  front  of  his  trousers  in  the 
fan.  A remarkably  clean  job  of  emascula- 
tion was  done  except  for  one  testicle 
which  was  left  hanging  free  without  any 
covering.  The  testicle  was  placed  under 
the  skin  on  the  inner  surface  of  his  thigh. 
His  urinary  meatus  is  now  in  the  perine- 
um just  in  front  of  the  anus. 

Another  young  man,  age  24,  while  using 
a rotary  drill,  had  the  handle  catch  in 
his  trousers  resulting  in  instant  castra- 
tion. On  examination  his  scrotum  was 
found  to  be  intact  except  for  a transverse 
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slit  which  looked  as  if  it  had  been  done 
with  a scalpel.  The  stumps  of  the  sper- 
matic cords  did  not  bleed  because  of  the 
rotary  effect  of  the  drill.  All  we  had  to 
do  was  to  suture  the  scrotum  and  put  the 
young  man  on  testosterone  treatment  to 
control  his  hot  flashes. 

The  question  of  traumatic  epididymitis 
and  epididymo-orchitis  has  given  rise  to 
considerable  acrimonious  debate  in  the 
field  of  industrial  medicine.  It  is  probable 


that  the  insurance  carrier  has  often  been 
made  to  pay  compensation  for  instances  of 
alleged  injury  which  were  in  reality  cases 
of  acute  nonspecific  epididymitis  unrelat- 
ed to  injury,  or  at  least  to  any  direct 
trauma  to  the  organ. 

In  conclusion,  I hope  that  this  discur- 
sive account  of  injuries  to  the  urogenital 
organs  may  have  been  the  source  of  a few 
practical  gleanings  for  the  audience  for 
whom  it  was  intended. 


Virchow  on  Soups  and  Broths 

The  distinguished  German  professor  and  politician  has  been  accused  of  being 
the  chief  opponent  of  soup.  He  says  that  this  is  not  true,  for  he  had  merely  said  that 
meat  broths  are  neither  nutritious  nor  “substantial.”  That  if  all  the  meat  which  one 
uses  should  be  boiled  and  soup  made  of  it,  the  meat  would  become  for  the  greater 
part  indigestible,  and  the  soup  would  not  be  a substitute  for  it.  Ordinary  meat  broth 
or  bouillon  in  its  pure  form  can  only  be  recognized  as  a condiment.  By  the  addition 
of  eggs,  flour,  fat  and  other  things,  it  may  acquire  a certain  nourishing  and  heat- 
ing value.  * * * Taken  warm,  it  is  of  nearly  the  same  value  as  coffee  or  tea,  but  is 
inferior  to  wine,  schnapps,  or  beer;  it  only  stimulates  the  nerves.  It  has  one  advan- 
tage over  every  other  condiment,  namely,  it  contains  no  poisonous  substance,  it  is 
incomparably  milder,  hence  much  better  adapted  to  feeble  persons;  and  finally,  it 
can  be  conveniently  combined  with  substances  that  are  actually  nutritious,  and  im- 
parts to  them  an  agreeable  and  “substantial”  taste. — Scientific  American,  April  8, 
1882  New  England  Medical  Monthly. 

New  Orleans  M.  & S.  J.  10:295  (Oct.)  1882. 


408 


The  Journal  of  the  Ixjuisiana  State  Mbidical  Society 


Laboratory  Diagnosis  of  Diabetes  MelliUis* 


• Laboratory  diagnosis  of  diabetes  is  mode  more  inclusive  by  determi 
nation  of  postprandial  blood  sugars. 


^ARBOHYDRATE  is  the  chief  metabo- 
^ lite  of  the  body  process.  Regular  in- 
gestion is  necessary  as  the  body  stores 
are  limited  in  a 70  kilogram  person  to  300 
gms.  or  about  one  half  a day’s  energy  re- 
quirements. If  this  is  not  maintained, 
then  proteins  and  fats  are  metabolized  to 
supply  this  energy. 

Chemical  Processes 

Polysaccharides  and  disaccharides  are 
hydrolyzed  in  the  gastrointestinal  tract  to 
monosaccharides  and  are  apparently  ab- 
sorbed by  either  diffusion  or  phosphoryla- 
tion. Absorption  rate  varies  with  each 
saccharide  and  is  influenced  by  other  food 
in  the  tract,  physiological  state  of  the  in- 
testinal mucosa,  emptying  time  of  the 
stomach  and  endocrine  activity.  The  lat- 
ter is  the  activity  of  the  thyroid  and  adre- 
nal cortex  and  is  not  influenced  by  insulin 
activity. 

Glucose,  a hexose,  is  the  only  carbohy- 
drate found  in  the  blood  of  a normal  fast- 
ing person.  It  is  stored  as  glycogen,  a 
polymer.  Glycogen  is  present  only  in  the 
intracellular  component  and  represents  70 
per  cent  of  the  carbohydrate  total.  In  con- 
trast, glucose  is  found  only  in  extracellu- 
lar fluids. 

As  glucose  enters  the  cell  membrane  it 
is  phosphorylated  and  can  be  metabolized. 
The  enzyme-catalyze  reaction  can  convert 
glucose  into  glycogen,  oxydize  it  to  CO2 
and  water  with  energy  release,  or  convert 
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ing of  the  Louisiana  State  Medical  Society,  May 
9,  1961,  in  New  Orleans. 

t Director,  The  Pathology  Laboratoiy,  Baton 
Rouge  6,  La.  Clinical  Associate  Professor  of 
Pathology,  Louisiana  State  University  School  of 
Medicine,  New  Orleans,  La.  Visiting  Pathologist, 
Charity  Hospital  of  Louisiana  at  New  Orleans, 
La. 


ALBERT  L.  McQUOWN,  M.  D.l 
Baton  Rouge 

it  by  two  carbon  fragment  degradation 
into  fat  or  amino  acids. 

Homeostatic  Factors  Involve  All  Tissues 

A number  of  delicately  balanced  homeo- 
static factors  maintain  the  blood  glucose 
level  to  a narrow  range.  This  level  is  con- 
stant throughout  life  and  only  infants 
born  of  either  normal  or  diabetic  mothers 
exhibit  a transient  hypoglycemia  during 
the  first  twelve  to  thirty-six  hours  after 
birth.  The  homeostatic  factors  include, 
hepatic  and  renal  uptake  and  release  of 
glucose,  peripheral  tissue  removal  and  hor- 
monal influence  while  gastrointestinal  ab- 
sorption has  only  a temporary  effect  upon 
the  level. 

The  liver  and  kidney  are  the  only  endo- 
genous sources  of  blood  sugar.  The  liver 
is  the  most  important  and  can  remove  or 
contribute  glucose  to  the  blood  or  synthe- 
size it  from  a number  of  amino  acids  and 
fatty  acid  fragments.  The  mechanism  is 
not  clear,  but  under  certain  circumstances 
the  kidney  can  release  glucose  into  the 
circulation. 

Glucagon  and  Other  Hormones  Influenced 
by  Sugar  Levels 

The  blood  sugar  level  serves  as  a stimu- 
lus to  the  liver  in  determining  whether 
glycogenesis  or  glycogenolysis  shall  pre- 
dominate. Hyperglycemia  in  the  presence 
of  normal  amounts  of  insulin  inhibits  the 
hepatic  output  of  glucose  while  accelerat- 
ing its  deposition.  Both  of  these  processes 
aid  in  restoring  the  blood  glucose  to  nor- 
mal. Hypoglycemia  is  associated  with  de- 
creased hepatic  gluconeogenesis  and  with 
increased  glucose  output.  The  thyroid, 
adrenal  cortex  and  anterior  pituitary 
gland  influence  blood  sugar  levels  by  hor- 
monal effect  on  the  liver.  On  the  other 
hand,  insulin  seems  to  act  on  the  extra- 
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hepatic  tissue.  Glucagon  is  a hormone  of 
the  alpha  cells  of  the  pancreas  and  in- 
creases the  blood  glucose  level  by  a gly- 
cogenolytic effect  on  liver  glycogen.  In 
emergencies,  epinephrine  can  cause  exces- 
sive hepatic  glycogenolysis  and  hypergly- 
cemia. 

All  peripheral  tissues  utilize  glucose  for 
energy  purposes  and  of  these  only  cardiac 
or  skeletal  muscle  can  store  a significant 
amount  as  glycogen.  There  is  a direct  re- 
lationship between  blood  glucose  concen- 
tration and  utilization  of  carbohydrate  by 
extrahepatic  tissues.  This  holds  true  for 
both  normal  and  diabetic  patients ; al- 
though the  rate  of  utilization  is  lower  in 
the  diabetic  group  at  a given  glucose  con- 
centration. In  contrast,  when  hypogly- 
cemia is  present,  the  rate  of  entry  of 
glucose  into  muscle  will  vary  with  the 
cause  of  the  decreased  blood  sugar.  Insu- 
lin is  the  one  hormone  which  has  been 
shown  to  increase  the  extrahepatic  uptake 
of  glucose. 

Abnormal  blood  sugar  concentrations 
result  from  an  imbalance  between  hepatic 
output  of  glucose,  peripheral  uptake  of 
glucose,  or  disturbance  in  the  endocrine 
regulatory  influence  upon  these  processes. 

Hyperglycemia 

Hyperglycemia  may  result  from  (1)  an 
increase  in  hepatic  production  and  release 
of  glucose  with  normal  removal  rate  by 
peripheral  tissues,  (2)  a normal  hepatic 
output  of  glucose  with  a subnormal  rate 
of  peripheral  removal,  or  (3)  a combina- 
tion of  these  factors. 

Diabetes  mellitus  is  a syndrome  char- 
acterized by  persistent  hyperglycemia  and 
glycosuria.  Mild  diabetes  may  show  nor- 
mal fasting  blood  glucose  levels.  It  may 
be  necessary  to  determine  a postprandial 
blood  sugar  level  or  do  a glucose  tolerance 
test  in  order  to  establish  a diagnosis,  es- 
pecially since  glycosuria  may  be  absent. 
An  overproduction  of  glucose  by  the  liver 
is  the  primary  abnormality  in  the  syn- 
drome. Glycosuria  occurs  when  the  renal 
tubular  reabsorption  capacity  for  glucose 
is  exceeded.  Diabetes  mellitus  syndrome 
may  be  caused  by  lesions  in  the  islets  of 


Langerhans  or  by  disorders  of  other  endo- 
crine glands.  Increased  activity  of  the 
adrenal  cortex,  either  primary  or  as  a re- 
sult of  pituitary  basophilism  with  in- 
creased ACTH  production  produces  hyper- 
glycemia by  increasing  hepatic  glyconeo- 
genesis  greater  than  increase  in  peripher- 
al uptake.  Pituitary  eosinophilism  with  in- 
creased growth  hormone  produces  acro- 
megaly and  hyperglycemia.  The  mecha- 
nism is  not  definitely  known  but  it  may 
be  by  grow'th  hormone  influence  on  gly- 
coneogenesis  as  well  as  an  anti-insulin 
effect  by  glucagon  production.  Hyperthy- 
roidism increases  blood  sugar  levels  if  the 
peripheral  utilization  does  not  keep  pace 
with  the  augmented  hepatic  output.  Hy- 
perglycemia may  also  be  found  in  cases 
of  pheochromocytoma. 

Fasting  Blood  Sugar  Levels  are  of 
Limited  Use 

In  the  diabetic  syndrome,  insulin  re- 
stores hepatic  glyconeogenesis  to  normal 
and  facilitates  peripheral  utilization  at 
normal  blood  sugar  levels.  Other  condi- 
tions that  produce  increased  blood  sugar 
levels  are  (1)  anoxia,  (2)  general  anes- 
thesia, (3)  convulsive  episodes  of  tetany, 
epilepsy,  eclampsia  and  intracranial  trau- 
ma, (4)  chronic  hepatic  dysfunction  and 
(5)  gastrectomy  with  “dumping  syn- 
drome”. 

There  is  no  need  of  estimating  the  level 
of  serum  glucose  in  the  fasting  state  ex- 
cept where  (1)  hypoglycemia  is  suspected 
or  (2)  where  it  is  desired  to  ascertain  the 
effect  and  duration  of  insulin  action  in 
diabetes  under  therapy. 

If  one  is  tempted  to  screen  out  individ- 
uals with  disorders  of  carbohydrate  me- 
tabolism leading  to  hypoglycemia,  then  a 
fasting  blood  serum  glucose  determination 
will  establish  this  fact,  especially  if  com- 
bined with  exercise.  The  disease  processes 
associated  with  hyperglycemia  can  be 
more  readily  demonstrated  when  tested 
under  the  load  of  a meal.  A postprandial 
blood  glucose  determination  is  then  the 
method  of  choice  and  not  a fasting  blood 
level  in  screening  for  the  presence  of  dia- 
betes. 
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Accurate  Blood  Sugar  Method  is  Available 
and  Necessary 

All  practical  methods  require  the  prep- 
aration of  a protein  free  filtrate  for  de- 
termining the  glucose  level.  Most  labora- 
tories use  tungstic  acid  for  their  precipi- 
tant but  its  use  should  be  discontinued 
and  either  Zn(OH)j  or  C11WO4  substitut- 
ed. Tungstic  acid  will  not  precipitate  the 
nonglucose  substances  in  the  erythrocytes 
and  plasma  like  glutathione,  uric  acid  and 
ergothioneine  so  the  levels  obtained  and 
ordinarily  used  as  normals  (80  to  120  mg. 
per  100  ml.)  include  these  non-glucose  re- 
ducing substances.  With  the  use  of  better 
precipitating  agents  true  serum  glucose 
is  70  to  105  mg.  per  100  ml.  and  whole 
blood  level  is  60  to  90  mg.  per  100  ml. 

Postprandial  Glucose  Determination 
is  Desirable 

The  ability  of  an  individual  to  regulate 
his  blood  sugar  can  best  be  studied  by 
determining  blood  glucose  concentration 
after  a meal  or  after  oral  or  intravenous 
glucose.  The  postprandial  blood  glucose 
determination  requires  only  one  specimen 
one  to  two  hours  after  a meal  and  only 
the  degree  of  hyperglycemia  is  of  impor- 
tance. The  glucose  tolerance  test  can  be 
given  orally  or  intravenously.  The  blood 
glucose  level  is  determined  at  specified 
time  intervals  before  and  after  the  oral 
or  intravenous  administration  of  a given 
amount  of  glucose.  In  the  oral  test,  both 
the  degree  and  duration  of  hyperglycemia 
are  of  clinical  importance,  whereas  in  the 
intravenous  method,  only  the  duration  of 
hyperglycemia  is  significant. 

Regardless  of  the  method  of  adminis- 
tration the  liver  is  the  principal  organ 
involved  in  the  regulation  of  blood  sugar 
and  determines  the  response  to  the  load  of 
carbohydrate  administered. 

Oral  Glucose  Tolerance  Test 

Orally,  glucose  is  absorbed  at  a rate 
which  at  first  is  greater  than  the  capacity 
of  the  liver  and  peripheral  tissues  to  re- 
move it.  The  height  of  the  blood  sugar 
usually  does  not  exceed  150  mg.  per  100 
ml.  and  this  maximum  is  seen  one-half  to 


one  hour  after  glucose  ingestion.  As  a 
result  of  adjustments,  the  blood  sugar  is 
restored  to  normal  after  a time,  although 
the  intestinal  absorption  may  be  continu- 
ing at  a maximum  rate.  After  the  initial 
increase  in  blood  sugar  the  fall  is  delayed 
and  does  not  return  to  control  level  for 
three  or  more  hours.  Hence  both  the 
height  of  the  blood  sugar  response  and  its 
duration  are  of  importance.  Although  it 
is  assumed  that  there  is  a “normal”  ab- 
sorption of  glucose  from  the  intestine, 
even  in  normal  individuals  this  rate  is 
somewhat  variable.  Except  in  outspoken 
cases  of  gastrointestinal  pathology,  how- 
ever, the  postprandial  serum  glucose  con- 
centration will  not  be  greatly  affected  by 
absorption  rates  since  only  the  degree  of 
hyperglycemia  is  important.  On  the  other 
hand,  the  variability  in  absorption  will 
affect  the  real  glucose  tolerance  since  both 
degree  and  duration  of  hyperglycemia  are 
considered  diagnostic.  An  abnormal  de- 
gree of  hyperglycemia  may  occur  after 
gastrectomy  since  the  stomach  empties 
rapidly  (“dumping  syndrome”).  This 
complication  is  avoided  by  using  the  in- 
travenous test.  In  disease  of  the  gastro- 
intestinal tract  associated  with  interfer- 
ence in  absorption  (sprue,  celiac  disease, 
enteritis  and  colitis)  little  if  any  hyper- 
glycemia may  be  seen.  Only  a small  in- 
crease in  blood  sugar  value  will  be  seen 
in  untreated  anterior  pituitary  and  thy- 
roid insufficiency.  Patients  with  Addi- 
son’s disease  may  show  a normal  type  of 
curve  if  replacement  therapy  with  electro- 
lyte and  water  regulating  hormones  is 
adequate. 

Intravenous  Glucose  Tolerance  Test 
In  the  intravenous  test,  glucose  is  in- 
troduced directly  into  the  blood  stream 
and  all  the  variable  factors  of  absorption 
are  eliminated.  After  a fasting  blood  sug- 
ar is  obtained  V3  of  glucose  per  kg. 
of  body  weight  as  a 50  per  cent  glucose 
solution  is  injected  intravenously  over  a 
three  to  five  minute  period  (Soskin  and 
Levine).  Samples  are  taken  at  one-half, 
one,  two  and  three  hours.  The  concentra- 
tion of  blood  glucose  reaches  a peak  im- 
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mediately  and  then  falls  progressively. 
The  maximum  height  has  no  significance 
but  the  duration  of  hyperglycemia  is  clin- 
ically important.  The  serum  glucose  nor- 
mally will  return  to  normal  within  one 
hour  and  may  continue  to  fall  for  another 
hour  to  a level  5 to  15  mg.  per  100  ml. 
below  this.  Following  this  dip,  the  level 
returns  to  approximately  its  normal  level. 

This  “hypoglycemic”  phase  is  produced 
by  a lag  in  the  liver’s  ability  to  change 
from  its  glycogenic  activity  to  its  role  of 
glycogenolysis.  Three  types  of  abnormal 
responses  after  the  Vs  per  Kg.  dosage 
is  used  can  occur.  These  are:  (1)  A delay 
of  three  hours  or  more  before  the  blood 
glucose  returns  to  normal  level.  This  is 
typical  of  the  diabetic  syndrome.  The  in- 
dividual with  mild  diabetes  may  have  a 
normal  or  only  slightly  elevated  fasting 
blood  sugar  but  will  not  be  capable  of  re- 
storing the  blood  sugar  to  the  control  val- 
ue until  three  or  more  hours  afterwards. 
This  delay  is  caused  by  an  absolute  or  rel- 
ative insulin  lack  which  affects  hepatic 
homeostasis.  (2)  A return  to  normal  lev- 
els between  one  and  two  hours  after  the 
injection.  Some  cases  of  liver  dysfunction 
will  produce  this.  A delay  in  the  fall  of 
the  blood  sugar  is  also  found  here  but  it 
differs  from  the  response  seen  in  diabetes 
in  that  the  blood  sugar  returns  to  the 
original  value  between  one  and  two  hours 
Here  the  abnormally  functioning  liver  can 
not  respond  in  the  normal  way  to  the  stim- 
ulus of  hyperglycemia  and  endocrine  regu- 
lation. Thus,  it  is  possible  to  differenti- 
ate patients  with  mild  diabetes  from  those 
with  liver  dysfunction  by  means  of  the 
intravenous  tolerance  test.  The  oral  test 
is  incapable  of  making  this  differentiation. 
(3)  An  exaggerated  hypoglycemic  phase. 
As  intravenous  glucose  subjects  the  regu- 
latory mechanism  to  a marked  stress  re- 
sulting from  the  great  hyperglycemia 
produced,  the  test  tends  to  exaggerate  the 
hypoglycemic  phase  as  found  in  hyper- 
insulinism,  glycogen  storage  disease  and 
adrenal  cortical  and  anterior  pituitary  in- 
sufficiency. 


Standards  of  Interpretation 

Almost  all  of  the  glucose  tolerance  tests 
are  done  to  establish  or  eliminate  the  diag- 
nosis of  diabetes  mellitus.  The  value  of 
the  postprandial  blood  glucose  for  this 
purpose  has  been  firmly  established.  Sin- 
doni  originally  demonstrated  that  blood 
drawn  one  to  two  hours  after  a meal  is 
rarely,  if  ever,  elevated  in  normal  persons, 
in  contradistinction  to  the  high  values 
found  in  diabetics.  The  serum  glucose 
level  is  always  lower  than  120  mg.  per 
100  m.  in  normals  and  always  higher  than 
150  mg.  per  100  ml.  in  diabetics.  Here  is 
a procedure  which  is  accomplished  without 
fasting,  requires  only  one  blood  sample, 
costs  less  and  is  completed  in  a relatively 
short  time. 

In  this  test  as  in  the  above  tolerance 
tests,  the  patient  should  be  placed  on  a 
high  carbohydrate  diet  for  at  least  three 
days  prior  to  the  test  so  that  it  may  be 
carried  out  under  optimum  standard  con- 
ditions. While  the  tolerance  tests  are  done 
after  twelve  hours  fasting,  in  the  post- 
prandial blood  sugar  test  the  patient  eats 
a normal,  hearty  meal  (breakfast,  lunch 
or  dinner)  and  the  blood  is  drawn  one  to 
two  hours  afterwards.  Excessive  physical 
activity  should  be  avoided  during  this  pe- 
riod as  activity  accelerates  the  rate  at 
which  glucose  enters  muscle  cells. 

A postprandial  serum  glucose  level  of 
less  than  140  mg.  per  100  ml.  is  consid- 
ered normal.  One  that  exceeds  140  mg. 
per  100  ml.  is  abnormal.  This  test  will 
pick  up  mild  diabetics,  i.e.,  with  a moder- 
ate persistent  elevation  of  the  blood  glu- 
cose concentration  but  no  glycosuria.  Since 
treatment  of  these  patients  will  not  in- 
clude insulin  but  will  be  directed  along 
lines  of  weight  reduction  and  other  gener- 
al measures  it  is  immaterial  whether  dia- 
betes is  diagnosed  by  means  of  the  post- 
prandial blood  sugar  or  by  the  glucose 
tolerance  test. 

Postprandial  Blood  Sugar  Should  he 
Routine 

Since  many  patients  with  diabetes  may 
exhibit  only  minor  symptoms  and  may 
not  excrete  sugar  in  the  urine,  it  is  wise 
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to  screen  all  patients  by  performing  a 
postprandial  blood  sugar  as  part  of  their 
work-up.  It  is  also  of  value  in  following 
the  course  of  mild  diabetics  at  regular 
intervals. 

The  finding  of  reducing  substances  in 
the  urine  (mellituria)  should  be  followed 
by  a postprandial  blood  sugar.  The  find- 
ing of  a normal  postprandial  blood  sugar 
eliminates  the  diabetic  syndrome  as  the 
cause.  Then  the  possibility  of  the  pres- 
ence of  renal  glycosuria,  fructosuria,  pen- 
tosuria or  lactosuria  should  be  investi- 
gated. 

Hereditary  Factors 

It  is  universally  agreed  that  there  is  a 
large  hereditary  component  in  the  causa- 
tion of  diabetes  mellitus.  Recent  studies 
of  Stinberg  and  Wilder  suggest  that  dia- 
betes mellitus  is  transmitted  by  a single 
autosomal  recessive  gene,  d.  Individuals 
who  are  genetically  liable  to  develop  the 
disease  are  dd,  and  those  who  are  not 
genetically  liable  to  develop  it  are  Dd  or 
DD.  It  is  estimated  that  5 per  cent  of  the 
population  of  the  United  States  belong  to 
dd.  However,  because  of  the  v'ariable  age 
of  onset  and  the  difficulty  of  making  the 
diagnosis  clinically,  only  about  1 per  cent 
of  the  population  is  recognized  as  being 
diabetic.  The  probability  of  genetic  sus- 
ceptibility in  any  family  when  Dd  mates 
with  Dd  is  the  expected  25%  of  offsprings 
will  be  dd.  Dd  mated  with  dd  gives  50 
per  cen  of  offsprings  dd  and  dd  mated 
with  dd  gives  100%  of  the  offsprings  dd. 
On  this  assumption  it  is  possible  to  calcu- 
late the  probability  of  any  one  individual 
in  a family  being  dd  if  one  knows  that 
certain  other  relatives  in  the  same  family 
have  diabetes  mellitus  or  may  be  dd  . 

Cortisone  Glucose  Tolerance  Test 

We  are  still  left  with  the  problem  of 
determining  which  asymptomatic  individ- 
uals are  dd  and  when  they  are  likely  to 
show  symptoms  of  diabetes  mellitus.  Fa- 


jans  and  Conn  have  made  progress  in 
this  by  devising  a combined  cortisone- 
glucose  tolerance  test.  They  found  19  per 
cent  of  152  relatives  of  known  diabetics 
showed  an  abnormality  of  the  usual  glu- 
cose tolerance  test.  However  if  50  mg.  of 
cortisone  was  administered  eight  hours 
before  the  test  the  incidence  was  24  per 
cent.  In  contrast  only  1 of  50  control  sub- 
jects with  no  diabetes  mellitus  in  the 
family  demonstrated  an  abnormality  with 
the  usual  glucose  tolerance  test  and  1 of 
37  control  subjects  demonstrated  blood 
sugar  changes  by  the  cortisone-glucose 
tolerance  test. 

Woodyatt  and  Spetz  have  suggested 
that  the  on.set  of  diabetes  mellitus  be- 
comes earlier  with  each  affected  genera- 
tion. Thus,  if  grandfather  developed  dia- 
betes mellitus  at  the  age  of  50,  the  father 
may  develop  symptoms  at  30  and  the  off- 
spring at  10.  This  is  not  a consistent  re- 
lationship between  parent  and  child  so  the 
term  anticipated  should  not  be  used. 

Summary 

In  summary  diabetes  mellitus  is  prob- 
ably transmitted  by  a simple  autosomal 
recessive  gene.  Individuals  who  are  homo- 
zygous for  this  gene  dd  are  liable  to  de- 
velop diabetes  mellitus  but  the  age  of  on- 
set is  variable.  The  specific  diagnosis  is 
made  by  the  clinical  history  and  the  lab- 
oratory determination  of  mellaturia  and 
decreased  tolerance  to  glucose.  The  best 
single  test  for  this  is  the  postprandial 
blood  sugar  determination. 
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Management  of  Unstable  Diabetes^ 


• Difficulty  in  the  management  of  diabetes  may  be  due  to  the  patient's 
outlook  on  the  disease,  os  well  os  to  faulty  management  or  causes 
inherent  in  the  disease. 


physician’s  purpose  in  treatment 
^ of  diabetes  is  to  minimize  its  influence 
on  the  patient’s  life.  In  most  cases  mod- 
ern methods  of  control  are  entirely  ade- 
quate to  permit  diabetics  to  live  lives 
scarcely  distinguishable  from  those  of 
non-diabetics.  In  the  minority  are  pa- 
tients whose  diabetes  behaves  so  erratic- 
ally that  it  makes  anything  approaching 
normal  living  impossible.  This  minority 
is  said  to  have  “labile,”  “brittle,”  “unsta- 
ble,” or  “unmanageable”  diabetes.  Insulin 
reactions  are  often  their  great  daily  fear. 

When  diabetes  appears  to  be  unmanage- 
able first  thought  should  be  given  to  find- 
ing the  reason.  Frequently,  in  my  experi- 
ence, no  satisfactory  explanation  will  be 
found,  and  patient  and  physician  will  have 
to  embark  on  an  often  frustrating  course 
of  manipulation  of  diet,  hypoglycemic 
agents,  and  exercise.  Sometimes,  however, 
the  physician  will  be  lucky  enough  to  es- 
tablish the  cause  and,  luckier  still,  to  re- 
move it. 

Stable  Diabetes  Masquerading  as 
Unstable  Diabetes 

Instability  of  diabetes  may  be  due  to 
nothing  more  than  the  patient’s  ignorance 
of  how  to  care  for  his  diabetes  at  home. 
This  becomes  immediately  apparent  in  the 
hospital  where  standard  management  may 
reveal  nothing  unusual  about  the  diabetes 
or  response  to  treatment.  In  such  cases, 
thorough  education  of  the  patient  by  many 
means  now  available  usually  will  tame  the 
disease. 


* Presented  at  the  Eighty-first  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
9,  19C)1,  in  New  Orleans. 

t From  the  Department  of  Medicine,  Ochsner 
Clinic,  New  Orleans. 


WILUAM  LOCKE,  M.  D.t 
New  Orleans 

Poor  self-management  of  stable  dia- 
betes is  not  always  due  to  ignorance,  how- 
ever. Conditions  at  home  or  work  may 
make  it  extremely  difficult  for  the  patient 
to  follow  a regular  daily  routine.  This  is 
true,  for  example,  of  patients  whose  ener- 
gy output  in  physical  work  must  vary 
widely  and  of  those  on  rotating  work- 
shifts.  Sometimes  a conference  with  or 
a letter  to  the  employer  will  be  helpful. 

There  may  also  be  psychological  barriers 
to  achievement  of  satisfactory  diabetic 
control.  These  vary  in  magnitude  from 
poor  self  discipline  and  an  easily  under- 
standable rebelliousness  and  partial  denial 
of  existence  of  diabetes  to  use  of  of  the 
disease  for  suicide.  In  such  cases  it  is 
really  not  the  diabetes  but  the  patient 
who  is  unstable,  but  this  may  not  be  im- 
mediately evident  to  the  physician.  Peck 
and  Peck  ' and  Stearns  “ described  5 cases 
of  patients,  all  adolescents  or  young  adults 
who  attempted  to  use  their  diabetes  for 
self-destruction.  One  succeeded.  Another, 
during  a period  of  seven  years  was  in 
coma  at  least  forty-two  times;  adjust- 
ment of  her  environment  and  superficial 
psychotherapy  stopped  this  behavior. 

Instability  of  Diabetes  Due  to  Excessive 
Doses  of  Insulin 

For  years  it  has  been  known  that  in- 
sulin reactions  make  diabetes  behave  errat- 
ically for  several  hours  or  days.  This  ap- 
pears to  be  due  primarily  to  the  stimulat- 
ing effect  of  hypoglycemia  on  release  of 
corticoids  and  possibly  other  insulin  an- 
tagonists. Somogyi  '*  appeared  to  believe 
that  this  phenomenon  accounts  for  most 
cases  of  diabetic  instability.  He  went  so 
far  as  to  say  that  every  one  of  his  pa- 
tients who  for  years  had  received  30  to 


414 


The  Journal  ok  the  Ix»uisiana  State  Medical  Society 


MANAGEMENT  OF  UNSTABLE  DIABETES— LOCKE 


150  units  of  insulin  daily  was  restored  to 
“a  status  of  mild  diabetes  that  can  be 
managed  with  small  doses  of  insulin  or, 
not  infrequently,  without  insulin”.-'  An 
illustrative  case  (Figure  1)  is  that  of  a 
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Figure  1. — Improvement  of  diabetic  control 
in  a 22  year  old  woman  during  hospitalization 
and  reduction  in  insulin  dosage. 


woman,  22  years  of  age,  who  had  had 
diabetes  for  ten  years.  For  three  years 
before  admission  to  Ochsner  Foundation 
Hospital  the  diabetes  had  been  poorly  con- 
trolled. She  ate  erratically.  In  spite  of 
injection  of  60  units  of  protamine  zinc 
insulin  twice  daily  results  of  urinalyses, 
which  she  performed  three  times  a day, 
were  rarely  negative  for  sugar  and  fre- 
quently positive  for  acetone.  She  had  be- 
come emaciated,  and  diabetic  neuropathy 
and  nephropathy  had  developed.  In  the 
hospital  the  dosage  of  insulin  was  rapidly 
reduced  and  one  daily  dose  of  44  units  of 
NPH  insulin  satisfactorily  controlled  the 
disease.  After  discharge  from  the  hospi- 
tal, the  daily  dosage  was  reduced  another 
4 units. 

In  this  case  improvement  in  diabetic 
control  by  reduction  in  insulin  dosage, 
combined  with  dietary  regulation  was  ex- 
ceptionally easy  to  accomplish.  More  com- 
monly, Somogyi  emphasized,  great  ingenu- 
ity in  manipulation  of  diet  and  insulin  is 
necessary  to  break  the  disastrous  cycle 
responsible  for  “exacerbation  of  diabetes 
by  excess  insulin  action”.-"' 

Instability  of  Diabetes  Due  to 
Concurrent  Disease 

Reduction  in  insulin  requirement,  often 
of  substantial  and  progressive  degree, 
combined  with  increasing  liability  to  in- 
sulin reactions  should  make  one  think  of 


Addison’s  disease  or  anterior  pituitary  in- 
sufficiency. Increasing  severity  of  dia- 
betes often  accompanies  chronic  infections 
or  thyrotoxicosis.  Diabetes  due  to  pheo- 
chromocytoma  is  notably  labile. 

An  unusual  case  of  diabetic  instability 
associated  with  concurrent  disease  is  ex- 
emplified by  a man,  50  years  of  age,  ad- 
mitted to  Ochsner  Foundation  Hospital  on 
March  5,  1961,  with  a history  of  diabetes 
for  the  past  ten  years.  Since  1955,  he  had 
had  symptoms  of  diabetic  neuropathy, 
chief  of  these  being  impotence  and  ortho- 
static hypotension.  Until  March  1960,  the 
diabetes  had  been  easily  controlled  by  a 
qualitative  diabetic  diet  and  injection  of 
20  units  of  protamine  zinc  insulin  daily. 
Then,  the  diabetes  started  behaving  errat- 
ically. He  began  to  have  cutaneous  infec- 
tions. Three  days  before  admission  epi- 
gastric pain  developed.  Radiologic  exami- 
nation of  the  upper  gastrointestinal  tract 
showed  severe  gastric  retention  and  at 
least  two  peptic  ulcers,  one  of  which  ap- 
peared to  penetrate  the  pancreas.  The 
radiologic  diagnoses  w'ere  confirmed  at 
operation. 

One  interpretation  of  this  sequence  of 
events  is  that  the  instability  of  the  dia- 
betes, beginning  one  year  before  admis- 
sion, was  due  to  intermittent  pyloric  ob- 
struction, and  that  the  gastrointestinal  le- 
sions were  asymptomatic,  or  nearly  so, 
because  of  coexistence  of  the  diabetic  neu- 
ropathy affecting  principally  the  auto- 
nomic nervous  system.  Admittedly,  the 
cutaneous  infections,  as  well  as  the  sec- 
ondary pancreatitis,  may  have  been  con- 
tributing factors. 

Insulin  Resistance 

Insulin  resistance  is  said  to  be  present 
when  the  daily  insulin  requirement  is  per- 
sistently 200  units  or  more.  The  condition 
as  so  defined  is  rare.  I can  remember 
having  seen  only  one  case.  In  1948,  Smelo  ‘ 
collected  only  54  cases  from  the  English 
medical  literature.  Insulin  resistance  has 
many  causes  and  usually  is  self-limited 
in  time.  Its  treatment  is  not  completely 
satisfactory.  According  to  Berson  and 
Yalow,-'’  “approximately  half  of  the  pa- 
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tients  will  show  a significant  reduction 
in  insulin  requirements  following  treat- 
ment with  adrenal  cortical  steroids.” 
Treatment  of  some  patients  with  adreno- 
cortical steroids,  however,  increases  insu- 
lin requirements. 

Instability  of  Diabetes  Due  to  Unknown 
Causes 

Patients  in  whom  the  cause  of  the  dis- 
ease’s instability  cannot  be  found  have 
usually  had  diabetes  since  childhood  or 
adolescence,  and  the  disease  may  have 
been  easily  controlled  for  some  years  be- 
fore becoming  unstable.  Unfortunately, 
there  is  no  magic  formula  which  will 
insure  satisfactory  therapeutic  results. 
What  is  needed  is  unrelenting  application 
of  basic  principles  of  diabetic  manage- 
ment, as  well  as,  at  times,  a few  tricks. 

A.  Education  of  the  Patient.  To  the 
limit  of  his  ability,  the  patient  should 
master  the  whole  subject  of  diabetes. 
Knowledge  of  a few  simple  facts  and  tech- 
nics permits  the  patient  with  stable  dia- 
betes to  live  at  peace  with  his  disease, 
but  this  may  not  be  true  of  a patient  with 
unstable  diabetes.  The  physician  should 
emphasize  the  importance  of  proper  tech- 
nic of  administration  of  insulin,  as  well 
as  establishment  of  a regular  daily  rou- 
tine with  respect  to  time  of  administration 
of  insulin,  food  consumption,  urinalyses 
for  sugar,  and  exercise.  The  patient  should 
be  encouraged  to  live  a life  of  emotional 
moderation,  and  he  should  be  warned  of 
the  dangers  of  insulin  reactions.  He 
should  at  all  times  carry  some  form  of 
sugar  with  him  and  be  ready  to  use  it  at 
the  first  hint  of  an  insulin  reaction.  Un- 
usual exertion  should  be  preceded  by  a 
feeding.  In  my  opinion,  he  should  be 
taught  to  look  on  moderate  glycosuria 
with  an  unconcern  that  would  not  be  per- 
missible in  a stable  diabetic. 

B.  Diet.  Obviously,  the  diet  should  be 
carefully  measured.  Eating  mid-morning, 
mid-afternoon,  and  bedtime  snacks  may 
be  invaluable  in  preventing  insulin  reac- 
tions and  stabilizing  the  disease. 

C.  Insulin.  It  seems  to  be  impossible 
to  prepare  a .satisfactory,  brief  coherent 
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summary  of  use  of  insulin  in  treatment 
of  unstable  diabetes.  The  following  ob- 
servations are  offered  in  place  of  one. 

1.  It  is  wrong  to  rely  on  the  belief  that 
any  insulin  preparation  “A”  has  a dura- 
tion of  action  “X”  and  is  maximally  ac- 
tive as  measured  by  depression  of  blood 
sugar  concentration  at  time  “Y”  after  in- 
jection. In  the  first  place,  the  duration  of 
action  of  any  type  of  insulin  depends 
partly  on  size  of  dose.  This  is  exempli- 
fied by  the  case  of  the  patient  reported 
by  Vogl  and  Youngwirth  who  was  still 
having  insulin  reactions  six  days  after 
injection  of  2000  units  of  protamine  zinc 
insulin,  which  he  had  taken  with  suicidal 
intent.  Secondly,  patients  vary  amazing- 
ly among  themselves  in  their  response  to 
the  same  dose  of  the  same  preparation 
of  insulin.  Hallas-Moller  ' observed  that 
injection  of  the  same  depo-insulin  into  3 
fed  patients  with  diabetes  of  almost  the 
same  degree  was  followed  in  six  hours  by 
a fall  in  the  blood  sugar  concentration  of 
about  200  mg.  per  100  ml.  in  one,  a rise 
of  about  the  same  degree  in  another,  and 
little  change  in  the  blood  sugar  in  the 
third. 

2.  A single  daily  injection  of  a single 
kind  of  insulin  will  rarely  control  unstable 
diabetes.  Single  injections  of  a mixture 
of  insulins  (for  example,  Lente  and  semi- 
Lente  insulin)  sometimes  will.  More  fre- 
quently, two  injections  daily  are  needed; 
for  example,  two-thirds  of  the  total  daily 
dose  of  insulin  given  before  breakfast  and 
one-third  before  supper  or  at  bedtime. 

3.  Protamine  zinc  insulin,  alone  or  in 
mixtures,  probably  should  not  be  used  in 
the  treatment  of  unstable  diabetes. 

4.  Changes  in  dosage  or  kind  of  insulin 
should  be  made  only  rarely  at  daily  inter- 
vals. 

D.  Oral  Hypoglycemic  Agents.  Several 
oral  hypoglycemic  agents  have  been  used 
to  supplement  insulin  in  treatment  of  un- 
stable diabetes.  Of  these,  phenethylbigua- 
nide  (phenformin,  DBI®)  has  proved  most 
useful.  However,  the  frequency  with 
which  it  produces  gastrointestinal  symp- 
toms and  lassitude  limits  its  usefulness 
and  even  if  tolerated  by  the  patient  is  is 
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not  always  effective.  Krall  and  associates'* 
report  that  “the  activity  appears  to  start 
several  hours  after  ingestion  and  in  its 
present  form  usually  disappears  in  six  to 
eight  hours.”  This  observation  can  be  used 
as  a guide  to  spacing  doses  of  the  com- 
pound. Krall’s  patients  who  were  taking 
both  insulin  and  phenformin  received  a 
daily  average  of  152  mg.  of  phenformin 
and  10  units  of  insulin.  In  this  group, 
phenformin  had  reduced  insulin  recpiire- 
ment  by  64  per  cent. 

Summary 

The  following  program  of  management 
of  the  patient  with  unstable  diabetes 
has  been  suggested:  (1)  hospitalization; 
(2)  institution  of  a good  standard  diabetic 
regimen;  (3)  careful  search  for  co-exist- 
ent  disease  and  treatment  of  any  found ; 
(4)  if  the  diabetes  remains  unstable: 

(a)  intensive,  thorough  education  of  the 
patient  in  the  technic  of  injection  of  in- 
sulin, in  the  pathologic  physiology  of  dia- 
betes, the  action  of  insulin,  recognition  of 
insulin  reactions,  and  the  diabetic  diet ; 

(b)  painstaking  manipulation  by  the  phy- 


sician of  insulin  therapy,  diet,  and  occa- 
sionally oral  hypoglycemic  agents  or  cor- 
ticoids,  and  (5)  close  supervision  of  the 
patient  after  discharge  from  the  hospital. 
Moderate  glycosuria  is,  in  my  opinion, 
preferable  to  frequent  insulin  reactions. 
In  spite  of  all  the  patient  and  physician 
can  do,  however,  the  results  of  treatment 
may  not  be  ideal  in  all  cases. 
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Who  Introduced  Nitroglycerine 

The  following  clipping  from  the  April  number  of  the  Philadelphia  Medical  News 
i.s  of  interest  in  the  history  of  this  new  remedial  agent.  It  is  a point  of  importance 
that  due  credit  may  be  given  for  what  appears  to  be  a valuable  discovery,  and  we 
gladly  republish  the  following  claim  made  by  Dr.  Allan  M’Lane  Hamilton,  of  New 
York  City; 

In  an  article  in  the  current  number  of  the  News  it  is  stated  that  nitroglycerine 
is  a new  remedy.  I desire  to  call  attention  to  the  fact  that  the  drug  was  used  many 
years  ago,  and  articles  detailing  its  physiological  effects  were  written  as  far  back  as 
1855. 

I wish  now  to  claim  priority  in  suggesting  its  use  in  the  treatment  of  various 
nervous  diseases,  including  epilepsy  and  migraine,  in  appreciable  doses.  Dr.  A.  J. 
Minor  and  I conducted  a series  of  experiments  in  1875,  which  were  subsequently 
published.  (Am.  Pathological  J.  Feb.  1876) 

New  Orleans  M.  & S.  J.  10:304  (Oct.)  1882. 
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Determining  the  Cause  of  Death 


• The  steps  by  which  a diagnosis  is  established  are  given,  and  some 
statistics  on  coroner's  cases  in  New  Orleans.  The  necessity  of  an 
autopsy  is  shown. 

RAFAEL  C.  SANCHEZ,  M.  D. 
NICHOLAS  J.  CHETTA,  M.  D. 
IGNACIO  MEDINA,  JR.,  M.  D. 

New  Orleans 


"COR  each  human  being  who  dies  there 

must  be  a legally  documented  cause  of 
death.  Each  year  there  are  approximate- 
ly one  hundred  and  five  million  deaths  in 
the  United  States.  Of  this  number  about 
three  hundred  thousand  qualify  under  lo- 
cal laws  as  Coroner’s  or  Medical  Exami- 
ner’s cases.  The  ratio  of  medico-legal 
cases  to  those  not  requiring  investigation 
varies  widely  with  local  problems.  New 
York  City  has  a yearly  average  of  76,513 
deaths,  of  which  15,699  require  investi- 
gation for  a percentage  of  20.5  per  cent. 
New  Orleans  during  the  past  nine  years 
has  shown  a yearly  average  of  8055 
deaths  of  which  an  average  '3,969  are  in- 
vestigated (a  percentage  of  49.2  per  cent). 
The  death  average  is  comparable  on  a per 
capita  basis. 

It  is  obvious  that  the  total  number  of 
Coroner’s  Cases  is  augmented  by  the  Char- 
ity Hospital  facilities  in  this  area.  Last 
year  25.4  per  cent  of  Coroner’s  Cases  in 
Orleans  Parish  represented  out  of  Parish 
cases  reported  from  Charity  Hospital.  Of 
the  total  cases  investigated,  the  number 
of  cases  autopsied  has  increased  from  27.2 
per  cent  in  1951,  to  52.72  per  cent  in  1959. 
In  cases  not  requiring  autopsies  the  causes 
of  death  were  established  on  the  basis  of 
hospital  records  or  the  medical  opinions 
of  attending  physicians. 

The  responsibility  for  determining  that 
the  processes  of  life  have  ceased  belongs 
to  the  physician,  and  when  he  is  in  at- 
tendance at  the  death  scene  it  is  simple 
to  set  the  time  and  manner  of  death.  The 


* Pi'esented  at  the  Eightieth  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  May  4, 
I960,  in  Baton  Rouge. 


cause  may  or  may  not  be  apparent.  Es- 
tablishing the  exact  time,  manner  and 
cause  of  death  is  sometimes  a more  diffi- 
cult procedure  than  is  credited,  especially 
by  lay  opinion. 

Signs  of  Death 

The  earliest  reliable  sign  of  death  is 
the  cessation  of  heart  and  respiratory 
movements.  In  extreme  shock,  heart  and 
lung  sounds  may  be  so  feeble  as  to  be 
barely  audible  so  that  careful  examina- 
tion must  be  made  to  avoid  error.  The 
stethoscope  and  a fairly  good  ear  are  rare- 
ly wrong  in  this  regard. 

Once  metabolism  stops,  heat  production 
no  longer  continues  and  body  heat  begins 
to  be  lost.  The  rate  at  which  this  takes 
place  will  depend  on  a variety  of  factors, 
which  include  environmental  temperature, 
body  temperature  at  the  time  of  death, 
amount  of  subcutaneous  fat,  amount  of 
clothing  and  exposure  to  the  elements. 
Sunlight  will  warm  the  markedly  rigid 
body  as  well  as  the  putrefied  body  re- 
covered from  waters  several  days  after 
death  has  occurred. 

When  there  is  no  circulation  of  blood, 
stagnation  takes  place  and  the  blood  grav- 
itates to  the  dependent  parts  of  the  body. 
Post  mortem  lividity  is  an  indication  of 
the  position  of  the  body,  and  is  evidenced 
by  a purplish  discoloration  of  those  de- 
pendent parts.  If  the  body  is  moved  after 
lividity  is  complete,  the  site  of  discolora- 
tion will  not  change.  If  the  change  in 
position  is  made  after  the  process  has 
started  but  is  incomplete,  coloration  will 
be  noted  in  more  than  one  area.  This 
process  begins  within  one  hour  after 
death. 
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Ripor  mortis  will  usually  beiyin  in  about 
the  second  hour  after  death  and  is  usu- 
ally complete  in  about  twelve  hours.  Be- 
j>finninj>:  with  stiffness  of  the  jaw,  the 
l)rocess  continues  caudad  in  the  body  until 
it  involves  the  lower  extremities.  During 
the  following  twelve  hours  the  condition 
disappears  with  the  same  secjuence  with 
which  it  developed.  Although  rigor  is  of- 
ten used  as  a criterion  for  setting  the  time 
of  death,  it  is  subject  to  great  variation. 
Physical  activity,  convulsive  seizures,  fe- 
brile states,  atmospheric  heat  and  emaci- 
ation will  accelerate  the  onset  and  process 
of  rigor.  Cold  and  heavy  body  muscula- 
ture will  slow  the  development  as  well  as 
the  dissolution  of  rigor.  Heat  will  ac- 
celerate the  disappearance  of  rigor.  In  a 
cold  atmosphere  rigidity  will  persist  for 
days.  The  bulk  of  muscle  as  influenced 
by  the  speed  of  chemical  reaction  after 
death  determines  the  rate  and  progression 
of  rigor. 

Putrefaction  of  tissues  occurs  once 
biophysiologico  - chemical  activity  stops. 
These  disintegrative  changes  are  aided  by 
the  destructive  invasion  of  bacteria.  De- 
pending again  upon  temperature  and  at- 
mospheric factors  there  follows  usually 
within  thirty-six  hours  gas  formation, 
discoloration  of  tissues,  staining  of  super- 
ficial veins  and  separation  of  the  epider- 
mis. The  process  continues  so  that  within 
forty-eight  hours  there  is  obliteration  of 
features  and  gaseous  distention  of  tissues. 
This  may  proceed  to  rupture  of  soft  tis- 
sue areas.  Mummification  seen  in  hot  dry 
climates  is  almost  never  seen  in  this  lo- 
cality. 

The  examination  of  decomposed  bodies 
is  not  as  fruitless  as  it  may  seem.  Trauma 
can  almost  always  be  ruled  out.  Poison- 
ing with  heavy  metals  can  be  determined 
from  scant  ash  remains  and  bone  surveys. 
Fractures  are  easily  diagnosed  and  cal- 
cific cardiovascular  lesions  are  frequently 
identifiable. 

Manner  of  Death 

The  manner  of  death  is  determined  on 
the  basis  of  a careful  history  as  supple- 
mented by  information  obtained  from  rel- 


atives or  other  witnesses  in  attendance  at 
the  time  of  death,  and  augmented  by  the 
personal  knowledge  of  the  physician  in 
attendance.  The  varied  clinical  pictures 
are  essentially  well  known  and  too  numer- 
ous for  the  scope  of  this  discussion.  The 
chest  pain  and  shock-like  picture  of  the 
cardiac;  the  coma,  hemiplegia  and  other 
neurological  manifestations  of  the  cere- 
brovascular accident;  the  hemorrhage  of 
pulmonary  and  gastrointestinal  lesions 
are  but  an  extremely  small  number  of  the 
grossly  apparent  signs  which  are  identi- 
fiable with  terminal  episodes  of  acute  or 
chronic  disease.  Careful  attention  to  the 
details  of  these  terminal  episodes  plus  a 
careful  history  will  aid  tremendously  in 
establishing  the  cause  of  death. 

The  presence  of  trauma  must  always  be 
considered  even  under  the  most  obvious 
medical  evidence  accounting  for  death. 
While  the  cause  of  death  is  frequently 
known,  there  is  always  room  for  amplifi- 
cation of  the  diagnosis  or  the  revelation 
of  an  obscured  clinical  entity.  In  the  pres- 
ence of  any  doubt  or  the  least  dissatisfac- 
tion regarding  the  cause  of  death  it  be- 
comes imperative  that  a complete  autopsy 
be  performed.  Circumvention  of  this  ob- 
ligation will  only  permit  the  development 
of  doubts  in  the  mind  of  relatives.  It  has 
been  the  experience  of  our  office  that 
even  the  most  bitterly  opposed  family  and 
friends  of  the  deceased  will  yield  to  the 
logic  of  the  exact  diagnostic  information 
afforded  by  the  autopsy  rather  than  the 
appeal  to  their  sense  of  obligation  to  con- 
tribute something  to  science.  This  atti- 
tude is  reflected  in  the  fact  that  during 
recent  years  it  is  not  too  uncommon  for 
relatives  to  initiate  the  request  that  an 
autopsy  be  performed  in  the  presence  of 
the  sudden  or  unexplained  death. 

The  following  tables  illustrate  the  num- 
ber of  cases  investigated  during  the  past 
electoral  year  for  the  Orleans  Parish  Cor- 
oner’s Office.  The  distribution  is  based 
on  the  manner  of  death.  The  fact  that  the 
medical  cases  do  not  exactly  reflect  stand- 
ard statistics  is  due  to  the  selective  nature 
of  cases  which  qualify  as  Coroner’s  Cases. 
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TABLE  1 

MANNER  OF  DEATH 


Manner 

Total 

Per  Cent 
of  Total 

Natural  Causes  3,288 
Abortions  2 

...  3,290 

76.55 

Unclassified  

6 

.14 

Motor  Vehicle  Accidents  

...  127 

2.95 

Other  Transport  Accidents  ... 

10 

.23 

Other  Fatal  Accidents  

...  272 

6.33 

Suicides  

51 

1.19 

Homicides  

80 

1.86 

Stillbirths  

...  449 

10.45 

Under  Investigation  

13 

.30 

TOTALS  

...  4,298 

100.00 

Case  Reports 

The  fact  that  things  are  not  always 
what  they  seem  is  reflected  by  the  follow- 
ing cases  taken  at  random  from  the  files 
of  the  Coroner’s  Office  of  the  Parish  of 
Orleans. 

Case  No.  1 F.S.,  WM  70 

This  retired  old  gentleman  had  been  a 
known  diabetic  for  about  fourteen  years.  He 
was  under  treatment  for  his  diabetes  and  heart 
disease  for  many  years,  by  his  personal  physi- 
cian. One  day  he  visited  his  doctor  complaining 
that  he  noticed  some  weakness  of  his  right  arm 
and  leg  since  about  four  days  previously.  Three 
hours  later  he  fell  in  his  room  at  a local  apart- 
ment hotel  and  lost  consciousness.  He  was  hos- 
pitalized and  x-rays  revealed  that  he  had  suf- 
fered a linear  fracture  of  the  parietal  portion  of 
the  skull.  Neurosurgical  consultation  was  ob- 
tained and  the  consensus  of  opinion  was  that  the 
patient  had  suffered  a cerebrovascular  accident, 
and  the  fall  was  secondary  to  his  stroke.  On  the 
second  hospital  day  he  developed  Cheyne-Stokes 
respirations  and  right-sided  convulsions.  He  ran 
a febrile  course,  developed  rales  in  both  bases 


and  expired  on  the  ninth  hospital  day. 

An  autopsy  was  performed  at  the  city  morgue 
and  the  findings  revealed  a contusion  about  the 
right  ear.  On  reflection  of  the  scalp  there  was 
considerable  hemorrhage  under  the  scalp  in  the 
right  parieto-occipital  region.  There  was  a frac- 
ture of  the  calvarium  on  the  right  side  extend- 
ing into  the  vertex  from  a comminuted  fracture 
in  the  temporo-parietal  region  on  the  right.  When 
the  calvarium  was  removed  there  was  no  extra- 
dural blood,  but  theie  was  100  cc.  of  subdural 
blood  on  the  left  side.  The  brain  was  compressed 
and  there  was  flattening  of  the  gyri  and  obliter- 
ation of  the  sulci.  The  left  temporal  lobe  was 
hemorrhagic  and  soft,  and  showed  hemorrhage 
within  its  substance.  On  cut  section,  a focus  of 
contusion  was  seen  on  the  orbital  surface  of  the 
right  frontal  lobe.  The  entire  temporal  lobe  was 
destroyed  by  hemorrhage  and  contusion.  There 
were  small  petechial  hemorrhages  in  the  pons. 

Positive  findings  in  the  abdominal  cavity  re- 
vealed that  the  upper  pole  of  the  left  kidney 
was  replaced  by  a lobulated  mass  of  tumor  tis- 
sue which  on  cut  section  showed  extension  into 
the  renal  veins. 

The  lungs  showed  several  small  areas  of  con- 
solidation, which  were  compatible  with  pneumo- 
nitis. There  was  one  round,  circular  tumor  mass, 
which  represented  metastasis  from  the  renal  tu- 
mor. 

Autopsy  proved  that  this  man  died  of  this 
accidental  fall,  which  produced  the  skull  frac- 
ture and  subdural  hematoma  and  brain  injury. 
The  finding  of  the  renal  neoplasm  was  an  in- 
teresting anatomical  finding. 

Case  No.  2. — E.J.,  CM  46 

While  drinking  white  port  wine  at  a local  tav- 
ern this  negro  male  was  observed  to  suddenly 
fall  off  a bar  stool  striking  his  head  on  the  floor. 
Upon  arrival  of  an  ambulance  he  was  pro- 
nounced dead  and  conveyed  to  the  city  morgue 
for  an  autopsy.  There  was  only  minor  evidence 
of  a contusion  to  the  forehead.  There  was  no 


TABLE  2 

AUTOPSIES  PERFORMED  AND  MANNER  OF  DEATH 


Autopsies  Performed 

Per  Cent 

Total 

Cases  Not 

Coroner's 

Hospitals 

of  Cases 

Cases 

Autopsied 

Office 

Total 

Autopsied 

Natural  Causes  3,288 

Abortions  2 

3,290 

1,812 

371 

1,107 

1,478 

44.92 

Unclassified 

6 

5 

1 

6 

100.00 

Motor  Vehicle  Accidents 

127 

1 

124 

2 

126 

99.21 

Other  Transport  Accidents 

10 

9 

1 

10 

100.00 

Other  Fatal  Accidents 

272 

85 

111 

76 

187 

68.75 

Suicides  

51 

1 

50 

50 

98.06 

Homicides 

80 

80 

80 

100.00 

Stillbirths 

449 

133 

4 

312 

316 

70.38 

Under  Investigation  

13 

12 

1 

13 

100.00 

TOTALS 

..  4,298 

2,032 

766 

1,500 

2,266 

52.72 
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previous  medical  history.  The  receipt  of  an 
anonymous  telephone  call  relating  that  the  man 
was  struck  and  knocked  off  the  bar  stool  by  a 
drinking  companion  raised  fuither  suspicion  that 
death  min'ht  be  traumatic  and  related  to  head 
injury.  Police  investiffation  failed  to  confirm 
the  story  of  a fifjht. 

An  autopsy  was  performed  and  the  cause  of 
death  was  established  as  beinp  due  to  severe 
arteriosclerotic  heart  disease.  The  left  coronary 
artery  showed  luminal  narrowing  of  from  40  to 
85  per  cent.  The  right  coronary  artery  demon- 
strated up  to  90  per  cent  narrowing  of  the  lumen 
in  its  posterior  portion.  The  myocardium  was 
markedly  hypertrophied.  The  lungs  revealed  evi- 
dence of  severe  tracheobronchitis.  There  was 
no  evidence  of  cranial  or  inti'acranial  trauma. 
Death  was  determined  to  be  due  to  natural 
causes. 

Case  No.  3— M.O.,  WF  47 

This  lady  has  been  treated  at  a local  hospital 
clinic  for  the  past  eight  years  for  severe  bron- 
chial asthma.  On  the  day  of  death  she  developed 
difficulty  in  breathing  and  employed  her  usual 
bronchodilator  drugs  without  seeking  medical 
care  at  the  clinic.  Later  that  afternoon  she 
suddenly  became  more  markedly  dyspneic  and 
died. 

An  autopsy  was  thought  advisable  because  of 
the  age  of  the  patient  and  her  lack  of  recent 
medical  care.  Post  mortem  examination  revealed 
evidence  of  bilateral  bionchopneumonia  and  the 
presence  of  modeiately  large  pulmonary  embo- 
lus. 

Case  No.  4. — S.O.,  WF  1 1 Months 

This  child  was  dead  on  arrival  at  a local  hos- 
pital. There  was  a history  of  the  child  having 
been  dropped  by  an  older  child  about  two  months 
previously  and  having  suffered  a fracture  of  the 
right  leg.  The  cast  had  been  removed  about 
two  weeks  prior  to  death.  A few  hours  before 
being  brought  to  the  hospital  the  child  reported- 
ly fell  from  her  crib  and  shortly  afterward  de- 
veloped convulsive  seizures. 

Autopsy  revealed  a moderate  degree  of  edema 
and  subscapular  hemorrhage.  Upon  removing 
the  calvarium  about  40  cc.  of  clotted  and  liquid 
blood  was  found  in  the  subdural  space  covering 
the  right  cerebral  hemisphere.  There  were  no 
definite  lesions  of  the  brain  and  there  was  no 
demonstrable  fracture. 

Further  investigation  revealed  evidence  of 
cruel  and  abusive  physical  treatment  by  a com- 
mon-law husband  and  the  case  was  determined 
to  be  homicide. 

Intellectual  honesty  has  already  been 
given  as  a reason  for  the  need  for  autopsy 
in  medical  or  so  called  “natural  causes” 
deaths.  The  area  of  suspicion  in  homi- 


cides and  suicides  is  frequently  quite  ob- 
vious. On  rare  occasions  criminal  death 
may  prove  elusive  because  of  lack  of  suf- 
ficient inspection  of  the  body  or  attention 
to  details  of  the  manner  of  death  which 
do  not  add  up  to  a completely  satisfactory 
answer.  Criteria  used  by  our  office  which 
arouse  suspicion  are  varied.  Autopsies  are 
performed  routinely  on  all  cases  sus- 
pected of  homicide,  suicide,  abortion,  traf- 
fic fatalities,  and  industrial  accidents.  All 
cases  of  sudden  and  unexplained  deaths 
including  infants  are  examined  routinely. 
Other  criteria  used  in  determining  the 
need  for  autopsy  include  the  age  of  the 
deceased,  unsatisfactory  clinical  evidence 
even  in  the  face  of  a medical  history,  the 
intere.st  or  suspicion  of  the  attending  phy- 
sician or  the  request  of  the  immediate 
family.  The  locale  of  death  is  sometimes 
a factor  since  it  is  well  known  that  .some 
neighborhoods  have  a higher  incidence  of 
ca.ses  recjuiring  investigation. 

An  important  consideration  in  modern 
times  for  the  need  of  the  medico-legal  au- 
topsy is  the  increasing  number  of  claims 
arising  from  deaths  involving  personal 
liability  and  workman’s  compensation. 
Nothing  will  more  effectively  settle  these 
claims  to  the  best  interest  of  the  claimant 
and  the  insurance  carrier  than  a docu- 
mented autopsy  protocol.  The  factor  of 
double  indemnity  in  so  many  life  insur- 
ance policies  also  demands  autopsy  in 
many  cases.  Death  in  the  elderly  driver 
who  dies  in  an  automobile  accident  can 
frequently  pose  a problem  in  deciding 
whether  the  exodus  was  due  to  pre-exist- 
ing cardiovascular  or  cerebrovascular  dis- 
ease, or  whether  it  was  due  to  trauma. 

Summary 

Criteria  for  determining  the  time  and 
manner  of  death  have  been  reviewed.  Ex- 
perience in  the  Coroner’s  Office  for  the 
Parish  of  Orleans  shows  that  in  a signifi- 
cant number  of  cases  the  presumptive  di- 
agnosis is  not  confirmed  by  the  autopsy 
findings.  Medico-legal  demands  of  litiga- 
tion procedures  as  well  as  intellectual  curi- 
osity make  the  need  for  the  performance 
of  more  autopsies  mandatory. 
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Lemons,  the  Elixir  of  Life 

Dr.  William  Schmole,  Professor  of  Pathology  in  Bonn,  (Medical  Record)  writes 
a treatise  on  “A  Scientific  Method  of  Prolonging  and  Making  Comfortable  Human 
Life.”  He  claims  that  this  long  and  eagerly  sought  for  end  may  be  secured  by  eating 
lemons.  He  bases  his  method  upon  the  hypothesis  that  the  condition  known  as  old  age 
is  produced  by  a misproportion  between  the  organic  framework  and  inorganic  con- 
stituents of  the  human  body.  In  order  to  prevent  this  condition  and  preserve  the 
elasticity  of  youth,  it  is  only  necessary  to  introduce  some  substance  which  will  dissolve 
the  excess  of  mineral  matter  and  allow  of  its  absorption  and  excretion.  Such  sub- 
stances are  the  inorganic  acids,  and  chief  among  these  citric  acid,  the  next  in  value 
being  lactic  acid.  Citric  acid  is  best  taken  in  the  form  of  lemon  juice,  and  it  is  recom- 
mended that  a person  swallow  the  juice  of  from  two  to  eight  lemons  daily,  year  in 
and  year  out!  Such  a practice  also  secures  one  against  the  attacks  of  rheumatism, 
which  afflict  old  age.  It  also  prevents  the  degeneration  of  the  arteries  and  the  calci- 
fication of  the  vascular  system. 

New  Orleans  M.  & S.  J.  10:307  (Oct.)  1882. 
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Eiiier^eiicy  and  Near  Emergency  Surgery  in 
Infants  With  Congenital  Heart  Disease'' 


• The  many  lesions  of  congenital  heart  disease  are  described  together 
with  the  life-saving  measures  offered  by  modern  surgery. 


tN  the  following:  discussion  of  surgery 
-*■  for  congenital  heart  disease,  in  emer- 
gency and  near  emergency  situations,  I 
will  attempt  as  a pediatric  cardiologist 
not  to  usurp  the  surgeons’  mantle  as  to 
how  such  surgery  is  carried  out.  Instead 
I would  like  to  indicate  what  conditions 
are  amenable  to  surgical  correction  or  pal- 
liation, and  how  one  goes  about  the  man- 
agement of  such  cases  from  the  onset  of 
the  emergency  until  the  patient  is  sub- 
mitted to  the  surgeon’s  knife. 

I view  the  care  of  sick  children  with 
heart  disease  as  team  work  by  everyone 
concerned,  from  the  doctor,  w'ho  first  sees 
the  patient  through  the  pediatric  cardi- 
ologist, to  the  surgeon,  who,  we  hope,  fi- 
nally does  something  to  favorably  influ- 
ence an  otherwise  dismal  picture.  Like 
any  team,  this  team  also  will  function 
better  if  all  members  are  equally  familiar 
with  the  plays.  It  is  not  my  purpose  to 

TABLE  1 

APPROACH  TO  EMERGENCIES  IN  CONGENITAL 
HEART  DISEASE 

1.  Suspect  heart  disease 

2.  Identify  the  type  of  defect 

3.  Treat  the  immediate  problem 

4.  Offer  a general  prognosis 

a.  Possibility  of  surgery? 

5.  Seek  competent  assistance  for  further 
management 

a.  Diagnosis:  Pediatric  cardiologist 

b.  Interim  care : Pediatric  cardiologist 

C.  Definitive : Cardiac  surgeon 


* Presented  at  the  Twelfth  Annual  Meeting 
and  Scientific  Session  of  the  Louisiana  Heart 
Association,  Confederate  Memorial  Hospital, 
April  26,  1961,  Shreveport,  La. 

t Pediatric  Cardiologist,  The  Childrens  Clinic, 
Baton  Rouge,  La. 

Clinical  Instructor  in  Pediatrics  (Cardiology) 
L.S.U.  School  of  Medicine,  New  Orleans. 


CLIFTON  T.  MORRIS,  JR.,  M.  D.t 

Baton  Rouge 

make  pediatric  cardiologists  of  you,  and 
accordingly,  little  will  be  said  of  the  spe- 
cific technical  procedures  used  in  the 
catheterization  laboratory  except  to  men- 
tion them  by  name. 

Emphasis  will  be  placed,  (1)  on  how 
you  can  suspect  that  some  congenital 
heart  lesion  is  causing  the  patient’s  diffi- 
culty, (2)  more  or  less  identify  the  type 
of  the  defect,  (3)  treat  the  immediate 
problem,  (4)  offer  a general  prognosis, 
especially  regarding  the  possibility  of  sur- 
gery, (5)  seek  competent  assistance  for 
further  management,  from  the  cardiolo- 
gist for  diagnosis  and  interim  care  and 
from  the  surgeon  for  definitive  treatment. 

TABLE  2 

EMERGENCIES  AND  NEAR  EMERGENCIES  ASSOCIATED 
WITH  CONGENITAL  HEART  DISEASE 

• Congestive  heart  failure 

• Hypoxemia 

• Respiratory  obstruction 

In  general  there  are  three  classes  of 
emergency  or  semi-emergency  situations 
associated  with  congenital  heart  disease. 
As  shown  in  the  table,  these  are  conges- 
tive heart  failure,  hypoxemia  and  respira- 
tory obstruction. 

TABLE  3 

CONGESTIVE  HEART  FAILURE 

/ I Myocardial  anoxia 

II  Obstruction  to  blood  flow 

III  Left  to  right  shunt 

IV  High  output  failure 

The  greatest  problem  from  the  point  of 
view  of  numbers  is  that  of  congestive 
heart  failure.  The  patient  may  or  may 
not  respond  to  medical  mangement.  The 
response  will  determine  further  manage- 
ment. Any  episode  of  congestive  heart 
failure  even  with  excellent  response  to 
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digitalis  alone  should  be  considered  at 
least  a near  emergency  and  a signal  that 
the  time  has  come  for  definitive  diagno- 
sis. 

Our  practice  is  to  carry  out  specific 
cardiac  diagnostic  studies  as  soon  after 
the  patient’s  condition  stabilizes  as  possi- 
ble, the  degree  of  urgency  depending  of 
course  on  the  level  of  response  to  medical 
therapy.  In  general,  the  younger  the 
child  at  the  onset  of  failure,  the  sooner 
we  would  prefer  to  go  ahead  with  cardiac 
catheterization  and/or  other  indicated 
procedures.  I feel  that  young  infants 
should  certainly  be  studied  within  one 
month  of  the  initial  episode.  Heart  fail- 
ure at  such  tender  age  invariably  indi- 
cates a severe  lesion. 

Not  infrequently,  after  apparent  good 
initial  response  these  little  patients  will 
become  increasingly  more  difficult  to 
manage.  They  may  go  bad  at  varying 
rates,  sometimes  so  rapidly  that  diag- 
nostic studies  are  impossible.  One  may 
look  on  the  intervening  time  as  a period 
of  grace.  After  diagnosis  has  been  es- 
tablished and  the  feasibility  of  surgical 
correction  or  palliation  considered,  the  pa- 
tient is  managed  medically  until  the  op- 
timum time  for  such  surgery.  Should  the 
patient’s  condition  deteriorate  so  that 
true  emergency  surgery  must  be  consid- 
ered, it  can  be  rationally  approached,  if 
a complete  and  proper  diagnosis  is  in 
hand. 

TABLE  4 

CONGESTIVE  HEART  FAILURE  

I Myocardial  anoxia 

• Anomalous  left  coronary  artery 

* Aortic  stenosis 

In  anomalous  origin  of  the  left  coro- 
nary artery,  the  left  anterolateral  wall  of 
the  heart  is  supplied  by  blood  which  is 
flowing  into  the  pulmonary  artery  at  a 
fairly  rapid  rate.  Apparently  the  main 
cause  of  difficulty  here  is  the  low  pres- 
sure in  the  vessel  due  to  its  connection 
with  the  pulmonary  artery,  and  this  rap- 
id drain  off  results  in  improper  oxygena- 
tion of  the  myocardial  musculature  along 
its  course.  Aortic  stenosis  is  mentioned 
here  for  completeness  since  an  anoxic 


problem  does  exist  and  is  largely  respon- 
sible for  such  things  as  the  sudden  death 
for  which  this  lesion  is  notorious.  It  will 
be  discussed  more  fully  later. 

TABLE  5 

ANOMALOUS  LEFT  CORONARY  ARTERY 

Suspect: 

• Painful  episodes 

(especially  in  C.H.F.) 

• Shock-like  episodes 

(especially  in  C.H.F.) 

• No  other  good  explanation 
Dx  helpers: 

• EKG — infarction  pattern 

L.V.H.  pattern 

X-ray — Left  ventricular 
enlargement 
Generalized  E.H. 

Special  studies: 

• Often  unnecessary 

• Retrograde  aortogram 
Surgery : 

Ligation  of  left  coronary 

at  its  origin  from  m.p.a. 

As  indicated  in  the  table  the  combina- 
tion of  painful  episodes  with  a shock- 
like picture  of  clammy  skin,  pallor,  or  cy- 
anosis following  periods  of  increased  ac- 
tivity, even  such  minor  activities  as  feed- 
ing, is  very  suggestive.  When  combined 
with  congestive  heart  failure,  it  is  al- 
most diagnostic. 

Electrocardiogram  and  x-ray  are  con- 
firmatory, the  EKG  showing  a pattern  of 
anterolateral  myocardial  ischemia  (deej) 
Q waves,  elevated  ST  segments  and  in- 
verted T waves)  that  should  not  be  mis- 
interpreted as  left  ventricular  hypertro- 
phy. 

The  x-ray  shows  a dilated  left  ventri- 
cle. If  too  much  damage  to  myocardial 
muscle  has  not  already  occurred,  ligation 
of  the  coronary  artery  at  its  point  of  ori- 
gin from  the  pulmonary  artery,  may  al- 
low restoration  to  a fairly  normal  state. 
Several  patients  are  now  alive  following 
this  procedure  but  a long  term  follow-up 
is  lacking. 

TABLE  6 

CONGESTIVE  HEART  FAILURE 

II  Obstruction  to  blood  flow 
A — Right  sided 

• Pulmonary  artery  coarctation 

• Pulmonary  stenosis 

• Tricuspid  stenosis  or  atresia 
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The  right-sided  obstructive  lesions  are 
typically  associated  with  radiologically 
clear  lung  fields. 

TABLE  7 

ISOLATED  PULMONARY  STENOSIS 

Suspect: 

• Congestive  heart  failure 

• Typical  “diamond  shaped”  murmur 
Dx  helpers: 

• EKG: 

— marked  R.V.H. 

— R..\.H.  ("P  pulmonale”) 

Special  studies: 

• Right  heart  catheterization 
(if  time  permits) 

• Cineangiocardiography 

(if  time  permits) 

Surgery: 

• Pulmonary  valvulotomy 
- — Brock 

— Open  heart  with  pump  oxygenator 
— Inflow  occlusion  and  hypothermia 


Isolated  pulmonary  stenosis  is  by  far 
the  most  frequent  of  this  group  being 
most  often  valvular;  but  not  infrequently 
infundibular  stenosis  also  occurs,  either 
in  combination  or  alone.  Congestive  heart 
failure  associated  with  the  typical  dia- 
mond shaped  murmur  and  with  electro- 
cardiographic evidence  of  marked  right 
ventricular  hypertrophy  is  extremely  sug- 
gestive. When  the  X-ray  demonstrates 
radiologically  clear  lung  fields,  and/or 
poststenotic  pulmonary  arterial  dilatation, 
one  may  feel  fairly  certain. 

As  indicated  in  the  table  atrial  hypertro- 
phy is  present,  frequently  with  giant  P 
waves  which  have  come  to  be  named  “P 
pulmonale”  because  of  this  association.  If 
the  patient  is  not  in  extremis  and  time  per- 
mits, right  heart  catheterization  with 
cineangiocardiography  is  carried  out.  Sur- 
gery available  for  this  lesion  consists  of 
opening  the  obstruction.  In  emergency 
situations  in  small  infants,  it  is  my  feel- 
ing and  has  been  the  experience  of  the 
L.  S.  U.  group  that  Brock’s  procedure  is 
the  safest  and  is  usually  satisfactory. 
Other  procedures  have  been  used  and  are 
probably  preferable  in  older  children  and 
in  patients  not  in  extremis. 


TABLE  8 

TRICUSPID  STENOSIS  OR  ATRESIA 

Suspect : 

• Congestive  heart  failure 

• Little  or  no  murmur 

• Deep  cyanosis 
Dx  helpers: 

• EKG:  Left  axis  deviation 

• Left  ventricular  predominance 

• X-ray:  Bronchovascular  markings  decreased 

— cut-away  right  ventricle  in 
L.O.A.  projection 
Special  studies: 

• Right  heart  catheterization 

• Selective  cineangiocardiography 
Emergency:  Peripheral  angiogram 

Surgery: 

• Potts  or  Blalock 

• Atrial  septectomy 

• Right  heart  hy  pass 


Triscupid  stenosis  or  atresia  may  or 
may  not  result  in  congestive  heart  fail- 
ure when  the  patient  is  first  seen.  The 
combination  of  deep  cyanosis,  little  or  no 
murmur,  electrocardiographic  evidence  of 
left  axis  deviation  and  left  ventricular  pre- 
dominance with  x-rays  showing  decreased 
va.scular  markings  is  practically  diagnos- 
tic. On  the  left  anterior  oblique  projec- 
tion, .x-ray  wise,  the  right  ventricle  may 
appear  to  be  cut  away,  evidence  that  it 
is  hypoplastic.  Right  heart  catheteriza- 
tion with  selective  cineangiocardiography 
will  allow  complete  diagnosis. 

In  very  sick  patients  or  small  extremely 
cyanotic  infants  where  one  is  unwilling  to 
do  a complete  procedure,  peripheral  cine- 
angiocardiography may  give  enough  in- 
formation to  allow  surgical  palliation. 
There  is  no  conceivable  way  to  correct  this 
lesion,  but  if  a large  enough  pulmonary 
artery  exists,  a shunt  operation  may  be 
done,  connecting  the  systemic  and  pulmo- 
nary circulations.  Should  congestive  heart 
failure  be  present  and  the  angiogram  indi- 
cate a too  small  atrial  septal  opening,  then 
combining  a Blalock  with  a modified  Bla- 
lock-Hanlon  atrial  septectomy  may  suc- 
ceed w'here  a shunt  alone  would  not. 

The  left  sided  causes  of  obstructive  fail- 
ure are  listed  in  Table  9,  coarctation  of  the 
aorta,  aortic  stenosis,  mitral  stenosis,  cor 
triatriatum,  obstructive  anomalous  pulmo- 
nary venous  return  (which  is  ordinarily 
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TABLE  9 

CONGESTIVE  HEART  FAILURE 

II  Obstruction  to  blood  flow 
B.  Left  sided 

• Coarctation  of  aorta 

• Aortic  stenosis 

• Mitral  stenosis 

• Cor  triatriatum 

• Pulmonary  venous  stenosis 

• Obstructive  anomalous  pulmonary 
venous  return 

— Transhepatic  (“subdiaphragmatic”) 
— Others 

transhepatic,  but  obstruction  may  occur 
at  other  places). 

Coarctation  of  the  aorta  is  a situation 
in  which  the  aorta  is  narrowed  to  such  a 
degree  as  to  cause  obstruction.  One  ordi- 
narily finds  upper  extremity  hypertension 

TABLE  10 

COARCTATION  OF  THE  AORTA 

Suspect: 

• Upper  extremity  hypertension 

• Weak  to  absent  femoral  pulses 

• Lower  extremity  hypotension 

• Typical  murmurs 
Dx  helpers: 

EKG: 

• Left  ventricular  hypertrophy 

• Right  ventricular  hypertrophy  in 

young  infants 

X-ray : 

• Left  ventricular  enlai’gement 

• “E”  sign 

• Notched  ribs 
Special  studies: 

• Double  ai’terials 

• Retrograde  aortography 
Arterial  catheterization 

Surgery : 

• Excision  and  reanastomosis 


combined  with  weak  to  absent  femoral 
pulses,  and  lower  extremity  hypotension. 
A more  or  less  typical  pansystolic  murmur 
is  heard  best  posteriorly  along  the  left 
spinal  border. 

Spencer  and  others  have  shown  that 
with  lumen  sizes  of  2.5  mm.  or  smaller 
continuous  murmurs  can  be  heard.  The 
electrocardiogram  demonstrates  left  ven- 
tricular hypertrophy;  however,  in  very 
small  infants  the  electrocardiographic  pat- 
tern may  be  more  that  of  right  ventricular 
hypertrophy.  The  x-ray  demonstrates  left 
ventricular  enlargement  and  in  older  chil- 


dren the  typical  “E”  configuration  of  the 
barium  esophogram  and  notched  ribs  may 
be  noted. 

Special  diagnostic  studies  such  as  dou- 
ble arterials,  retrograde  aortography,  and 
arterial  catheterization  may  be  carried  out. 
Surgery  consists  of  excision  and  reanasto- 
mosis. 

TABLE  11 

AORTIC  STENOSIS 

Suspect: 

• Typical  murmur 

• Typical  thrill 

• History  of  acyanotic  syncopal  attacks 
Dx  helpers 

X-ray : 

• Poststenotic  dilatation 

• Left  ventricle  enlarged 

EKG: 

Left  ventricular  hypertrophy 

Left  ventricular  “strain” 

Special  studies: 

• Left  heart  catheterization 

• Cineangiocardiography 

• Trans-septal  catheterization 
Surgery : 

Valvulotomy 

Obstruction  at  the  aortic  valve  may 
present  as  acute  congestive  heart  failure. 
The  presence  of  congestive  heart  failure 
in  a patient  with  a high  right  parasternal 
systolic  murmur  and  a thrill  that  trans- 
mits into  the  neck  presents  very  little 
problem  in  diagnosis ; however,  in  small 
infants,  the  murmur  is  usually  along  the 
left  parasternal  border  and  this  does  pre- 
sent a problem.  The  combination  of  a 
systolic  murmur  that  could  be  aortic  with 
the  history  of  acyanotic  syncopal  attacks 
is  most  suggestive. 

The  x-ray  shows  enlargement  primarily 
of  the  left  ventricle  and  may  show  some 
poststenotic  dilatation  of  the  aorta.  EKG 
ordinarily  shows  left  ventricular  hyper- 
trophy and  moderate  to  severe  degrees  of 
strain  as  indicated  by  ST  segment  and  T 
wave  changes.  Unfortunately  the  electro- 
cardiogram is  not  infallible  in  this  respect 
and  a small  number  of  patients  have  been 
described  with  severe  aortic  stenosis  caus- 
ing myocardial  ischemia,  whose  electro- 
cardiogram had  not  shown  progressive  in- 
crease in  strain  pattern.  Because  of  this, 
any  patient  with  possible  aortic  stenosis 
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should  have  a definite  diaj^nosis  estab- 
lished and  be  closely  followed  if  aortic 
stenosis  is  the  diagnosis. 

This  lesion  can  be  definitely  identified 
by  several  methods  such  as  left  heart 
catheterization  with  selective  cineangio- 
cardiography.  The  left  heart  may  be  en- 
tered ordinarily  in  a retrograde  fashion 
through  the  arterial  system  from  above 
or  it  may  be  entered  from  the  right  atri- 
um by  means  of  transeptal  catheteriza- 
tion. 

Surgery  consists  of  valvulotomy  and  is 
ordinarily  quite  gratifying.  A certain 
number  of  these  patients  however,  especi- 
ally those  in  failure  in  infancy  suffer  also 
from  endocardial  fibroelastosis  and  in 
these  cases  the  outcome  is  not  often  fa- 
vorable. 

TABLE  12 

PULMONARY  VENOUS  OBSTRUCTION 
(Mitral  Stenosis,  cor  triatriatum  P.V.  stenosis, 
obstructed  anomalous  P.V.  return) 

Suspect : 

• Fairly  normal  1st  (5  mos. 

• Acyanotic  “weak  spells’’ 

• Heart  failure  with  small  heart 
Dx  helpers: 

EKG:  Right  ventricular  hypertrophy 

X-ray:  small  heart 

• Feathery  pattern  of  P.V. 

engorgement 
Special  studies: 

Right  heart  cath. 

Selective  cineangiocardiography 
Surgery : 

Complete  Repair 

• Heart-lung  machine 

• Deep  hypothermia 

The  remaining  left  sided  obstructive  le- 
sions may  be  classified  under  a single 
heading,  roughly  titled  pulmonary  venous 
obstruction.  The  syndrome  varies  con- 
siderably but  has  recently  been  described 
rather  neatly  in  its  typical  form  by  Dr. 
Catherine  Neill  of  Johns  Hopkins. 

These  infants  may  be  fairly  normal  for 
the  first  six  months  except  for  occasional 
acyanotic  weak  spells.  Around  six  months 
of  age,  these  spells  increase  in  number 
and  the  patient  may  present  with  clinic- 
ally typical  heart  failure.  In  my  own  ex- 
perience this  has  occurred  most  often  at 
two  to  three  months  of  age.  X-ray  how- 


ever may  reveal  a small  to  only  slightly 
enlarged  heart.  Electrocardiogram  dem- 
onstrates right  ventricular  hypertrophy. 
In  patients  with  mitral  obstruction  there 
will  be  left  atrial  enlargement  evident 
both  radiologically  and  electi’ocardiograph- 
ically.  Cor  triatriatum  may  give  similar 
findings. 

The  pulmonary  vascular  pattern  on  x- 
ray  has  a typical  feathery  appearance  of 
pulmonary  venous  engorgement.  Selective 
cineangiocardiography  carried  out  during 
right  heart  catheterization  with  the  injec- 
tion of  radio  opaque  dye  into  the  pulmo- 
nary artery  will  demonstrate  the  point  of 
obstruction. 

Insofar  as  sui'gery  is  concerned,  com- 
plete repair  is  now  possible  with  the  heart 
lung  machine.  Deep  hypothermia  utiliz- 
ing the  heat  exchanger  may  be  used  also 
depending  upon  the  surgeon’s  discretion 
at  the  time  of  operation. 

TABLE  13 

_ CONGESTIVE  HEART  FAILURE 

III  Left  to  right  shunts 
Precardiac 

• Anomalous  P.V. 

Cardiac 

• Atrial  septal  defect 

— Ostium  secundum 
— Ostium  primum 

• Ventricular  septal  defect 

• Combinations  of  above 

• L.V.  — >■  R.A.  syndrome 
Post  cardiac 

• Patent  ductus  arteriosus 

• Ruptured  sinus-valsalva  aneurysm 

• Aortico — pulmonic  septal  defect 

• Coronary  artery  fistulae 

— Rt.  ventricle 
— Rt.  atrium 
— Pulmonary  artery 

The  most  frequent  cause  of  congestive 
heart  failure  in  congenital  heart  disease  is 
what  we  term  left  to  right  shunts.  In  this 
situation  because  of  some  defect,  blood 
passes  from  the  higher  pressured  systemic 
circuit  to  the  lower  pressured  right-sided 
circuit  in  varying  amounts  depending  on 
the  severity  of  the  lesion. 

This  results  in  re-circulation  of  blood 
through  the  right-sided  and  pulmonary 
circuit.  In  its  most  severe  form  the  syn- 
drome is  characterized  by  repeated  pul- 
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monary  infections,  gradually  increasing 
congestive  heart  failure,  and  eventually 
death  unless  some  action  is  taken. 

I have  divided  the  abnormalities  as 
shown  in  the  table  into  precardiac,  cardi- 
ac and  postcardiac.  The  only  true  cyanotic 
patient  in  this  group  is  the  precardiac 
lesion  of  total  anomalous  pulmonary  ven- 
ous return.  The  others,  atrial  septal  de- 
fect, combinations,  the  left  ventricular  to 
right  atrial  shunt,  patent  ductus,  ruptured 
sinus  of  valsalva  aneurysm,  aortico-pulmo- 
nary  septal  defect,  and  coronary  artery 
fistula  all  have  a certain  similarity.  Any 
of  these  situations  in  severe  heart  failure, 
however,  may  appear  cyanotic. 

TABLE  14 

VENTRICULAR  SEPTAL  DEFECT 

Suspect: 

• L— >-R  shunt 

• Pansystolic  muimur,  LPSB 
— may  be  absent  in  C.H.F. 

Dx  helpers: 

EKG:  Left  ventricular  hypertrophy 
? R.V.H.,  varying  degrees 
X-ray : 

Left  ventricular  enlargement 
Left  atrial  enlargement — if  so  rules 
out  atrial  septal  defect 
Increased  bronchovascular  markings 

Special  studies: 

• Right  heart  catheterization 

• Selective  cineangiocardiography 

Surgery : 

Banding  P.A. 

Complete  repair 

• Heart-lung  machine 

Because  of  the  similarity,  we  will  dis- 
cuss first  the  most  frequent  and  typical 
lesion  of  this  group  with  a word  as  to 
those  points  suggestive  of  other  lesions. 
As  shown  in  the  table  this  is  a ventricular 
septal  defect.  Typically  these  patients 
have  a pansystolic  murmur  along  the  low- 
er left  parasternal  border  which  may  be 
in  young  infants  widely  transmitted.  In 
severe  congestive  heart  failure  there  may 
be  little  or  no  murmur. 

The  x-ray  will  demonstrate  left  ven- 
tricular enlargement,  possibly  left  atrial 
enlargement  and  always  moderate  to  se- 
vere degrees  of  increased  bronchovascular 
markings.  Left  atrial  enlargement  miti- 
gates against  atrial  septal  defect. 


Electrocardiogram  demonstrates  left 
ventricular  hypertrophy  and  varying  de- 
grees of  right  ventricular  hypertrophy, 
depending  on  age  and  the  degree  of  pul- 
monary hypertension.  These  patients,  not 
infrequently  present  a history  of  having 
had  repeated  episodes  of  so  called  bron- 
chitis or  bronchopneumonia.  Typical  asth- 
matic wheezes  may  occasionally  be  heard. 
During  the  early  stages,  gross  conges- 
tive heart  failure  may  not  be  evident. 
However,  as  time  passes,  possibly  with 
each  succeeding  pulmonary  infection,  the 
heart  failure  becomes  more  and  more  evi- 
dent. When  severe  congestive  heart  fail- 
ure is  present,  this  is  indeed  an  emer- 
gency. 

After  stabilization  has  been  obtained, 
diagnosis  may  be  established  by  right 
heart  catheterization  with  selective  cine- 
angeocardiography.  It  is  not  usually  pos- 
sible to  control  these  very  sick  infants 
with  medical  therapy  alone  and  some  at- 
tempt at  reducing  the  load  must  be  made. 
Some  people  feel  that  complete  heart  re- 
pair using  the  heart  machine  is  feasible, 
however  the  widest  experience  indicates 
that  it  is  best  in  these  small  infants,  who 
usually  range  from  four  to  eight  months 
in  age,  to  band  the  pulmonary  artery. 
This  procedure  consists  of  placing  a tape 
around  the  pulmonary  artery  and  con- 
stricting it  so  that  the  blood  flow  to  the 
lung  is  reduced.  In  effect  what  is  done 
is  to  convert  the  patient  into  a tetralogy 
of  Fallot.  It  is  usually  possible  to  adjust 
the  size  of  the  orifice  so  that  a right 
to  left  shunt  with  resultant  cyanosis  does 
not  occur,  creating  a so-called  balanced 
tetralogy.  This  procedure  has  been  used 
with  considerable  success  at  L.S.U.,  where 
the  operation  in  its  present  form  origi- 
nated, and  in  other  institutions  throughout 
the  country.  As  these  patients  become 
older  they  invariably  become  cyanotic  and 
eventually  require  complete  repair. 

Atrial  septal  defects  do  not  ordinarily 
present  as  emergencies,  and  when  they 
do,  they  are  usually  of  the  ostium  primum 
type.  Differentiation  from  ventricular 
septal  defect  under  these  circumstances 
is  ordinarily  rather  difficult  on  purely 
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TABLE  15 

ATRIAL  SEPTAL  DEFECT 

Suspect ; 

• L->R  shunt 

• Pulmonic  murnuir 
Dx  helpers 

EKG: 

• Primum:  R.V.H.,  L.A.I). 

• Secundum:  R.V.H.,  RHHH. 

X-ray: 

• Increased  bronchovascular  markinjis 

• P.A.  prominence 

• Right  atrial  prominence 
“Atrials”  in  trouble  in  infancy  & childhood 

most  often  are  primum  type 
Special  studies: 

Right  heart  catheterization 
Surgery: 

Complete  repair 

• Hypothermia 

• Heart-lung  machine 

clinical  grounds.  The  occurrence  of  a typi- 
cal electrocardiogram  of  right  ventricular 
hypertrophy  and  left  axis  deviation  may 
be  very  helpful.  The  differentiation  may 
be  easily  established  by  means  of  right 
heart  catheterization.  These  lesions  are 
best  completely  repaired,  but  such  is  rare- 
ly done  on  an  emergency  basis. 

TABLE  16 

POST  CARDIAC  SHUNT 

(P.D  A.,  A.P.S.D.,  C.A.F.,  Rupt  S.V.) 

Suspect : 

• L.->R.  shunt 

• Bounding  pulses 
* Sudden  onset: 

• Ruptured  sinus  of  valsalva 
Dx  helpers: 

EKG: 

• L.V.H.  - Diastolic 

• R.V.H.  - Less  frequent 
X-ray : 

• Enlargement — L.V.  & ? L.A. 

• Prominent  P.A.  segment 

• Increased  bronchovascular  markings 
Special  studies: 

• Retrograde  aortography 

• Rt.  & Lt.  heart  cath. 

• Selective  cine. 

Surgery : 

• Complete  repair 

• Ligation  (C.A.F.,  P.D. .4.) 

Post  cardiac  shunt,  presents  similarly 
to  the  intracardiac  shunt  but  has  some 
particular  peculiarities  which  will  usually 
allow  a clinical  differentiation.  The  first 
of  these  is  bounding  pulses;  second  is  the 


persistence  of  the  murmur  into  diastole. 
The  association  of  sudden  onset  of  heai’t 
failiu'e  in  a previously  well  individual 
with  bounding  pulses  and  a continuous 
murmur  is  more  or  less  diagnostic  of  a 
ruptured  sinus  of  valsalva.  Surgery  for 
these  lesions  consists  of  complete  repair 
of  the  defects  and  ligation  of  the  abnormal 
vessels. 

TABLE  17 

ANOMALOUS  PULMONARY  VENOUS  RETURN 
(Complete,  with  exception  of  obstructive  types) 

Suspect: 

Congestive  heart  failure 
Cyanosis 
L.->R.  shunt 
Dx  helpers: 

E.K.G.: 

Right  ventricular  hypertrophy 
Right  atrial  enlargement 
X-ray : 

R.V.  enlargement 
R.A.  enlargement 
Widening  of  mediastinum  (“snow- 
man”) 

Increased  bronchovascular  marking.s 
Special  studies 

Rt.  heart  catheterization  -|-  selective 
cineangiocardiography 
— P.A.  injection 
Surgery: 

Complete  repair 
— Heart  lung  machine 

Anomalous  pulmonary  venous  return  as 
stated  before  should  be  suspected  when  a 
cyanotic  left  or  right  shunt  remains  so 
even  after  full  digitalization.  If  there  is 
a pulmonary  murmur,  right  ventricular 
and  atrial  enlargement  or  mediastinal  wi- 
dening one  can  be  quite  suspicious.  The 
true  “snow  man”  shadow  is  unusual  in 
small  infants.  The  lesions  can  be  readily 
identified  in  the  catheterization  labora- 
tory and  fully  corrected  with  modern  sur- 
gical methodology. 

The  fourth  group  of  causes  for  conges- 
tive heart  failure  in  congenital  heart  dis- 
ease, that  of  high  output  failure,  has  only 
one  true  member,  transposition  of  the 
great  vessels.  In  this  condition  the  pri- 
mary abnormality  is  that  of  abnormal  con- 
otruncal  rotation  such  that  the  aorta  origi- 
nates from  the  right  ventricle,  whereas 
the  pulmonary  artery  originates  from  the 
left  ventricle.  Obviously,  some  associated 
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TABLE  18 

TRANSPOSITION  OF  GREAT  VESSELS 

Suspect: 

• Intense  cyanosis  in  infancy 

• C.H.F. 

• Few  murmurs 
Dx  helpers: 

EKG: 

• R.  & L.V.H. 

• Deep  precardial  “S” 

X-ray : 

• Enlarged  heart 

• Narrow  waist 

• Widens  in  L.O.A. 

• Increased  bronchovascular  markings 
Special  studies: 

• Rt.  heart  cath. 

• Selective  cine. 

• Peripheral  cine. 

Surgery : 

• Atrial  septectomy 

• P.A.  banding 

• Complete  repair. 

• Deep  hypothermia 

• Pump-oxygenator 

opening  to  allow  at  least  a partial  mixing 
must  be  present  in  order  for  the  infant  to 
survive. 

About  three-fourths  of  these  patients 
will  have  a ventricular  septal  defect.  About 
half  of  them  will  have  either  pulmonic 
stenosis  or  pulmonary  vascular  obstruc- 
tion so  that  diagnosis  and  treatment  are 
further  complicated.  The  patients  of 
which  I speak  here  are  those  with  the 
pure  syndrome  in  whom  the  only  defect, 
other  than  transposition  of  the  great  ves- 
sels is  a small  atrial  defect  or  only  a 
patent  foramen  ovale.  It  is  these  patients, 
presenting  ordinarily  anywhere  from  birth 
to  three  months  of  age  who  represent  the 
greatest  emergency. 

In  the  transposition  group  because  the 
two  circulations  are  more  or  less  separate, 
deoxygenated  blood  is  being  recirculated 
throughout  the  systemic  circulation.  The 
body’s  normal  protective  mechanisms  re- 
sult in  an  expanded  blood  volume  and  in- 
creased cardiac  output.  This  increase  in 
output  affects  both  sides  of  the  heart  and 
results  in  the  appearance  of  increased 
bronchovascular  markings,  or  increased 
pulmonary  blood  flow,  whereas  right  and 
left  heart  output  will  not  be  so  greatly 
different.  The  necessity  to  increase  the 


cardiac  output  results  in  both  right  and 
left  sided  failure.  The  presentation  of  an 
infant  with  intense  cyanosis,  congestive 
heart  failure  and  few  murmurs  should 
lead  to  an  immediate  suspicion  of  trans- 
position. 

The  electrocardiogram  may  show  left  or 
right  ventricular  hypertrophy  and  fre- 
quently shows  a deep  S wave  across  the 
precordium. 

The  x-ray  is  very  suggestive  in  that  it 
shows  an  enlarged  heart  with  a very  nar- 
row waist  which  widens  in  the  left  an- 
terior oblique  position.  The  bronchovascu- 
lar markings  are  increased. 

The  diagnosis  can  be  readily  established 
and  the  associated  lesions  properly  identi- 
fied by  right  heart  catheterization  with 
selective  cineangiocardiography.  In  criti- 
cal situations  a peripheral  cineangiocardio- 
gram  may  be  sufficient  to  allow  for  emer- 
gency surgery. 

A rational  approach  to  surgery  would 
seem  to  be  a procedure  which  would  allow 
for  more  complete  mixing.  In  very  sick 
infants,  I believe  the  procedure  of  choice 
in  most  institutions  should  be  an  atrial 
septectomy  by  the  modified  Blalock-Han- 
lon  method.  When  a ventricular  septal 
defect  is  present  it  may  be  advisable  to 
band  the  pulmonary  artery.  Recently 
deep  hypothermia  using  the  heat  ex- 
changer and  the  pump  oxygenator,  by  low- 
ering the  patient’s  temperature  to  the 
vicinity  of  15  to  16  degree  centigrade, 
has  allowed  the  removal  at  that  tempera- 
ture of  all  of  the  encumbering  apparatus 
associated  with  the  heart  lung  machine. 
This  allows  the  surgeon  to  work  in  a dry 
field  and  has  allowed  complete  correction 
of  these  lesions.  By  complete  correction 
I mean  complete  functional  correction.  The 
great  vessels  are  not  transposed  but  the 
venous  return  is  transposed,  so  that  when 
the  procedure  is  completed  the  right  ven- 
tricle functions  as  the  systemic  ventricle 
and  the  left  ventricle  functions  as  the  pul- 
monary ventricle. 

The  addition  of  this  new  technique  to 
the  surgeon’s  armamentarium  promises  to 
bring  even  more  so  called  uncorrectable 
lesions  into  the  realm  of  feasible  surgery. 
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Summary 

In  summary,  I would  like  to  say  that 
it  is  no  longer  possible  to  look  at  a sick 
child  with  congenital  heart  disease,  as  an 
unfortunate  circumstance  about  which 
nothing  can  be  done.  It  is  now  mandatory 


that  any  sick  infant  or  child  in  whom  the 
possibility  of  congenital  heart  disease  ex- 
ists, be  given  the  benefit  of  proper  diag- 
nosis, so  that  proper  surgical  correction 
or  palliation  may  be  undertaken  if  pos- 
sible— and  it  is  usually  possible. 


Vaccination  vs.  Protective  Inoculation 

Pasteur  having  conducted  a series  of  experiments  with  regard  to  a certain  form 
of  contagious  disease  in  cattle,  the  medical  journals  almost  universally  speak  of  the 
operation  as  charbon-vaccination.  It  is  time  that  this  abuse  of  the  term  vaccina- 
tion were  corrected.  What  Lady  Mary  Wortley  Montague  introduced  into  Eng- 
land as  a prophylactic  measure  against  small-pox  was  inoculation  with  small-pox. 
It  had  its  inconveniences;  it  was  uncertain  in  its  effects,  spreading  the  disease,  and 
occasioning  deaths  now  and  then;  but  still  it  was  based  on  experience,  and  served  its 
purpose.  When  vaccination  came,  however,  inoculation  ceased  by  common  consent, 
and  it  is  now  generally  interdicted  by  law.  Whatever  refinements  Pasteur  and  his 
school  introduced  with  regard  to  the  cultivation  of  the  contagium  vivum,  they  still 
propagate  the  disease  by  using  the  morbid  products  of  the  identical  affection.  All 
that  they  claim  is  that  by  inducing  a mild  attack  of  the  disease  which  the  animal 
survives,  it  is  shielded  from  subsequent  attacks  by  the  self-protective  power  of  the 
malady  itself.  Now,  vaccination  in  the  human  subject  never  causes  small-pox.  Medical 
Times,  October  21. 

New  Orleans  M.  & S.  J.  10:442  (Dec.)  1882. 
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Principles  and  Problems  of 
Phalangeal  Fracture  Treatment^ 


• Return  of  function  to  a fractured  finger  is  of  great  importance  for 
it  may  affect  the  means  of  earning  a livelihood  in  those  who  have 
suffered  such  an  injury. 

A.  L.  BROOKS,  M.  D. 

New  Orleans 


understand  the  principles  involved  in 
the  treatment  of  fractured  phalanges, 
a thorough  knowledge  of  the  function  of 
the  upper  extremity  is  needed.  The  pha- 
langes are  the  terminal  devices  man  uti- 
lizes to  earn  his  living,  and  as  one  means 
of  expressing  himself.  Thus,  these  func- 
tions are  necessarily  instinctive  or  learned, 
and  are  tempered  by  individual  need  and 
concern.  Fractures  of  the  phalanges  are 
therefore  important  and  may  become  seri- 
ous fracture  problems  if  they  are  not  rec- 
ognized initially  and  properly  treated.  The 
patient  and  physician  should  not  adopt  a 
fatalistic  attitude,  accepting  poor  end  re- 
sults as  inevitable  with  phalangeal  frac- 
tures, since  good  results  can  be  obtained 
if  the  fundamental  principles  involved  in 
treatment  are  understood  and  proper  treat- 
ment is  carried  out. 

Anatomic  Structure 

What  is  different  about  fractures  in  the 
phalanges?  To  begin  with,  the  anatomy 
is  peculiar  in  several  ways.  On  the  volar 
surface  of  the  phalanx  are  tendons  that 
are  tightly  enclosed  in  a sheath  that  does 
not  allow  impingement  on  the  space  with- 
out impairing  function.  Each  tendon  has 
separate  but  synergistic  function  and  a 
difference  in  excursion. 

An  extremely  complicated  structure  is 
the  extensor  mechanism.  The  long  exten- 
sor enters  the  region  of  the  proximal  pha- 
lanx dorsally  and  is  immediately  anchored 
centrally  by  transverse  fibers  from  the  in- 

Presented  at  the  Eighty-first  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society  May 
8-11,  19G1  in  New  Orleans. 

From  the  Department  of  Orthopedics,  Ochsnei' 
Clinic,  New  Orleans. 
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trinsic  muscles.  Trailing  distally,  these  fi- 
bers are  transverse  to  oblique  and  give 
way  to  distinct  lateral  bands  on  either  side 
of  the  proximal  phalanx. 

The  lateral  bands  arise  from  the  intrin- 
sic muscles.  They  are  loosely  interlaced 
to  the  central  tendon  as  far  as  the  inser- 
tion at  the  base  of  the  middle  phalanx. 
The  lateral  bands  at  this  joint  are  also 
anchored  on  the  volar  surface  by  rather 
strong  fibers,  which  are  attached  to  the 
flexor  sheath.  Distal  to  the  proximal  in- 
terphalangeal  joint  the  flat  bands  gently 
converge  dorsally  to  form  a single,  flat, 
tendinous  structure  that  inserts  at  the 
base  of  the  distal  phalanx.  It  becomes 
apparent  from  a description  of  this  struc- 
ture that  fractures  of  the  phalanges  re- 
quire meticulous  immediate  treatment  and 
after  care. 

Another  facet  of  the  anatomic  structure 
of  the  finger  to  be  considered  is  the  in- 
sertion of  tendons  on  the  phalanges.  The 
proximal  phalanx  has  the  interosseous  in- 
sertion which  flexes  the  proximal  phalanx. 
The  middle  phalanx  has  the  sublimis  in- 
sertion proximally  to  give  flexion  to  this 
phalanx.  Distally,  the  profundis  inserts 
at  the  proximal  aspect  of  the  distal  pha- 
lanx to  give  distal  phalangeal  flexion. 
These  insertions  affect  position  of  frac- 
ture fragments,  as  well  as  the  extensor 
insertions  at  the  proximal  part  of  the  mid- 
dle phalanx  dorsally  and  the  proximal  part 
of  the  distal  phalanx  dorsally,  in  combina- 
tion with  the  effects  of  gravity. 

Functional  Position 

What  is  the  functional  position  and  why 
so  much  concern?  The  functional  position 
is  the  position  held  with  the  wrist  at  25" 
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dorsiflexion  and  the  metacarpophalanj^eals 
and  proximal  interphalanf^eals  at  45  flex- 
ion. The  metacarpophalanj?eal  joint  and 
collateral  liKaments  are  taut  when  the 
former  is  flexed  to  45°.  The  middle  inter- 
phalanfjeal  joint  and  collateral  ligaments 
are  to  a lesser  degree  taut  when  flexed, 
but  this  is  not  the  only  important  struc- 
ture causing  proximal  interphalangeal 
joint  tightness. 

The  second  structure  at  the  proximal 
interphalangeal  joint  is  composed  of  the 
lateral  bands  that  normally  sublux  volar- 
ward,  pulled  so  by  Kaplan’s  fibers  when 
the  joint  is  flexed.  If  the  lateral  bands 
are  not  allowed  to  sublux  volarward,  they 
coalesce  and  become  an  inherent  part  of 
the  central  slip.  These  important  struc- 
tures, the  collateral  ligaments  and  the 
lateral  bands  which  must  sublux  with  the 
proximal  interphalangeal  joint  in  flexion, 
are  the  major  factors  in  permitting  fin- 
ger motion  in  flexion,  as  long  as  the  ex- 
tensor mechanism  is  not  damaged.  If  the 
central  slip  of  the  extensor  is  damaged 
and  sticks  down  proximal  to  the  joint  in- 
volved, this  obviously  precludes  flexion  of 
the  joint  distal  to  this.  The  biological 
rule  which  dictates  that  all  movable  soft 
tissues,  if  left  relaxed,  will  tighten  up, 
is  the  simple  essence  of  the  functional 
position.  Also  the  finger  flexors  and  ex- 
tensor are  at  the  proper  fiber  length  to 
start  flexion  and  extension  most  advan- 
tageously. 

Methods  of  Fixation 

The  most  serious  mistake  that  can  be 
made  in  managing  a fractured  phalanx  is 
to  try  to  employ  one  method  of  fixation 
for  all  fractures.  If  one  considers  the 
anatomy  and  the  various  types  of  frac- 
tures at  each  level,  the  best  solution  usu- 
ally becomes  apparent. 

Stable  fractures,  that  is,  stable  in  an 
axial  direction  (Fig.  1),  can  usually  be 
managed  by  splinting  to  include  a normal 
finger  that  helps  to  control  alignment  and 
and  rotation.  Usually,  immobilization  of 
the  wrist  in  the  functional  position  helps 
to  maintain  the  desirable  position  of  the 


Figure  1. — (a)  Epiphyseal  fracture  disloca- 
tion. (b)  Reduced  and  stable.  Held  with  splint 
and  tape. 
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phalanges,  and  also  the  splint  remains 
much  more  stable. 

Oblique  fractures  are  best  managed  bj^ 
open  reduction  and  fixation  with  multiple 


Figure  2. — (a)  Compound  fractures  of  pha- 
lanx with  multiple  extensor  lacerations.  Quite 
unstable,  (b)  Fracture  reduced  and  transfixed 
with  multiple  Kirschner  wires  extensor  tendons 
sutured,  (c)  Fractures  healing  six  weeks  after 
injury. 


small  wires,  followed  by  splinting  in  a 
functional  position  (Fig.  2). 

An  alternate  method  for  oblique  frac- 
tures is  skeletal  traction  in  a functional 
position  (Fig.  3),  but  constant  care  is 
needed  to  insure  adequate  and  continued 
reduction  until  stability  occurs.  Figure 
3b  shows  poor  position  of  fracture. 

The  most  difficult  fracture  to  treat  is 
the  comminuted  one  that  defies  internal 
fixation  and  must  be  managed  by  skele- 
tal traction  with  the  finger  splinted  in  a 
functional  position  (Fig.  4a  & b).  When 
skeletal  traction  is  utilized,  dexterity  is 
needed  to  align  fragments  at  the  various 
levels,  as  loss  of  bony  substance  and 
muscle  pull  are  continuous  deforming  fac- 
tors. Immobilization  of  the  wrist  is  be- 
lieved to  be  indicated  in  most  finger 
splints  if  the  fractures  are  unstable. 
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Lastly,  a word  of  caution  should  be 
sounded  about  malrotation  and  lateral  de- 
viation as  a cause  of  embarrassing  func- 
lional  impairment,  such  as  the  crossing 
of  the  fingers  when  flexed. 

Restoration  of  Function 
It  is  important  to  know  when  attempts 
should  be  made  to  begin  finger  motion. 
Such  criteria  as  radiologic  evidence  of 
healing  of  the  fracture  must  be  discarded 
as  an  indication  for  beginning  motion.  By 
early  mobilization  of  inherently  stable 
fractures  without  loss  of  substance,  we 
must  depend  primarily  on  fibrous  tissue 
healing  of  the  degree  reached  by  about 
three  to  four  weeks,  combined  with  what 
fracture  healing  has  ensued.  However, 
this  usually  is  enough  stability  to  start 
finger  motion. 


Fractures  that  are  inherently  unstable 
and  are  comminuted  usually  are  beginning 


Figure  3. — (a)  Oblique,  unstable  fracture. 
Treatment  with  traction,  (b)  Volar  angulation 
of  distal  fragment;  realignment  was  indicated. 


to  coalesce  at  three  to  four  weeks,  so  that 
one  may  at  least  begin  to  mobilize  adja- 
cent joints.  Intermittent  splinting  must 
be  continued  to  prevent  further  deformity 
and  drift  of  the  distal  part.  The  more 
comminuted  the  fracture  and  the  less  ana- 
tomic apposition  of  the  fragments,  the 
more  difficult  it  is  to  hold  the  fragments 
and  restore  function  in  the  involved  area 
and  of  the  finger  distal  to  the  fracture. 

The  healing  mass  is  directly  related  to 
the  fracture  surface  involved.  The  heal- 
ing mass  envelops  all  surrounding  struc- 
tures to  give  a fibrous  fracture  mass  that 
is  initially  inert  functionally  and  must  fol- 
low well-known  healing  evolutionary  pro- 
cesses. There  is  first  the  violent  soft 
tissue  reaction  of  swelling  and  hemor- 
rhage, which  gradually  subsides.  Coin- 
cidentally, the  fractured  ends  are  being 
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united  by  the  process  of  fracture  healing, 
so  that  by  the  end  of  three  or  weeks  fi- 
brous tissue  is  interspersed  with  osteoid 
and  there  is  some  endosteal  healing.  Grad- 
ually, the  fibrous  tissue  mass  is  reduced  in 
bulk  as  the  fracture  ends  are  solidified  by 
new  bone,  which  eventually  remodels  as 
the  stresses  indicate.  The  more  anatomic- 
ally reduced  a finger  fracture  is,  the  bet- 
ter the  function  of  the  finger. 

Figure  5a  illustrates  an  oblique  frac- 
ture. Figure  5b  shows  the  healed  fracture 
with  incomplete  reduction ; the  patient  has 
25°  loss  of  flexion  at  the  proximal  inter- 
phalangeal  joint. 

The  last  chance  to  salvage  a fractured 
finger  is  about  three  weeks  after  fracture. 
Then  begins  the  golden  period  for  func- 
tional recovery.  To  succeed,  there  must 
be  active  motion  of  appropriate  type  and 
amount,  to  include  functional  splinting 
when  active  exercises  are  failing  to  ac- 
complish the  desired  results  early. 

When  the  metacarpophalangeal  joint  is 
being  mobilized,  the  patient  must  con- 
centrate on  this  joint,  to  avoid  automatic 


Figure  4. — (a)  Compound  comminuted  frac- 
ture with  extensor  tendon  lacerations.  Treat- 
ment with  tendon  suture  and  traction,  (b)  Frac- 
tures healing  in  good  position. 

flexion  of  the  proximal  interphalangeals, 
thus  losing  needed  power  of  the  long  flex- 
or that  can  be  utilized  if  the  proximal 
interphalangeal  joints  are  held  stiff  and 
all  the  excursion  is  carried  out  at  the 
metacarpophalangeal  joint. 

If  help  is  needed,  a Bunnell  knuckle 
bender  splint  is  indicated.  Rarely  is  the 
metacarpophalangeal  joint  difficult  to 
extend.  If  it  is,  and  help  is  needed,  a 
Bunnell  reverse  knuckle  bender  splint  will 
assist.  The  proximal  interphalangeal  joint 
is  mobilized  best  by  use  of  a block  of  wood 
to  grasp  so  that  it  fits  in  the  base  of 
the  palm,  then  stops  just  short  of  the 
midpart  of  the  proximal  phalanx. 

If  additional  help  is  required  in  flexing 
the  phalangeal  interphalangeal  joint,  a 
Bunnell  double  knuckle  bender  splint  is 
needed  so  that  metacarpophalangeal  and 
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phalangeal  interphalangeal  flexion  may  be 
carried  out,  gradually  and  passively,  with 
active  motion  carried  out  by  use  of  the 
block.  The  combination  of  both  is  best. 
If  help  with  phalangeal  interphalangeal 
.joint  extension  is  needed,  a knuckle  ben- 
der splint  with  extension  outriggers  will 
usually  give  enough  passive  help  so  that 
with  passive  extension  of  the  splint,  ac- 
tive entension  of  the  long  extensors  and 
intrinsics  will  usually  result  in  restora- 
t ion  of  the  needed  motion. 

The  last  phase  of  hand  injury  problems 
occurs  in  the  occasional  individual  with 
sympathetic  overactivity  that  causes  con- 
linued  swelling,  pain,  and  increased  sen- 
sitivity of  the  skin.  All  these  factors 
contribute  to  the  coalescing  and  nonfunc- 
tioning of  vital  structures.  Too  little  has 
been  discussed  about  this  abnormal  con- 
tinuation of  a normal  phenomenon  in  trau- 
ma. The  increased  sympathetic  activity 
is  part  of  the  physiological  response  to 
trauma.  If  prolonged,  it  occurs  in  all  de- 
grees, and  goes  under  such  guises  as  Su- 
dek’s  atrophy,  minor  causalgia,  and  sym- 


Figure  5. — (a)  Oblique  unstable  fracture  of 
fourth  proximal  phalanyx.  (b)  Healed  fracture 
of  fourth  proximal  phalanyx  with  lack  of  ana- 
tomic reduction.  Treatment  with  traction. 

pathetic  dystrophy.  Prolonged  sympa- 
thetic overactivity  may  be  controlled  by 
prevention  and  control  of  infection,  and 
early  mobilization  of  all  upper  extremity 
joints  not  involved  in  the  injury,  as  well 
as  the  involved  digits.  Sparine®  in  doses 
up  to  100  mg.,  every  three  to  four  hours, 
combined  with  long-acting  codeine  or 
other  analgesic  preparations,  such  as  Don- 
nagesic  #1  or  #2®,  is  also  helpful.  These 
drugs  are  inducted  only  in  the  presence 
of  definite  sympathetic  overactivity,  and 
then  they  should  be  used  adjunctively 
with  guided  physical  therapy  and  proper 
dynamic  splinting.  The  patient  with  ar- 
thritic joints  will  most  certainly  have 
trouble  when  mobilization  of  the  joint  is 
begun  (Fig.  6).  This  problem  necessi- 
tates earlier  mobilization. 

Conclusion 

In  conclusion,  it  should  be  pointed  out 
that  this  necessarily  brief  discussion  could 
not  include  all  possible  fractures  in  each 


October,  1961 — Vol.  113,  No.  10 


437 


PHALANGEAL  FRACTURE  TREATMENT — BROOKS 


Figure  6. — Degenerative  articular  changes  of 
interphalangeal  joints. 


given  case.  However,  the  essentials  uti- 
lized in  the  care  of  phalangeal  fractures 
have  been  covered.  Continued  close  evalu- 
ation of  the  end  results  by  the  surgeon 
who  treats  the  patient  will  necessarily 
keep  him  concerned  about  his  method  of 


treatment,  as  final  function  in  fractured 
fingers  almost  never  approaches  that  of 
a normal  digit. 

Discussion 

Dr.  Harry  Morris  (New  Orleans)  : Dr.  Brooks 
is  to  be  congratulated  for  his  precise  presenta- 
tion of  the  fundamentals  of  treatment  of  frac- 
tures of  the  phalanges.  Our  contemporaries  at 
the  University  of  California  inform  us  that  for 
only  two  reasons  does  a human  being  exceed  in 
efficiency  the  lower  animals.  First  is  the  ability 
to  think  logically  and  second  is  prehension  or 
the  ability  to  oppose  the  digits  in  grasping.  It 
is  because  of  the  importance  of  the  hand, 
with  its  individual  digits,  to  the  economic  and 
functional  capacity  of  the  individual  that  we  are 
constantly  striving  to  improve  the  end  results 
of  trauma  to  the  digits  by  intelligent  early  treat- 
ment based  on  fundamental  anatomic  knowledge 
and  principles.  Not  too  long  ago  treatment  of 
these  then  considered  insignificant  phalangeal 
fractures  was  relegated  to  the  “lowest  man  on 
the  totem  pole,”  and  the  time  and  strength  of 
the  more  experienced  surgeons  were  conserved 
for  taking  care  of  the  “big  stuff.”  However,  we 
have  been  shown  by  a dedicated  group  of  physi- 
cians, principally  orthopedic  surgeons  interested 
in  improving  the  treatment  of  hand  trauma,  that 
to  the  individual’s  future  his  phalangeal  frac- 
ture may  be  more  important  than  a fractured 
femur,  tibia  or  humerus,  and  deserves  as  much 
or  more  time,  thought,  and  experienced  care  as 
trauma  to  the  major  long  bones. 

Dr.  Brooks  has  carried  you  skillfully  through 
the  fundamental  elements  of  treatment,  reduc- 
tion, immobilization,  and  restoration  of  function 
of  phalangeal  fractures.  I heartily  endorse  these 
principles  and  technics  and  am  convinced  that 
their  skillful  application  will  enhance  the  end 
results  of  fractured  fingers  in  any  practice. 
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specialist  in  ear,  nose  and  throat 
often  is  called  upon  to  treat  certain 
types  of  allergic  patients  because  these 
systems  are  frequently  involved  sympto- 
matically. Likewise,  intercurrent  upper 
respiratory  infections  in  allergic  patients 
may  produce  more  frequent  E.N.T.  com- 
plications such  as  tubotympanitis,  serous 
otitis  media,  requiring  the  specialist’s  at- 
tention. Since  the  allergic  problems  in 
such  cases  often  are  those  that  respond 
well  to  symptomatic  antihistamine  ther- 
apy, familiarity  with  the  drugs  utilized  is 
a necessity.  Needless  to  say,  proper  refer- 
ral must  be  made  for  the  patient  whose 
allergy  requires  more  definitive  treatment. 

The  significance  and  acceptability  of 
the  antihistamines  in  allergic  disorders 
need  no  elucidation  on  my  part ; the  vari- 
ety used  in  practice  attests  to  that.  Re- 
cently, however,  there  have  been  devel- 
oped several  highly  potent,  low  - dosage 
antihistimines  which  have  begun  to  re- 
place the  standard  products  of  the  past. 

The  most  recent  addition  to  these  new 
antihistamines  belongs  to  a new  series  of 
chemical  compounds,  the  indenes,  and  has 
demonstrated  high  potency  in  low  dosage 
with  few  of  the  usual  antihistamine  side 
effects.  This  drug  has  the  generic  name 
dimethpyrindene*  and  is  designated  as: 

2-(l-(2-(2-dimethylaminoethyl)-3-inde- 
nyl) -ethyl  )-pyridene  maleate. 

Details  of  the  pharmacologic  and  other 
laboratory  studies  need  not  be  cited  here 
since  they  have  been  noted  in  previous 
publications.*-  ^ Suffice  it  to  say  that  di- 
methpyrindene  in  laboratory  animals  has 
shown  excellent  antihistamine  activity, 

* Forhistal®  maleate,  Ciba. 
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more  prolonged  than  that  of  certain  other 
widely  used  drugs  used  in  treating  allergic 
patients,  and  a very  low  order  of  toxicity. 

Clinical  studies  by  a large  number  of 
physicians,  several  of  whom  have  pub- 
lished their  findings,’’®  have  demonstrat- 
ed the  effectiveness  of  dimethpyrindene  in 
a wide  variety  of  allergic  patients  from 
infancy  to  old  age.  Seasonal  allergies  and 
pruritus  have  responded  particularly  well ; 
rapid  absorption  of  the  orally  adminis- 
tered drug  permits  early  onset  of  action 
and  produces  maximal  effects  within  an 
hour.  Analysis  of  the  cumulative  clinical 
reports  indicates  less  sedative  action  than 
with  several  other  antihistamines;  other 
side  effects  are  practically  negligible. 
Duration  of  symptomatic  control  is  about 
three  to  four  hours  with  the  1 mg.  tablets 
of  dimethpyrindene.  The  2.5  mg.  Lon- 
tabs®  have  an  equally  rapid  onset  of  ac- 
tion and  provide  relief  for  about  eight 
hours. 

Clinical  Study 

One  hundred  patients  from  the  outpa- 
tient clinic  of  our  ear,  nose  and  throat 
hospital  were  selected  as  subjects  for  eval- 
uation of  dimethpyrindene.  Ages  ranged 
from  3 to  60  years  and  both  sexes  were 
included.  Dosage  ranged  from  0.5  mg. 
t.i.d.  to  1.0.  q.i.d.,  being  adjusted  individu- 
ally according  to  severity  of  symptoms 
and  response. 

Diagnostic  categories  and  responses  to 
treatment  are  summarized  in  Table  1.  It 
will  be  noted  that  a few  cases  (categories 
C and  D)  were  treated  despite  absence  of 
E.N.T.  symptoms;  this  was  done  simply 
because  they  were  old  patients  of  our 
clinic. 
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TABLE  1 

EFFECTS  OF  DIAAETHPYRINDENE  IN  100  PATIENTS 


Diagnoses 

Number 
of  Pts. 

Very  Good 

Symptomatic  Responses 
Good  Fair 

Poor 

A.  Perennial  Rhinitis 

14 

8 

4 

1 

1 

B.  Seasonal  Rhinitis 

35 

22 

12 

0 

1 

C.  Pruritis,  probably  allergic 

3 

2 

0 

0 

1 

D.  Acute  Urticaria  with  severe  pruritis 

3 

3 

0 

0 

0 

E.  U.R.I.,  uncomplicated 

15 

10 

3 

1 

1 

F.  U.R.I.  with  E.N.T.  complications 

23 

17 

3 

1 

2 

G.  Tubotympanitis,  serous  otitis  media 

7 

3 

2 

0 

2 

TOTALS 

100 

65 

24 

3 

8 

It  should  be  noted  that  if  E.N.T.  compli- 
cations required  additional  therapeutic 
measures,  simple  surgery  (i.e.  myringot- 
omy) and  the  appropriate  antibiotic  were 
utilized  along  with  dimethpyrindene  ad- 
ministration. 

Our  results  as  to  optimum  responses  of 
seasonal  rhinitis  and  pruritis  were  sub- 
stantially in  agreement  with  those  of  other 
investigators.  Perennial  rhinitis  cases 
were  somewhat  less  responsive,  but  re- 
sults still  compared  well  with  the  use  of 
other  antihistamines. 

In  acute  coryza  the  best  drug  responses 
were  found  in  those  cases  having  eosino- 
philes  in  the  nasal  smear. 

Of  most  immediate  importance  in  our 
special  field,  we  found  dimethpyrindene 
valuable  as  part  of  the  management  of 
upper  respiratory  infections  with  compli- 
cations such  as  tubotympanitis,  low-grade 
sinusitis  and  serous  otitis  media.  This 
type  of  otitis,  especially,  appeared  to  re- 
solve more  rapidly  with  the  use  of  this 
drug. 

Side  effects  were  minimal  and  occurred 
altogether  in  less  than  10  per  cent  of  pa- 
tients. Slight  drowsiness  was  the  most 
frequently  reported  complaint,  but  it  did 


not  necessitate  discontinuance  of  the  drug 
in  any  case. 

About  a third  of  the  patients  who  were 
questioned  as  to  duration  of  symptomatic 
relief  stated  that  dimethpyrindene  seemed 
better  than  drugs  used  previously. 

Conclusion 

Dimethpyrindene  has  excellent  specific 
applicability  to  -problems  commonly  pre- 
sented to  the  ear,  nose  and  throat  speci- 
alist, and  it  is  our  belief  that  it  is  well 
worth  further  clinical  use.  The  effective- 
ness and  freedom  from  severe  side  effects 
of  this  member  of  a new  chemical  series 
introduce  a promising  new  antihistamine 
development  to  the  medical  profession. 
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1.  Studies  on  the  mijjration  of  the  epi- 
thelium on  the  external  surface  of  the 
membrana  tympani.  Peter  W.R.M.  Alberti, 
Department  of  Anatomy,  p]mory  Univer- 
sity. 

2.  A neurophysiological  technique  for 
studying  a small  number  of  fibers  that 
join  a larger  nerve.  F.  Eugene  Doenge.s, 
University  of  IMissouri  School  of  Medicine. 

3.  Anatomical  problems  in  the  trans- 
plantation of  the  canine  liver.  .John  E. 
Healy,  Jr.,  M.  D„  The  University  of  Texas 
Post-Graduate  School  of  Medicine. 

4.  A method  for  the  microscopic  study 
of  the  living  lung  in  the  closed  thorax. 
Vernon  E.  Krahl,  William  E.  De  Alva,  W. 
Gerald  Rainer,  and  Giles  E,  Filley,  Cardio- 
pulmonary Laboratory,  Univ.  of  Colorado 
Medical  Center. 

5.  Conversion  of  Collagen  and  Reticu- 
lum Fibers  into  “Elastic  Fibers”.  G. 
Kuhns,  Holde  Puchtler,  and  Faye  Sweat, 
Department  of  Pathology,  Medical  College 
of  Georgia. 

6.  Histochemical  and  chromatographic 
studies  on  the  plasmalogens  of  infarcted 
skeletal  muscle  of  the  dog.  Richard  M. 
Landry  and  Victor  J.  Ferran.s,  Tulane  Uni- 
versity. 

7.  An  electromyographic  study  of  se- 
lected muscles  acting  on  the  wrist.  Gordon 
B.  McFarland,  Jr,,  Hal  T.  Weathersby,  and 
Ursula  L.  Krusen,  Departments  of  Physi- 
cal Medicine  and  Rehabilitation  and  An- 
atomy, University  of  Texas  Southwestern 
Medical  School. 

8.  Hypertension  induced  by  means  of 
X-rays:  with  histochemical  studies.  Rob- 
ert McKelvey,  Department  of  Anatomy, 
Emory  University. 

9.  Hypoxia-hypercapnia,  cooling  and  as- 


phyxia in  kittens.  F’aith  S.  Miller  and 
James  A.  Miller,  Department  of  Anatomy, 
Tulane  University. 

10.  Recovery  of  regenerative  ability  in 
limbs  of  Triturus  after  x-irradiation  when 
normal  epidermis  is  added.  S.  Meryl  Rose 
and  F'lorence  C.  Rose,  Department  of  An- 
atomy, Tulane  University. 


1.  Studies  on  the  migration  of  the  epi- 
thelium on  the  external  surface  of  the 
membrana  tympani.  Peter  W.R.M.  Alberti, 

Department  of  Anatomy,  Emory  Univer- 
sity. 

The  fate  of  the  external  layer  of  the 
membrana  tympani  is  assuming  great 
clinical  importance.  This  has  been  studied 
by  painting  the  external  layer  of  the  drum 
with  dye  in  human  subjects.  It  is  sug- 
gested that  in  a large  portion  of  cases  the 
epithelium  migrates  centrifugally  from 
the  region  of  the  umbo,  across  the  drum 
on  to  the  walls  of  the  bony  external  canal, 
eventually  being  shed  at  the  bony-carti- 
laginous border,  and  eliminated  with  ceru- 
men. 

2.  A neurophysiological  technique  for 
studying  a small  number  of  fibers  that 
join  a larger  nerve.  F.  Eugene  Doenges, 
University  of  Missouri  School  of  Medicine. 

The  technique  is  based  on  those  of 
Ritchie  ('57a,  ’57b)  but  differs  in  that 
nicotine  is  used ; and  also,  in  that  after 
the  large  nerve  complexes  are  decreased 
in  size  by  activating  impulses  in  the  small 
number  of  fibers  joining  the  large  nerve, 
they  are  then  increased  in  size  by  block- 
ing any  activated  and  “spontaneous”  im- 
pulses in  the  small  component.  Nicotine 
is  used  because  of  its  dual  action  to  acti- 
vate and  then  block  conduction  in  nerve 
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fibers,  and  because  of  its  selective  action 
to  block  synaptic  junctions  in  a ganglion 
more  readily  than  fibers  passing  through 
the  ganglion. 

The  procedure  is  to  record  the  potential 
complexes  of  the  large  nerve  for  a time 
before  and  after  application  of  nicotine, 
with  or  without  electrical  stimulation,  to 
the  small  component  or  to  the  ganglion  if 
there  is  one  in  the  course  of  the  compo- 
nent. The  alteration  of  activity  in  the 
small  component  will  be  revealed  in  the 
alteration  of  the  recorded  complexes  of 
the  large  nerve. 

In  many  peripheral  nerves  which  have  a 
small  component  of  fibers  from  a ganglion, 
this  technique  will  provide  an  approxima- 
tion of  what  percentage  of  the  fibers  in 
the  large  component  are  from  the  small 
component  and  in  certain  cases  may  pro- 
vide information  as  to  nature  of  the  fibers 
in  the  small  component. 

3.  Anatomical  problems  in  the  trans- 
plantation of  the  canine  liver.*  .John  E. 
Healey,  Jr.,  M.  D.,  The  University  of  Tex- 
as Post-Graduate  School  of  Medicine. 

Whole  organ  transplantation  in  the  ex- 
perimental animal  is  an  extremely  diffi- 
cult procedure  because  of  the  numerous 
vascular  anastomoses  which  need  to  be 
performed.  In  liver  transplantation,  the 
inferior  vena  cava  both  above  and  below 
that  organ,  as  well  as  the  portal  vein  and 
the  hepatic  artery,  must  be  re-approxi- 
mated  by  end-to-end  anastomosis  in  or- 
der to  restore  hepatic  circulation.  With  a 
trained  surgical  team,  this  phase  of  the 
procedure  requires  approximately  one  hour 
to  complete.  The  anoxic  condition  of  the 
liver  during  this  time  almost  invariably 
results  in  the  production  of  a state  of  irre- 
versible shock.  We  have  devised  a means 
of  re-establishing  hepatic  circulation  with- 
in a period  of  seven  minutes  by  means  of 
a specially  designed  vascular  clamp  (anas- 
tomat).  The  clamps  are  easily  applied, 
permit  a leisurely  repair,  and  can  be  re- 
moved from  the  vessel  with  ease  follow- 
ing the  repair. 

' Aided  in  paid  by  an  American  Cancer  Socie- 
ty Institutional  Grant. 


Other  anatomical  problems  including  re- 
establishment of  biliary  flow,  the  liga- 
tion of  the  phrenic  veins,  and  the  main- 
tenance of  portal  and  caval  blood  flow 
during  the  transplantation  procedure  will 
be  discussed. 

4.  A method  for  the  microscopic  study 
of  the  living  lung  in  the  closed  thorax.- 
Vernon  E.  Krahl,^  William  E.  De  Alva,  W, 
Gerald  Rainer,  and  Giles  F.  Filley.  Cardio- 
pulmonary Laboratory,  U.  of  Colorado 
Medical  Center. 

The  most  accurate  histophysiologic  in- 
formation is  gained  by  observing  living 
tissues.  The  complete  dependence  of  the 
lung  for  its  form,  dimensions  and  normal 
function  upon  (a),  a closed  thorax  and 
(b),  the  mechanical  forces  of  the  moving 
diaphragm  and  thoracic  walls  requires 
that  this  organ  be  studied  in  the  living 
animal  and  in  the  closed  thorax.  The  fol- 
lowing method . provides  for  the  micro- 
scopic study  of  the  lung  under  these  con- 
ditions. 

A permanent  window  of  glass  and  stain- 
less steel  is  installed  in  the  rabbit’s  lat- 
eral thoracic  wall.  The  lung  surface  may 
be  observed  by  incident  light  supplied 
through  the  Ultropak  objective.  For  the 
study  of  deeper  structures  by  transillu- 
mination, a Teflon  port  is  placed  in  the 
lateral  abdominal  wall  about  three  inches 
caudal  to  the  thoracic  window.  During 
observation  of  the  lung  the  port  is  fitted 
with  a vinyl  sleeve.  A quartz  rod  (Knise- 
ly  apparatus)  is  passed  into  the  peritoneal 
cavity  within  the  sleeve  until  its  tip 
touches  the  diaphragm  opposite  the  tho- 
racic window.  The  translucent  diaphragm 
readily  permits  light  conducted  by  the  rod 
to  transilluminate  the  lung.  Heat  at  the 
tip  of  the  rod  is  dissipated  by  water  flow- 
ing through  the  vinyl  sleeve. 

Observations  may  be  made  immediately 
following  installation  of  the  windows  and 
at  intervals  for  one  month  or  longer.  The 


- Supported  in  part  by  Training  Grant  No. 
HTS  5450  and  HTS  5450 (SI)  from  the  National 
Heart  Institute  of  the  Public  Health  Service. 

Permanent  addless:  Department  of  Anat- 

omy, University  of  Maryland  School  of  Medicine, 
Baltimore,  Maryland. 
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method  allows  the  study  of  normal  alveo- 
lar dimensions  and  pulmonary  circulation, 
but  also  may  be  used  to  study  responses 
of  lunjr  tissue  to  air  pollutants,  activity 
of  phagocytes  and  the  development  of 
various  pulmonary  diseases. 

5.  Conversion  of  collagen  and  reticu- 
lum fibers  into  “elastic  fibers”.'  (J.  Kuhns, 
Holde  Puchtler,  and  Faye  Sweat,  Depart- 
ment of  Pathology,  Medical  College  of 
Georgia. 

Acetylation,  sulfation  or  phosphoryla- 
tion induce  binding  of  resorcin-fuchsin  by 
basement  membranes,  reticulum  fibers, 
collagen,  and  other  tissue  structures  con- 
taining polysaccharides.  Extraction  proce- 
dures indicate  binding  of  resorcin-fuchsin 
by  non-ionic  bonds,  presumably  hydrogen 
bonds  between  phenolic  hydroxyl  groups 
of  the  dye  and  ester  groups  in  the  tissue. 

Electron  microscopic  studies  by  Hall 
have  shown  that  collagen  can  be  converted 
into  elastica-like  material.  It  seemed  in- 
teresting to  investigate  whether  such  pre- 
treated fibers  also  acquire  the  staining 
properties  of  elastic  fibers.  Sections  of 
human  kidneys,  fixed  in  absolute  alcohol 
or  Carnoy’s  fluid  and  embedded  in  paraf- 
fin, were  treated  with  hot  distilled  water, 
acetic,  trichloracetic,  formic,  oxalic,  hydro- 
chloric, or  nitric  acid,  borate  buffer,  10% 
CaCl.  or  0.1  N NaOH,  and  stained  with 
resorcin-fuchsin.  Collagen  and  reticulum 
fibers  were  intensely  colored,  but  base- 
ment membranes  remained  unstained. 

The  intense  staining  of  collagen  and  re- 
ticulum fibers  with  resorcin-fuchsin  indi- 
cates that  binding  of  this  dye  does  not 
convey  any  information  concerning  the 
protein  moiety  of  tissue  structures,  wheth- 
er it  is  collagen  or  elastin,  but  apparently 
demonstrates  compounds  associated  with 
proteins,  presumably  polysaccharide  es- 
ters. Thus,  resorcin-fuchsin  can  not  be 
considered  specific  for  elastic  fibers  in 
the  chemical  sense  of  the  term. 

6.  Histochemical  and  chromatographic 
studies  on  the  plasmalogens  of  infarcted 
skeletal  muscle  of  the  dog.^  Richard  M. 

* Supported  by  USPHS  research  grant  #RG- 
7303  and  Medical  College  of  Georgia  Profession- 
al Research  Fund  Grant  #51-79. 


Landry  ® and  Victor  J.  Ferrans,"  Tulane 
University. 

Experimental  infarction  of  skeletal  mus- 
cle was  produced  by  means  of  injection  of 
ion  exchange  resin  beads  (Dowex  50X-16, 
hydrogen  form,  100  mesh)  into  the  fem- 
oral artery  of  dogs.  The  contralateral  leg 
was  used  as  a control  throughout. 

Fresh-frozen  cryostat  sections  of  the  in- 
farcted areas  of  muscle  showed  a marked 
decrease  in  the  concentration  of  plasmalo- 
gens as  determined  by  plasmal  reaction, 
along  with  an  increase  in  the  concentra- 
tion of  neutral  lipids  as  evidenced  by 
staining  with  Sudan  Black  B,  Phosphine 
and  Nile  Blue. 

Paper  chromatographic  analysis  of  the 
lipids  extracted  from  the  infarcted  muscle 
confirmed  these  findings  and  in  addition 
showed  the  presence  of  a new  plasmalogen 
with  chromatographic  properties  similar 
to  those  of  the  plasmalogen  previously 
found  by  Hack  and  Ferrans  (Circ.  Res., 
VHI,  738,  1960)  in  infarcted  heart  muscle 
of  the  dog. 

The  significance  of  these  findings  will 
be  discussed. 

7.  An  electromyographic  study  of  se- 
lected muscles  acting  on  the  wrist.  Gor- 
don B.  McFarland,  .Jr.,  Hal  T.  Weathersby, 
and  Ursula  L.  Krusen,  Departments  of 
Physical  Medicine  and  Rehabilitation  and 
Anatomy,  University  of  Texas  Southwest- 
ern Medical  School. 

The  kinesiology  of  10  muscles  acting 
on  the  wrist  has  been  studied  by  means  of 
multichannel  electromyography.  An  elec- 
trogoniometer was  used  to  record  the  po- 
sition of  the  wrist  simultaneously  with 
the  action  potentials  of  the  muscles  pro- 
ducing the  motion.  Eighteen  normal  sub- 
jects were  used  in  this  study. 

The  principal  radial  abductors  were  the 
extensor  carpi  radialis  longus  and  brevis, 
abductor  pollicis  longus,  flexor  carpi  ra- 

•5  This  investigation  has  been  supported  by 
grant  HTS  5133  from  the  National  Institutes  of 
Health,  United  States  Public  Health  Service. 

® Fellow  of  the  Cardiovascular  Research  Grad- 
uate Training  Program,  Tulane  University. 

National  Heart  Institute  Research  Fellow  in 
Cardiology,  Department  of  Medicine,  Tulane 
University  School  of  Medicine. 
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dialis  and  extensor  pollicis  brevis.  The 
amplitude  of  spikes  from  the  extensor  car- 
pi ulnaris  was  usually  much  greater  than 
that  of  the  flexor  carpi  ulnaris  in  ulnar 
deviation.  The  extensor  digitorum  and 
the  flexor  digitorum  superficialis  showed 
activity  at  the  extremes  of  both  radial 
and  ulnar  deviation. 

All  posterior  antebrachial  muscles  cross- 
ing the  wrist  joint  were  involved  in  simple 
extension  of  the  wrist,  with  the  extensor 
carpi  radialis  brevis  and  extensor  carpi 
ulnaris  being  most  active.  However,  the 
pattern  of  activity  was  changed  when  both 
the  wrist  and  metacarpophalangeal  joints 
were  extended  simultaneously,  in  which 
actions  a reciprocal  relationship  existed 
in  most  subjects  between  the  extensor 
carpi  radialis  brevis  and  the  extensor  digi- 
torum. Flexor  antagonist  activity  was 
uniformly  present  when  the  wrist  was  ex- 
tended and  the  metacarpophalangeal  joints 
were  hyperextended. 

8.  Hypertension  induced  by  means  of 
X-rays:  With  histochemical  studies.®  Rob- 
ert McKelvey,  Department  of  Anatomy, 
Emory  University. 

Hypertension  was  induced  by  x-ray  ir- 
radiation directed  to  both  kidneys  of  un- 
operated rats.  The  irradiation  was  ad- 
ministered in  a single  dose  of  1200r  to  one 
group  and  3000r  in  fifteen  fractions  to  a 
second  group.  Blood  pressures  were  deter- 
mined at  intervals  for  insulted  and  control 
animals. 

Some  histochemical  studies  were  made 
on  sections  of  kidneys.  The  enzymes  in- 
vestigated included:  succinic  dehydroge- 
nase, glucose-6-dehydrogenase,  glutamic 
dehydrogenase,  and  glucose-6-phosphatase. 

9.  Hypoxia-hypercapnia,  cooling,  and 
asphyxia  in  kittens.*'  Faith  S.  Miller  and 
.James  A.  Miller,  Department  of  Anatomy, 
Tulane  University. 

Studies  on  neonatal  puppies  and  guinea 
pigs  have  established  the  principle  that 
pretreatment  with  hypoxia-hypercapnia 
protects  mammals  from  some  of  the  dele- 

Supported  by  a Grant  from  the  Life  Insur- 
ance Medical  Research  Fund. 

» Supported  hy  N.I.H.  Grant  #B2279. 


terious  effects  of  hypothermia,  thereby 
increasing  the  protection  against  asphyxia 
conferred  by  reduction  in  body  tempera- 
ture. Confirmatory  results  have  been  ob- 
tained for  neonatal  cats.  The  survival 
time  of  kittens  when  asphyxiated  after 
cooling  to  15°  body  temperature  without 
hypoxia-hypercapnia  was  approximately 
10  times  as  long  as  that  of  normothermic 
littermates.  However,  when  hypoxia  and 
hypercapnia  v/ere  induced  during  cooling 
kittens  lived  nearly  twice  as  long  as  litter- 
mates which  had  been  cooled  rapidly  while 
breathing  air.  Results  were  similar  wheth- 
er the  hypoxia  and  hypercapnia  were  pro- 
duced by  rapid  lowering  of  temperature 
in  icewater  (5  minutes)  while  the  animals 
breathed  10%  O2  + 5%  CO2  or  by  slow 
cooling  (45  minutes)  while  the  animals 
rebreathed  air  in  a closed  vessel  packed  in 
ice. 

10.  Recovery  of  regenerative  ability  in 
limbs  of  Triturus  after  x-irradiation  when 
normal  epidermis  is  added.  S.  Meryl  Rose 
and  Florence  C.  Rose,  Department  of 
Anatomy,  Tulane  University. 

Limbs  of  adult  Triturus  were  x-rayed 
with  a dosage  of  2000r.  This  prevents  re- 
generation. Radioautographs  of  limbs  x- 
rayed  and  treated  with  tritiated  thymi- 
dine indicate  that  a dose  of  2000r  does  not 
prevent  incorporation  of  the  thymidine 
into  DNA  and  mitosis  does  not  decrease 
in  the  x-rayed  epidermis,  but  internal 
changes  after  amputation  associated  with 
regeneration  do  not  occur  or  occur  very 
slowly.  The  usual  loss  of  internal  struc- 
ture and  concurrent  elaboration  of  a blas- 
tema fails. 

If  limbs  are  amputated  and  the  x-rayed 
stumps  provided  with  a normal  epidermis 
limb  regeneration  ensues.  In  contrast  to 
the  totally  x-rayed  limbs,  x-rayed  limbs 
provided  with  normal  limb  epidermis  pro- 
duce a blastema  and  all  missing  parts  re- 
generate. Preparations  stained  for  nerves 
indicate  that  the  normal  dose  association 
of  nerves  and  wound  epidermis  is  lacking 
after  x-irradiation  and  amputation.  When 
x-rayed  limbs  are  provided  with  a normal 
epidermis,  nerves  penetrate  the  epidermis 
in  great  numbers. 
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Diabetic  Neuropathy 


Diabetes  mellitus  as  a clinical  entity  has 
been  recognized  for  a greater  time  than 
most  other  diseases.  It  has  been  described 
since  the  time  of  Moses.  Apparently  it  is 
increasing  in  frequency  at  the  present 
time.  There  are  now  about  one  million 
five  hundred  thousand  known  cases  of 
diabetes  in  the  United  States.  An  equal 
number,  it  is  estimated,  exists  in  the  pop- 
ulation whose  condition  is  unknown  to 
themselves  and  to  their  physicians.  If 
those  individuals  were  included  whose 
only  evidence  of  diabetes  at  the  present 
time  is  a positive  glucose  tolerance  test 
the  numbers  in  both  categories  would  be 
even  greater. 

Diabetic  neuropathy  has  been  recog- 
nized since  1798.  But  its  neurological 
complications  have  been  a serious  source 
of  concern  principally  in  the  last  seventy- 
five  years.  Even  now,  accurate  definition 
of  what  constitutes  diabetic  neuropathy 
is  somewhat  confused  and  the  prevalence 
of  the  condition  is  affected  in  the  same 


w'ay.  The  percentage  of  individuals  hav- 
ing diabetes  mellitus  and  giving  evidence 
of  neuropathy  is  variously  reported  as 
ranging  from  0 to  almost  100  per  cent. 
It  is  probable  that  approximately  one- 
half  of  diabetics  will  show  evidence  of 
neuropathy,  if  carefully  studied,  at  some 
time  in  their  course. 

Its  manifestations  and  recognition 
therefore  become  a matter  of  grave  im- 
portance in  all  fields  of  medicine,  partic- 
ularly among  those  who  see  the  most  dia- 
betics, namely,  the  general  practitioner 
and  the  internist.  The  manifestations  of 
diabetic  neuropathy  may  be  grouped  as 
sensory,  motor — including  myopathy,  and 
autonomic.  The  most  frequent  disturbance 
in  diabetic  sensory  neuropathy  is  pain  in 
the  legs  (often  nocturnal),  muscle  ten- 
derness, loss  of  Achilles  reflexes,  and  loss 
of  vibratory  sensation  of  feet  and  ankles. 
The  motor  disorders  have  included  iso- 
lated nerve  palsies  of  the  oculomotor,  ab- 
ducens,  and  facial  nerve;  and  certain  au- 
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thorities  have  described  a purely  motor 
diabetic  syndrome  among  the  manifesta- 
tions of  which  are  weakness  and  wasting 
of  muscles.  Syndromes  of  diabetic  neurop- 
athy in  the  autonomic  nervous  system  in- 
clude: paroxysmal  nocturnal  diarrhea, 

impotence,  bladder  paralysis,  loss  of 
sweating,  postural  hypotension,  postural 
tachycardia,  neuropathic  joints,  and  per- 
forating ulcers. 

The  biochemical  processes  by  which  the 
degeneration  of  nerve  pathways  is  brought 
about  is  not  clear.  The  causes  of  the 
nerve  degenerations  have  been  considered 
under  vitamin  deficiency,  hyperglycemia 
and  intermediate  metabolic  disturbance, 
and  ischemia  from  arterial  changes  caused 
by  or  developing  from  the  diabetes.  It  is 
the  opinion  of  most  investigators  that  the 
problem  is  not  one  of  vitamin  deficiency, 
and  if  such  exists,  it  is  a concomitant  dis- 
ease and  may  react  upon  the  neuritis, 
clouding  the  picture  but  not  causing  it. 

Ischemia  from  arterial  changes  is  in 
the  same  category.  The  actual  cause  of 
damage  to  the  nerve  tissue  is  probably  an 
intermediate  metabolic  disturbance  asso- 
ciated with,  or  due  to  the  hyperglycemia— 
probably  the  former.  It  has  been  suggest- 
ed that  deviations  in  the  pyruvate  metab- 
olism are  related  to  the  degenerative  proc- 
ess of  diabetic  neuropathy. 

Etiological  factors  related  to  the  cir- 
cumstances in  the  patient  with  diabetes, 
who  is  going  to  develop  diabetic  neurop- 
athy, have  been  the  subject  of  consider- 
able discussion.  A typical  summary  has 
been  : “peripheral  neuritis  and  diabetes  is 
a common  complication  of  neglected  dia- 
betes over  long  periods.”  An  opposing 
view  ’ is  that  neuropathy  may  occur  dur- 
ing good  control  and  there  may  be  simul- 
taneous onset  of  neuropathy  and  the  symp- 
toms of  uncontrolled  glycosuria.  Neurop- 
athy may  be  unrelated  to  the  duration  or 
severity  of  the  diabetes.  Neuropathy  may 
be  the  initial  clinical  manifestation  of  dia- 
betes unattended  by  symptoms  of  hyper- 
glycemia and  glycosuria.  Paradoxic  pre- 
cipitation of  neuropathy  following  the  in- 
stitution of  good  control  by  diet,  insulin, 
tolbutamide  has  been  observed. 

Neuropathy  may  follow  stress  situations. 
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In  these  instances,  a relatively  constant 
latent  period  exists.^  Diabetic  neuropathy 
in  this  view  should  be  regarded  as  an  es- 
sential integral  feature  of  the  syndrome 
of  diabetes  mellitus,  rather  than  a compli- 
cation of  the  disease.  Such  a review  has 
also  been  stated  in  regard  to  retinopathy 
by  other  authorities. 

The  diagnosis  of  diabetic  neuropathy, 
although  not  difficult,  is  generally  one  of 
the  least  precise  clinical  diagnoses.  The 
disturbing  factor  is  that  the  newly  dis- 
covered diabetic  or  the  patient  with  dia- 
betes which  is  not  properly  controlled  is 
subject  to  many  symptoms  of  a sensory 
nature  which  may  vary  from  minor  hypes- 
thesias  to  a syndrome  of  an  acute  surgi- 
cal abdomen,  but  without  demonstrable 
nerve  lesions.  Subsequently,  the  diabetic 
may  develop  a peripheral  diabetic  neurop- 
athy resembling  in  many  respects  those 
associated  with  .other  types. 

Manifestations  of  this  include:  muscu- 
lar cramps  and  aching,  muscular  weak- 
ness— especially  of  the  legs,  possibly  a 
flaccid  paralysis  or  bilateral  wrist-drop 
or  foot-drop,  severe  shooting  pains  or 
hypesthesias,  areas  of  anesthesia  or  un- 
steadiness of  gait,  and  in  all  these  dis- 
turbances the  lower  extremities  were 
more  severely  affected  than  the  upper. 
These  symptoms  would  be  intensified  fol- 
lowing acute  infections  and  lapses  in  the 
proper  care  of  diabetic  management. 

The  treatment  of  this  condition  is  the 
proper  and  complete  treatment  of  the 
diabetes  itself.  In  addition  to  this,  to  pro- 
vide for  the  comfort  and  the  disabilities 
of  the  patient,  the  special  manifestations 
should  be  met  in  conditions  such  as  pain, 
hypesthesia,  perforating  ulcers,  neurotro- 
phic joint  destruction,  paralyses,  and  de- 
pressive emotional  reactions  to  the  asso- 
ciated disorders. 

Accordingly,  the  physician  in  dealing 
with  diabetes  is  continually  called  upon  to 
take  into  consideration  its  protean  mani- 
festations, including  degenerative  lesions 
in  the  nervous  system. 


' Ellenberg,  Max:  Diabetic  Neuropathy:  A 

consideration  of  factors  in  onset,  Ann.  Int.  Med. 
52:1067  (May)  1960. 
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PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Ascension 

Third  Tuesday  of  every  month 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Jefferson 

Third  Thursday  of  every  month 

Lafayette 

Second  Tuesday  of  every  month 

Lafayette 

Morehouse 

Third  Tuesday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays  of 

every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

SURGICAL  ASSOCIATION  OF  LOUISIANA 

The  Sm-gical  Association  of  Louisiana  will  hold 
its  annual  meeting  on  Sunday,  November  12,  1961, 
headquarters  at  the  Sheraton-Charles  Hotel,  New 
Orleans. 

A panel  discussion  on  Chemotherapy  of  Tumors 
will  begin  at  9:30  a.m.,  with  Dr.  Ambrose  H. 
Storck  of  New  Orleans  as  Moderator.  Beginning 
at  1 :00  p.m.,  there  will  be  a panel  discussion  on 
Hiatal  Hernia  with  Dr.  Hugh  Ilgenfritz  of 
Shreveport  as  Moderator. 

Out-of-State  speakers  are  Edward  H.  Ellison, 
M.  D.,  Professor  and  Chairman,  Division  of  Sur- 
gery, Marquette  University  School  of  Medicine, 
Milwaukee,  and  Carl  A.  Moyer,  M.  D.  Bixby  Pio- 
fessor  of  Surgery  and  Head  of  the  Department, 
Washington  University  School  of  Medicine,  St. 
Ivouis. 


AMA  CLINICAL  MEETING  SET  NOV.  26-30 
AT  DENVER 

The  15th  annual  clinical  meeting  of  the  Amer- 
ican Medical  Association  will  be  held  November 
26-30  at  Denver,  with  a program  geared  to  basic 
problems  of  medicine  faced  by  physicians  in 
their  practice. 

An  outstanding  scientific  program,  with  em- 
phasis on  new  research  developments,  has  been 
planned  under  the  direction  of  Samuel  P.  New- 
man, M.  D.,  Denver,  chairman  of  the  AMA’S 
Council  on  Scientific  Assembly. 

Some  highlights  will  include  sessions  and  pa- 
pers on  such  important  areas  of  medicine  as 
genes  and  chromosomes,  electronics  and  comput- 
ers in  medicine,  space  medicine,  medical  aspects 
of  American  habits,  new  developments  in  virolo- 
gy, treatment  of  radiation  injuries,  new  findings 
in  chemotherapy  for  cancer  and  latest  data  in 
the  field  of  antibodies  and  antigens,  Di-.  New- 
man said. 

With  more  and  more  nuclear  reactors  coming 
into  use  all  over  the  nation,  many  practicing 
physicians  soon  may  begin  to  face  the  problem 


of  treating  injuries  from  radiation  accidents, 
the  chairman  said. 

A section  of  internationally  known  experts 
in  the  treatment  of  radiation  injuries  will  offer 
three  major  papers  in  this  important  new  area 
of  medical  care.  Chairman  will  be  Marshall 
Brucer,  M.  D.,  chairman  of  the  medical  division. 
Oak  Ridge  Institute  of  Nuclear  Studies,  Oak 
Ridge,  Tenn. 

The  radiation  experts  will  discuss  such  topics 
as  “Potential  and  Probable  Sources  of  Radiation 
Accidents,”  “Diagnosis  and  Pathology  of  Radia- 
tion Injury”  and  “Treatment  and  Prognosis  of 
Radiation  Injury.”  Participants  will  include  re- 
searchers from  Los  Alamos  and  Oak  Ridge,  the 
Office  of  the  Surgeon  General  and  the  Universi- 
ty of  Chicago. 

The  age  of  advancing  physical  science  also 
offers  new  findings  to  medical  science:  the  use 
of  electronics  and  computers  in  medicine.  Chair- 
man of  this  section  at  the  Denver  meeting  will 
be  A.  H.  Schwichtenberg,  M.  D.,  head  of  the 
department  of  aero-space  medicine,  Lovelace 
Foundation  for  Medical  Education  and  Research, 
Albuquerque,  N.  M. 

Computer  systems  for  recording  medical  data 
to  aid  the  physician  in  his  diagnosis  and  prog- 
nosis will  be  discussed.  Topics  will  Include  “The 
Future  of  Electronics  in  Medicine,”  “Microelec- 
tronics and  New  Concepts  of  Bioinstrumenta- 
tion,” “A  System  for  Medical  Data  Recording,” 
and  “Biological  Computers.” 

The  virus,  one  of  the  most  complex  problems 
facing  the  clinician,  will  be  the  subject  of  a 
series  of  papers  by  outstanding  specialists.  Jonas 
E.  Salk,  M.  D.,  Pittsburgh,  originator  of  the 
killed  virus  polio  vaccine,  will  give  a paper  on 
“Immunization  Against  Virus  Diseases.”  Other 
topics  will  include  “The  Nature  of  the  Virus  and 
Its  Cellular  Reaction,”  “Smallpox  Vaccination 
Complications,”  “Virus  Hepatitis”  and  “Identi- 
fication of  Viruses.” 

“We  are  confident  that  the  15th  annual  clini- 
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cal  meetinj;  will  offer  one  of  the  most  interest- 
ing and  informative  programs  evei-  presented 
at  the  winter  session,”  Dr.  Newman  said. 

“The  program  is  designed  to  assist  the  physi- 
cian in  his  practice.  The  latest  findings  in  many 
areas  of  medicine  will  be  presented  by  men  who 
are  top  specialists  in  their  fields.  The  meeting 
will  be  of  great  value  to  the  clinician  in  ad- 
vancing his  knowledge.” 


1961  CONVENTION,  LOUISIANA  ACADEMY 
OF  GENERAL  PRACTICE 

Dr.  Francis  I.  Nicolle,  Secretary  of  the  Lou- 
isiana Academy  of  General  Practice  and  19(51 
Convention  Chairman,  has  announced  that  the 
.\cademy  will  hold  its  fifteenth  annual  scientific 
assembly  at  the  Hotel  Monteleone  in  New  Or- 
leans on  October  17-19,  1961.  This  program  is 
accepted  for  eleven  hours  Category  I credit  by 
the  American  Academy  of  General  Piactice. 
Registration  fee  will  be  $5.00. 

Dr.  Rafael  C.  Sanchez  of  New  Orleans,  Speak- 
er, will  open  the  sessions  of  the  Congress  of 
Delegates  on  the  morning  of  October  17.  Dr. 
John  G.  McClure  of  Welsh  is  Vice-speaker  of  the 
Congress. 

The  Scientific  Assembly  will  begin  on  the 
afternoon  of  October  17  with  Dr.  Ernest  B. 
Flake  as  presiding  officer.  Welcoming  addresses 
will  be  made  by  the  Honorable  Victor  H.  Schiro, 
Mayor  of  New  Orleans;  Dr.  J.  Theo  Brierre, 
President  of  the  Orleans  Parish  Medical  Society, 
and  Dr.  Farrell  R.  Nicholson,  President  of  the 
Jefferson  Parish  Medical  Society.  Dr.  Nicholle 
will  make  the  response  for  the  Academy. 

Following  is  a list  of  guest  speakers  and  their 
topics;  Recognition  and  Management  by  the 
General  Practitioner,  by  Dr.  Wm.  G.  Crook, 
Jackson,  Tenn.;  Pelvic  Pain,  What  It  Is  and 
What  To  Do  About  It,  by  Dr.  Wm.  F.  Guerriero, 
Dallas,  Tex.;  Allergy  in  Children,  Part  II,  by  Dr. 
Wm.  G.  Crook,  Jackson,  Tenn.;  Clinicopathologic 
Conference,  Dr.  Andrew  S.  Ranier,  Lake  Charles, 
La.;  Carcinoma  of  the  Cervix,  the  Endometrium 
and  the  Ovary,  by  Dr.  Wm.  F.  Guerriero,  Dallas, 
Tex.;  The  Peculiar  Looking  Child,  by  Dr.  Sydney 
S.  Gellis,  Boston,  Mass.;  Treatment  of  Acute 
Hand  Injuries,  by  Dr.  Daniel  C.  Riordan,  New 
Orleans;  The  Use  of  Gamma  Globulin  in  In- 
fancy and  Childhood,  by  Dr.  Sydney  S.  Gellis, 
Boston,  Mass.;  Treatment  of  Fractures  of  the 
Hand,  by  Dr.  Daniel  C.  Riordan,  New  Orleans; 
Some  Aspects  of  Estate  Planning,  by  Mr.  Arthur 
J.  Riggs,  Dallas,  Tex.  and  A Systematic  Ap- 
proach to  the  Use  of  Laboratory  Determinations 
for  Diagnosis,  by  Dr.  Andrew  S.  Ranier,  Lake 
Charles,  La. 

The  Woman’s  Auxiliary  will  hold  its  annual 
business  session  and  installation  of  officers  dur- 
ing the  program.  Mrs.  E.  A.  Bertucci,  Jr.,  assist- 


ed by  Mrs.  Pierre  A.  Donaldson,  has  arranged  a 
full  program  of  social  activities  for  the  ladies. 

Dr.  Boyd  M.  Woodard  of  Lake  Charles  is 
President-Elect. 


SECTION  ON  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
SOUTHERN  MEDICAL  ASSOCIATION 

The  Section  on  Ophthalmology  and  Otolaryn- 
gology  of  the  Southern  Medical  Association,  will 
meet  in  Dallas,  Texas,  on  November  6-9,  1961. 

The  program  will  feature  Television  surgical 
clinics  on  Glaucoma  and  Laryngectomy.  Also, 
papers  and  symposiums  on  Corneal  Diseases; 
Contact  Lens;  Retinal  Detachment;  Tympano- 
plasty; Otitis  Media;  Tonsillar  Technicjues,  etcet- 
era. 

Dr.  Trygve  Gundersen  of  Boston,  Ma.ssachu- 
setts,  will  be  the  guest  speaker. 

For  additional  information  please  contact  the 
secretary.  Dr.  Albert  C.  Esposito,  First  Hunting- 
ton  National  Bank  Building,  Huntington,  West 
Virginia. 


SECOND  POSTGRADUATE  SEMINAR 
INTERNATIONAL  MEDICAL-LEGAL 
SOCIETY 

The  International  Medical-Legal  Society  an- 
nounces its  second  postgraduate  seminar  to  be 
held  in  Honolulu  February  19-23,  1962. 

The  goal  is  to  determine  the  functions  of 
the  doctor,  the  lawyer,  and  the  client  in  legal 
cases,  and  then  formulate  ethics  and  rules  for 
doctor-lawyer  relations. 

This  society  was  founded  to  promote  the  inter- 
professional relations  between  Doctors  and  At- 
torneys. A panel  of  physicians  and  attorneys 
has  been  selected  to  equip  the  attorneys  with 
more  adequate  medical  knowledge,  and  the  phy- 
sicians with  a comprehensive  review  of  the  law 
of  medical  practice.  This  is  a joint  society  for 
both  Attorneys  and  Physicians  who  deal  in 
medical  legal  cases  or  are  subject  to  malpractice. 

A five-day  meeting  has  been  prepared.  Phy- 
sicians subject  to  malpractice  as  well  as  medical 
legal  work  and  attorneys  involved  in  similar 
suits  will  find  the  meeting  informative  and  of 
great  value.  Speakers  of  national  recognition 
from  both  the  Medical  and  Legal  professions 
will  be  on  the  program. 

The  Where-To-Go  Travel  Service  of  Seattle 
has  been  selected  as  the  sole  travel  agency  to 
prepare  an  organized  package  tour  making  all 
travel  arrangements  for  the  meeting. 

Reservations  will  be  limited  as  this  is  the  peak 
travel  season  for  Hawaii.  Those  interested  may 
contact  Wm.  P.  Hauser,  M.  D.,  Executive  Secre- 
tary, 1206  South  11th,  Tacoma,  Washington,  for 
further  information. 
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BOOK  REVIEWS 


Complications  in  Surgery  and  Their  Management ; 

by  Curtis  P.  Artz,  M.  D.  and  James  D.  Hardy, 

M.  D.,  Saunders,  1960,  1075  p.  $23.00. 

With  the  aid  of  69  able  contributors.  Dr.  Artz 
and  Dr.  Hardy  have  compiled  a comprehensive 
volume  on  the  complications  of  surgery  and  their 
management.  As  stated  by  the  editors  in  their 
preface  of  the  book,  it  was  their  desire  to  provide 
a single  text  on  sux'gical  hazards  to  be  used  along 
with  other  texts  of  of  surgery,  surgical  technique, 
surgical  physiology,  and  surgical  pathology.  In 
this  respect,  they  have  provided  an  unique  vol- 
ume which  accomplishes  their  goal  admirably. 

The  format  of  the  book  consists  of  an  initial 
twenty  chapters  devoted  to  complications  en- 
countered in  all  types  of  surgery.  General  topics 
such  as  complications  of  parenteral  fluid  thera- 
py, postoperative  pulmonary  complications,  dia- 
betes and  nutritional  complications  in  surgical 
patients,  and  thromboembolic  diseases  are  dis- 
cussed. One  chapter  in  this  portion  of  the  book 
discusses  miscellaneous  complications  of  trache- 
otomy, paracentesis,  angiography,  and  drains. 
The  remaining  37  chapters  include  discussions  of 
complications  encountered  in  specific  operations 
such  as:  mitral  comissurotomy,  esophageal  and 
diaphragmatic  surgery,  surgery  of  the  peripheral 
arteries,  gastric  resection,  biliary  tract  surgery, 
and  many  others.  There  are  two  chapters  dedi- 
cated to  problems  of  surgery  of  the  aged  and 
pediatric  surgery.  Complications  arising  in  gyne- 
cologic, urologic,  and  orthopedic  procedures  are 
included  in  three  chapters  devoted  to  these  sur- 
gical specialties.  The  final  chapter  of  the  book 
considers  the  pitfalls  of  burn  therapy. 

The  authors  of  the  text  are  an  impressive 
group  of  outstanding  authorities  in  the  field  of 
their  contribution.  Each  chapter  is  prefaced  with 
a brief  biographical  sketch  of  the  author  which  is 
an  interesting  sidelight  that  should  be  used  more 
frequently  in  medical  texts.  The  book  is  a valu- 
able reference  for  all  surgeons  and  particularly 
for  residents  and  interns.  It  should  be  used  not 
only  as  a reference  once  a complication  arises 
but  also  as  a preoperative  reference  to  anticipate 
complications  and  study  methods  of  preventing 
them. 

W.  L.  Chapman,  M.  D. 


Recent  Advances  in  Tropical  Medicine;  by  Sir 
Neil  Hamilton  Fairley,  A.  W.  Woodruff  and 
John  H.  Walters,  Little  Brown  and  Company, 
Boston,  Third  Edition  1961.  480  p.  $11.00. 

This  is  a completely  new  volume  since  the  Sec- 
ond Edition  was  published  thirty-two  years  ago. 
It  therefoi'e  covers  a period  during  which  more 
advances  have  been  made  in  therapy  and  etiology 
of  tropical  diseases  than  any  comparable  period. 

These  authors  have  emphasized  the  clinical  as- 
pect and  therapy,  although  there  are  many  short 
sections  on  epidemiology,  pathology  and  control. 
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The  book  will  appeal  more  to  the  practicing 
physician  rather  than  the  public  health  officials. 

It  is  an  excellent  book  that  through  the  ex- 
perience of  the  authors  links  the  present  knowl- 
edge with  the  past.  They  cover  most  of  the  im- 
portant protozoa,  helminthic,  bacterial,  spirochae- 
tal  diseases,  short  term  fevers,  venereal  diseases, 
rickettsial  diseases,  nutritional  diseases,  and  ane- 
mia including  the  heriditary  hemoglobinopathies, 
Kuru  and  some  diseases  of  uncertain  origin. 
Their  index  is  excellent. 

E.  A.  Cleve,  M.  D. 


The  Modern  Treatment  of  Asthma,  with  Speeial 
Reference  to  Gold  Therapy;  by  L.  Banszky, 
Williams  & Wilkins,  1959,  2d  ed.,  pp.  175. 
Price  $5.00. 

This  provocative  book  is  based  on  a concept 
almost  certainly  incorrect,  namely,  that  the  root 
condition  of  asthma  is  due  to  tuberculinization  of 
the  organism  (p.  39).  The  sequel  to  this,  that 
patients  can  be  helped  with  gold  injections  is, 
however,  not  necessarily  wrong.  It  is  known  that 
a variety  of  agents  which  help  rheumatoid  ar- 
thritis also  help  bronchial  asthma;  among  them 
may  be  mentioned  the  steroid  drugs  and  nitrogen 
mustard.  Gold  therapy  is  of  distinct  value  in  the 
treatment  of  rheumatoid  arthritis,  and  by  extra- 
polation might  also  be  useful  in  the  treatment  of 
bronchial  asthma.  In  view  of  his  results  of  80  to 
90  percent  success  rate,  perhaps  this  method  of 
treatment  should  l>e  tried  more  extensively. 

Vincent  Derbes,  M.  D. 


W.  B.  SAUNDERS  COMPANY  features  the 
following  recent  books  in  their  full  page  adver- 
tisement appearing  elsewhere  in  this  issue: 

DRIPPS,  ECKENHOFF  AND  VANDAM— IN- 
TRODUCTION TO  ANESTHESIA 
An  ideal  basic  guide  to  the  understanding 
and  safe  administration  of  anesthesia 

CORDAY  AND  IRVING  — DISTURBANCES 
OF  HEART  RATE,  RHYTHM  AND 
CONDUCTION 

Covers  management  of  all  the  cardiac  ar- 
rhythmias and  conduction  defects 

PUBLICATIONS  RECEIVED 
(Certain  ones  of  these  will  be  selected 
for  review) 

Doubleday  & Co.,  N.  Y. : Traitor  Within  Our 
Suicide  Problem,  by  Edward  Robb  Ellis  and 
George  N.  Allen. 

The  C.  V.  Mosby  Co.,  St.  Louis:  Pathology, 
by  W.  A.  D.  Anderson,  M.  D.  (4th  edit.). 

W.  B.  Saunders  Co.,  Phila. : Respiration  in 
Health  and  Disease,  by  R.  M.  Cherniack,  M.  D., 
and  L.  Cherniack,  M.  D.;  The  Cervix  Uteri  and 
Its  Diseases,  by  C.  Frederic  Fluhmann,  M.  D. 
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(BRAND  OF  PROPANTHEMNE  BROMIDE) 


Prolonged-Acting  tablets-30  mg. 
Effective  • Convenient  • Sustained  Action 

PRO-BANTHiNE'»,  the  leading  anticholinergic,  is  now  available  in  a distinctive 
prolonged-acting  dosage  form. 

The  prolonged  action  of  new  pro-banthIne  p.a.  is  regulated  by  simple  phys- 
ical solubility.  Each  pro-banthIne  p.a.  tablet  releases  about  half  gf  its  30  mg. 
promptly  to  establish  the  usual  therapeutic  dosage  level.  The  remainder  is 
released  at  a rate  designed  to  compensate  for  the  metabolic  inactivation  of 
earlier  increments. 

This  regulated  therapeutic  continuity  maintains  the  dependable  anticho- 
linergic activity  of  pro-banthIne  ail  day  and  all  night  with  only  two  tablets 
daily  in  most  patients. 

New  PRO-BANTHINE  P.A.  Will  be  of  particular  benefit  in  controlling  acid 
secretion,  pain  and  discomfort  both  day  and  night  in  ulcer  patients  and  in 
inhibiting  excess  acidity  and  motility  in  patients  with  peptic  ulcer,  gastritis, 
pylorospasm,  biliary  dyskinesia  and  functional  gastrointestinal  disorders. 
Suggested  Adult  Dossge:  One  tablet  at  bedtime  and  one  in  the  morning, 
supplemented,  if  necessary,  by  additional  tablets  of  pro-banthIne  p.a:  or 
standard  pro-banthIne  to  meet  individual  requirements. 


G.  D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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Ixitrodvicing  PHILIPS  ROXAIVE 


A new  name  in  Ptiarmaceutlcals 

Philips  Roxane  comes  to  you  as  a new  name 
in  American  pharmaceutical  manufacture.  But 
our  roots  go  deep.  We  have  well-established 
resources  in  this  country.  In  Holland  and 
elsewhere  in  Europe,  we  have  access  to 
research  from  which  substantial  contributions 
have  been  made  in  the  areas  of  human, 
animal  and  plant  health. 

A wide  range  of  new  pharmaceuticals  is  now 
being  developed  which  will  have  significant 
usefulness  to  you  in  your  practice. 

For  example,  extensive  studies  are  now  being 
carried  out  in  organic  synthesis,  vaccines,  and 
radioactive  isotopes.  Some  of  these 
pharmaceuticals  and  biologicals  are  presently 
undergoing  clinical  trials  in  this  country. 

One  research  project  nearing  completion  is 
a measles  vaccine,  now  undergoing  extensive 
U.  S.  clinical  trial.  Another  preparation,  soon 
to  be  available,  is  a progestational  agent 
which  gives  promise  of  offering  distinct 
advantages  over  those  presently  available. 

A true  progestin,  it  will  have  wide  application  in 
female  disturbances  without  androgenic, 
estrogenic,  or  corticosteroid  side  effects. 

Philips  Roxane  has  acquired  affiliates 
throughout  the  United  States,  where  research 
and  development  in  human,  animal  and  plant 
medicines  are  being  greatly  extended  through 
their  production  facilities  and  sales 
organizations. 

The  name  Philips  Roxane  will  become  as 
familiar  to  you  as  the  names  of  many  other 
fine  pharmaceutical  houses  in  this  country, 
whose, products  and  people  serve  you  faithfully. 


PHILIPS  ROXANE,  INC. 


COLUMBUS,  OHIO 


PROGRESS 


t N 


RESEARCH 


FOR 


MEDICINE 
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in  bacterial 

otitis 

media 

Panalba* 

promptly 

to  gain  precious 

therapeutic 

hours 


In  the  presence  of  bacterial 
infection,  taking  a culture  to 
determine  bacterial  identity 
and  sensitivity  is  desirable  — 
but  not  always  practical. 

A rational  clinical  alterna- 
tive is  to  launch  therapy  at 
once  with  Panalba,  the  anti- 
biotic that  provides  the  best 
odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset  (even 
pending  laboratory  results) 
can  gain  precious  hours  of  ef- 
fective antibiotic  treatment. 


SUPPLIED:  Capsules,  each  containing 

Panmycin*  Phosphate  (tetracycline  phosphate 
complex),  equivalent  to  250  mg.  tetracycline 
hydrochloride,  and  125  mg.  Aibamycin,*  as 
novobiocin  sodium,  in  bottles  of  16  and  100. 
USUAL  ADULT  DOSAGE:  1 or  2 capsuics 

3 or  4 times  a day. 

SIDE  EFFECTS:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable  to  that 
of  the  other  tetracyclines  and  is  well  tolerated 
clinically.  Side  reactions  to  therapeutic  use 
are  infrequent  and  consist  principally  of  mild 
nausea  and  abdominal  cramps. 

Aibamycin  also  has  a relatively  low  order  of 
toxicity.  In  a certain  few  patients,  a yellow 
pigment  has  been  found  in  the  plasma.  This 
pigment,  apparently  a metabolic  by-product 
of  the  drug,  is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver  enlarge* 
ment. 

Urticaria  and  maculopapular  dermatitis,  and 
a few  cases  of  leukopenia  have  been  reported 
in  patients  treated  with  Aibamycin.  These  side 
effects  usually  disappear  upon  discontinuance 
of  the  drug. 

C.AUTION:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of  nonsusccptible 
organisms,  constant  observation  of  the  patient 
is  essential.  If  new  infections  appear  during 
therapy,  appropriate  measures  should  be  taken. 
Total  and  differential  blood  counts  should  be 
made  routinely  during  prolonged  administra* 
tion  of  Aibamycin.  The  possibility  of  liver 
damage  should  be  considered  if  a yellow  pig- 
ment, a metabolic  by-product  of  Aibamycin, 
appears  in  the  plasma.  Panalba  should  be  dis* 
continued  if  allergic  reactions  that  are  not 
readily  controlled  by  antihistaminic  agents 
develop. 

• Trademark.  Reg.  U.  S.  Pat.  Off. 


a 


Panalba 

your  broad-spectrum 
antibiotic  of  first  resort. 


Upjohn 


The  Upjohn  Company 
Kalamazoo.  Michigan 


drugs  anonymous 


One  of  the  several  hastily  eonceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  psoponents  of  generic-name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 


How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  $28,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 

Are  the  savings  worth  the  risk  of  sacrificing  quality? 

. . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FDA  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FDA  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 
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parabromdylamine  (brompheniramine)  maleate  12  mg. 


reliably  relieve  the  symptoms.. .seldom  affect  alertness 


Furriers  may  develop  allergies  to  dyes,  cleaning 
fluids  and  furs  . . . housewives  to  dust  and  soap . . . 
farmers  to  pollens  and  molds.  Most  types  of  aller- 
gies—occupational,  seasonal  or  occasional  reactions 
to  foods  and  drugs— respond  to  Dimetane.  With 
Dimetane  most  patients  become  symptom  free  and 


stay  alert,  and  on  the  job,  for  Dimetane  works . . . 
with  a very  low  incidence  of  significant  side  effects. 
Also  available  in  conventional  tablets,  4 mg.; 
Elixir,  2 mg./5  cc. ; Injectable,  10  mg./cc.^ 
or  100  mg./cc. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA'' 
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ANNOUNCING  . . . 

OUR  APPOINTMENT 
AS  DISTRIBUTORS  FOR 

THE  FOREGGER  COMPANY,  INC. 

Makers  of  Anesthesia  Equipment 
and  Accessories 

Orders  and  inquiries  will 
receive  prompt  attention. 


PEA€©€IC 


SURGICAL  COMPANY  'nc 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA 


Browne- McHardy  Clinics 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
New  Orleans  15,  La. 
TWinbrook  9-2376 


INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  M.  D. 
Robert  C.  Judice,  M.  D. 
John  T.  Leckert,  M.  D. 

G.  Gordon  McHardy,  M.  D. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D. 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T.  Williams,  M.  D 

DERMATOLOGY 

William  Burroughs,  M.  D. 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D. 


GRAVIER  ST.  DIVISION 
630  Gravier  St. 

New  Orleans  12,  La. 
524-1605 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 

GENERAL  SURGERY 

Claude  C.  Craighead,  M.  D. 
Raul  G.  Reyes,  M.  D. 

OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  Ayerst,  M.  D. 

James  M.  Todd,  Jr.,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabezies,  M.  D. 

INDUSTRIAL  MEDICINE 
Ralph  J.  McDonough,  M.  D. 


VETERANS  HIGHWAY  DIVISION 
8601  Veterans  Memorial  Hwy. 
Metairie,  La. 

VErnon  3-7341 


PEDIATRICS 

Carl  E.  Kemmerly,  M.  D. 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 
Diabetics 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 
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When  it's  mo 


grippe  or 

“flu”thanasirnple 
cold,  but  an  antibiotic 
is  not  indicated... 
prescribe  NEW 


WIN-CODIN*Tablets 

New  Win-Codin  tablets  provide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations.  New  Win-Codin  tablets  contain 
a full  complement  of  the  most  effective  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains: 

Codeine  phosphate  15  mg.— to  relieve  local  and  generalized 
pain  and  control  dry  cough 

Neo-Synephrine®  10  mg.— to  shrink  nasal  membranes  and 
open  sinus  ostia 

Acetylsalicyclic  acid  300  mg.  (5  grains)— to  reduce  fever  and 
relieve  aching 

Chlorpheniramine  maleate  2 mg.— an  antihistamine  to  shrink 
engorged  membranes  and  lessen  rhinorrhea 
Ascorbic  acid  (vitamin  C)  50  mg.  — to  increase  resistance  to 
infectionst 

New  Win-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  colds,  influenza  or  sinusitis. 

Average  dose:  Adults,  1 or  2 tablets  three  times  daily;  children 
6 to  12  years,  from  1/2  to  1 tablet  three  times  daily. 

Available  in  bottles  of  100  (Class  B narcotic). 

LABORATORIES  ‘Trademark  tFor  persons  with  vitamin  C deficiency 

New  York  18,  N.  Y.  Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 
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When  he  sees  it  engraved 
on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that 
the  Quinidine  Sulfate  is  produced 
^ from  Cinchona  Bark,  is  alkaloidally 
standardized,  and  therefore  of 
unvarying  activity  and  quality. 

When  the  physician  writes  “DR” 

f ' ' ■ 

J (Davies,  Rose)  on  his  prescriptions 
'i  for  Tablets  Quinidine  Sulfate,  he  is 
~ assured  that  this  “quality”  tablet 

is  dispensed  to  his  patient. 

i 

Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

' Davies,  Rose 

Clinical  tamplet  Ment  to  physicians  on  request 

Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 

i-.  0-7 


in  very  special  cases 
a very  superior  brandy... 
specify 

mivifissT 

COGNAC  BRANDY 

84  Proof  I Schieffelin  A.  Co.,  New  York 


THE  EARLE  JOHNSON 
SANATORIUM 


i 

( 

I 

i 


ALFRED  TUCKER  BUTTERWORTH,  M.  D. 
Psychiatri$t-in-Chief 

Fellow  American  Psychiatric  Association 

Specialized  treatments  in  mental  disorders  and 
alcoholic  and  drug  addictions. 

A limited  number  of  custodial  cases  accepted. 

Fireproof  Buildings 
Lovely  Gardens  and  Grounds 
Healthful  Location  — All  Private  Rooms 
Excellent  Staff 

"The  Hospital  Atmosphere  is  Avoided" 

WRITE  P.  O.  DRAWER  106 
or 

Telephone  3-3369 
MERIDIAN,  MISSISSIPPI 


j 

I 

( 

j 

j 

j 

j 

j 

I 

I 

j 

I 

I 

i 

i 

I 

I 
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relieve  distress  rapidly 

nORIFORTE 

capsules 


■ relieve  sneezing,  runny  nose 

■ ease  aches  and  pains 

■ lift  depressed  feelings 

■ reduce  fever,  chills 

For  complete  details,  consult  latest  Schering 
literature  available  from  your  Schering  Representative 
or  Medical  Services  Department, 
Schering  Corporation,  Bloomfield,  N.  J. 


available  on  prescription  only 


Cttch  CORIFOHTC  Capsu/t  contoins; 

fHlOfl-rfi/MfrON® 4 mg. 

(brand  of  chlorphtniramine  maleattl 

Sttlicylamidt 0.13  6m. 

phenacetin 0.13  Cm. 

cafftint 30  mg. 

melhamphetamint  hgirochloriii I.2S  mg. 

ascorbic  acid 50  mg. 


‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive  and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

'Polysporin'^ 

‘Neosporin’® 

‘Cortlsporln’® 

'Aerosporin'®  brand 
Polymyxin  B Sulfate 

10.000  Units 

5,000  Units 

5.000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz.. 

Tubes  of  1 oz.. 

Tubes  of  Vz  oz.  and 

■/2  oz.  and  '/a  oz. 

Vz  oz.  and  Vi  oz. 

Vi  oz.  (with 

(with  ophthalmic  tip) 

(with  ophthalmic  tip) 

ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Geriatric  Vitamins— Minerals— Hormones— d-Amphetamme  Lederle 


one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  ^ nutritionally  metabolically  4-  mentally 


Each  dry-filled  capsule  contains:  Ethinyl 
Estradiol.  0.01  mg.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate.  2.5  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  500  U.S.P.  Units  • Vitamin 
Bia  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi).  5 mg.  • Riboflavin 


(Ba),  5 mg.  • Niacinamide,  15  mg.  • Pyri- 
doxine  HCl  (Be),  0.5  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  mg. 
• Inositol.  25  mg.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  50  mg.  • 1-Lysine  Mono- 
hydrochloride, 25  mg.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 
Rutin,  12.5  mg.  • Ferrous  Fumarate  (Ele- 


mental iron,  10  mg.).  30.4  mg.  • Iodine 
(as  KI),  0.1  mg.  • Calcium  (as  CaHPOi), 
35  mg.  • Phosphorus  (as  CaHP04),  27  mg. 
• Fluorine  (as  CaFa),  0.1  mg.  • Copper  (as 
CuO),  1 mg.  • Potassium  (as  K2SO4),  5 
mg.  • Manganese  (as  MnOa),  1 mg.  • Zinc 
(as  ZnO),  0.5  mg.  • Magnesium  (MgO).  1 
mg.  Supply:  Bottles  of  100  and  1,000. 


REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS.  DOSAGE.  PRECAUTIONS  AND  CONTRAINDICATIONS 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPARTMENT. 

LEDERLE  L A BO  R AT  O R I E S,  A Division  of  A M E R I C A N C YA  N A M I D COMPANY,  Pearl  River,  Now  York  0^^ 


Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30. 
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HISTA-VADRIN 

when  antihistamines  alone  are  not  enough 


HISTA-VADRIN,  an  upper  respiratory  de- 
congestant, is  designed  for  the  oral  relief  of  con- 
gestion and  edema  of  the  upper  respiratory  pas- 
sages. The  ANTIHISTAMINIC  drugs  methapyriline 
and  chlor-pheniramine  are  noted  for  their  ability  to 
prevent  vasodilatation  and  inflammatory  edema 
caused  by  the  release  of  histamine. 

VASOCONSTRICTORS,  phenylpropanolamine  and 
phenylephrine  oppose  mucosal  edema  by  constrict- 
ing blood  vessels  which  have  been  dilated  by  hista- 
mine and  other  factors  involved  in  inflammation. 
These  vasoconstrictors  are  not  as  likely  to  cause 
excitement  or  wakefulness  as  ephedrine  or  meth- 
amphetamine  (I). 


Indications:  For  the  relief  of  hay  fever, 
vasomotor  rhinitis,  and  symptoms  resulting  from 
upper  respiratory  infections.  Hista-vadrln  can  af- 
ford relief  also  In  other  allergic  conditions  such  as 


urticaria  and  angloedema. 

Each  scored  Hista-vadrin  tablet  contains: 

Phenylpropanolamine  Hydrochloride  40  mg. 

Chlor-Pheniramine  Maleate  4 mg. 

Methapyriline  Hydrochloride  40  mg 

Phenylephrine  Hydrochloride  5 mg. 


Dosage:  Adult  Dose,  I tablet  every  six  hours  or  In 
accordance  with  therapeutic  response. 

Supplied:  Slow  release  scored  tablets  designed  to 
disintegrate  In  2 to  3 hours. 

Reference  available  on  request. 

Samples  and  professional  lifcrature  on  request. 


HISTA-VADRIN  it  another  "ettablithed  need"  product 

mour6Utyear ...  FirSt  TexaS  9^AntmaC€4l(4Cah,  fifnc, 

DALLAS.  TEXAS  * SINCE  1901 
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Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


( carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.P, 


fHiwm 


) 


WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


NEOCHOLAN' 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion^ 


biliary  dysfunction  and  NEOCM.Ql.AN 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Pherrobarbital 
8.0  mg.  Supplied  in  bottles  o(  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6,  INDIANA 


i 
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Ill  DysmeiioiTliea... 


K 


“cramps  don’t  cramp  her  style... 

when  you  prescribe 

Tvancoprirv 

Aspirin (5  grain*)  300  mg. 

TranCOpal®  (brand  of  chlurmezanona) 50  mg. 


Trancoprin  is  more  than  a simple  analgesic: 
It  deals  with  cramping  pains  in  three  ways.  Be- 
sides dimming  pain  perception,  Trancoprin, 
through  its  tranquilizing  action,  reduces  anxiety 
and  raises  the  tolerance  for  discomfort.  And, 
against  the  spasm  caused  by  pain  which,  in  turn. 


produces  more  pain,  Trancoprin  exerts  its  skeletal 
muscle  relaxant  action. 

Trancoprin  is  exceptionally  safe  to  use: 
Fewer  than  two  and  a half  per  cent  of  patients 
can  be  expected  to  have  any  side  effects,  and 
these  are  of  a minor  nature. 


Available  in  bottles  of  100  tablets.  The  usual  dosage  in  dysmenorrhea  is  2 tablets  3 or  4 times  daily. 


LABORATORIES, 
New  York  18,  N.Y. 
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because  patients  are  more  than  arthritic  joints... 
controlling  inflammatory  symptoms  is  frequently  not  enough! 

Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  inflammatory  and  rheuma- 
toid symptoms.  But  a patient  is  more  than  the  sum  of  his  parts  — and  the  joint  is  only  part  of  a whole 
patient.  Symptomatic  control  is  but  one  aspect  of  modern  corticotherapy,  because  what  is  good  for  the 
symptom  may  also  be  bad  for  the  patient. 


Unsurpassed  '‘General  Purpose'' and  “Special  Purpose"  Corticosteroid,. , 

Outstanding  for  Short-  and  Long-term  Therapy 


W 

Triamcinolone  Lederle 


(Knee  Joint.  Left:  distal  end  of  femur;  Right;  proximal  end  of  tibia) 


ARISTOCORT  is  an  outstanding  “special  purpose”  steroid  when  the  complicating  problem  is  increased 
appetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hypertension  or  emotional 
disturbance  and  insomnia. 


ARISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or  edema  — 
without  the  undesirable  psychic  stimulation  and  voracious  appetite. 

Supplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms.  Request  complete  information  on  indications, 
dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  New  York 


plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30. 


SQUIBB  VITAMINS  FOR  THERAPY 


For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B12 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


SqiJiBB 


Squibb  Quality  — the  Priceless  Ingredient 

‘Theragran'*  is  a Squibb  trademark 
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**nutrition...})resent  as  a modifying  or  complicat- 
ing factor  in  nearly  ever}’  illness  or  disease  state^^ 

1.  Youmans,  J.  B.:  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  “Who  can  say,  for  example,  whether  the  patient  chronically 
ill  with  myocardial  lailnre  may  not  have  a poorer  myocardium  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellidar  ground  substance  and  repair  of  tissues.  One  may  speculate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 


Kampmeier.  R.  H : Am.  J.  Med  25:662  tNov  ) 1958 


di.sea.se.”"  2 

arthritis'  ‘It  is  our  practice  to  prescribe  a multiple  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  ade(|uacy  . . .”■* 

3 Fernande^“Herlihy.  L:  Lahey  Clinic  Bull.  1112  (July-Sept.)  1958 

digestive  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly obserted  in  patients  on  peptic  ulcer  diets. Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

r^niinr'il  •”*  4.  Sebrell.  W.  H Am.  .h  Med.  25  673  (Nov.)  1958  5,  Pollack.  H..  and  Halpern,  S.  L.:  Therapeutic  Nutrition, 
i V-iUUi  U-ii.  National  Academy  of  Sciences  and  National  Research  Council.  Washington.  0 C..  1952,  p.  57 

degenerative  diseases  ‘‘Studies  by  W'^exberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

■American  adult.”'  6.0verholser,  W..  and  Fong,  T.C.C.  in  Stieglitz,  E.  J.:  Geriatric  Medicine,  3rd  edition,  J.  B.  LIppincott.  Philadelphia,  1954,  p.  264. 

infectious  diseases  Infections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.^  7 Goldsmith,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City,  Oct.  7 and  8. 1960.  Reported  in:  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  ‘‘Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”® 

8.  Duncan  G.  G.:  Diseases  of  Metabolism  4th  edition  W.  B.  Saunders,  Philadelphia,  1959.  p.  812.  9.  Pollack,  H.:  Am.  J.  Med.  25:708  (Nov.)  1958 


FOR  FULL  INFORMATION  SEE  YOUR  SOUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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in  abdominal  distention 


Associated  with  air  swallowing,  functional  indigestion,  spastic 
colitis,  diverticulitis,  peptic  ulcer,  postoperative  gas. 


The  original  brand  of  methylpolysiloxane 


FOAM  BEFORE  SILAIN 


FOAM  AFTER  SILAIN 


a gastrointestinal 

DEFROTHICANT* 

Air  swallowing,  abnormal  peristalsis  or  “nervous 
indigestion”  accelerates  foaming.  Foam  and  froth 
increase  the  volume  of  gastrointestinal  contents 
causing  discomfort. 

SILAIN  dispels  foam  and  froth 

Even  normal  peristalsis  may  produce  thick,  viscous 
foam  in  the  presence  of  gastric  mucin  and  gas  form- 
ing digestive  processes. 

SILAIN  reduces  increased  volume 

By  lowering  interface  cohesion,  Silain  breaks  down 
the  gas  bubbles  reducing  the  foam  to  a liquid. 

SILAIN  provides  fast  relief 

Relief  occurs  promptly  when  foam  is  broken— en- 
trapped gas  is  liberated  for  normal  absorption  or 
eliminated  by  belching  or  passing  flatus— volume 
decreases  immediately. 

SILAIN  is  safe 

A single  non-toxic  compound,  Silain  acts  physi- 
cally with  no  effect  on  gastrointestinal  motility. 

FORMULA:  Each  tablet  contains  50  mg  metliylpolysiloxane. 

DOSAGE:  1 or  2 tablets  after  meals  or  more  frequently  if  necessary. 

AVAILABLE:  50  mg.  tablets  in  bottles  of  100. 

Clinical  trial  supply  on  request 

♦DEFROTHICANT— The  property  of  preventing  and  eliminating  foam. 

U.  S.  Patent  No  2,951,011 


PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough.  Inc.,  Memphis,  Tennessee 
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peptic  ulcer,  hyperacidity,  heartburn 


GAS 


Control  Gastric 

ACID 


TABLETS 


DEFROTHICANT  ANTACID 


SILAIN-GEL  non-fatiguing,  fruit-mint  taste 

Releases  Gas— The  unique  physical  property  of  SiLAiN  breaks 
the  frothy  bubbles  liberating  the  gas  for  elimination. 

Neutralizes  Acid  —Specially  balanced  antacid  formulation  pro- 
vides efficient  neutralization. 

DOSAGE— 2 tablets  after  meals  and  at  bedtime.  The  safety  of  Silaln-Gel  permits  administration  as  often 
as  necessary. 

FORMULA— Each  tablet  contains:  methylpolysiloxane  25  mg.;  magnesium  hydroxide  85  mg.;  co-precipi- 
tated  magnesium  carbonate  and  aluminum  hydroxide  282  mg. 

REFERENCES 

1.  Roth.  J.L.A.  and  Bockus,  H.L.:  Aerophagia — Med.  Clin.  N.  Am.  4f.'1673  (Nov.)  1957 

2.  Alvarez,  W.C..  Gas  in  the  Bowel:  An  Introduction  to  Gastroenterology;  Paul  B.  Hoeber, 
Inc.  Alvarez.  W.C.:  Syndrome  of  Reverse  Peristalsis:  Ibid 

3.  Barondes,  R.  de  R.  et  al:  The  Silicones  in  Medicine.  Mil.  Surg.  I06;378.  1950 

4.  Cutting,  W.:  Toxicity  of  Silicones.  Stanford  M.  Bull.  10.'23  (Feb.)  1952 

5.  Dailey.  M.  and  Rider,  J.:  Silicone  Antifoam  Tablet  in  Gastroscopy.  J.A.M.A.  155:859 
(June)  1954 

6.  Rider.  J.A.  and  Moeller.  H.C.:  Use  of  Silicone  in  the  Treatment  of  Intestinal  Gas  and 
Bloating.  J.A.M.A.  i74-'2052  (Dec.)  1960 

7.  Rider,  J.A. : Intestinal  Gas  and  Bloating:  Treatment  with  Methylpolysiloxane.  Am.  Pract. 
& Digest  Treat.  I1:5Z  (Jan.)  1960 


PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis.  Tennessee 
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SPECIAL  COUGH  FORMULA 

-for  CKiWreix 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 


5.0  mg. 


Neo-Synephrine®  hydrochloride  . . 2.5  mg. 


(brand  of  phenylephrine  hydrochloride) 


Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 

Dosage: 

Children  from  6 months  to  1 year, 
l/4  teaspoon;  1 to  3 years,  l/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 

How  Supplied: 

Bottles  of  16  fl.  oz. 


Exempt  Narcotic 


\J\J  LABORATORIES  | 
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NEW..made  from  lOOX  corn  oil 


UNSALTED  MARGARINE 


FOR  HYPERTENSIVE  PATIENTS 


* contains  only  10  mgs.  of  sodium  per  100  grams 

* contains  50%  liquid  corn  oil  and  50%  partially 
hydrogenated  corn  oil 

* has  30%  linoleic  acid— 10  times  that  of  butter 


Because  of  the  relationship  of  high- 
sodium  intake  to  elevated  blood  pres- 
sure, new  Fleischmann’s  Unsalted  Corn 
Oil  Margarine  will  prove  to  be  a valu- 
able addition  to  the  dietary  regimen  of 
your  hypertensive  patients.  It  contains 
only  10  mgs.  of  sodium  per  100  grams. 

Fleischmann’s  Unsalted  Margarine  is 
made  from  100%  corn  oil  and  contains 
both  liquid  corn  oil  and  partially  hydro- 
genated com  oil.  Its  linoleic  acid  content 
of  30%  is  three  times  higher  than  the 
10%  of  regular  margarines  and  ten  times 
higher  than  the  3%  of  butter.  This  is  the 
only  unsalted  margarine  made  from 
100%  com  oil. 

The  substitution  of  Fleischmann’s  Un- 
salted Com  Oil  Margarine  for  butter  or 


ordinary  margarines  in  your  hyperten- 
sive patients’  dietary  regimen  has  the 
added  advantage  of  increasing  their  in- 
take of  high  polyunsaturates  . . . impor- 
tant because  of  their  association  with 
h)q)ertension  and  atherosclerosis. 

If  your  hypertensive  patient  needs  so- 
dium restriction,  recommend  Fleisch- 
mann’s Unsalted.  It  has  a light,  delicate 
taste  that  he’ll  like.  Tell  him  that  it  is 
available  in  his  grocer’s  frozen  food  case. 

Write  now  for  physician  booklet  of  5 
coupons— each  coupon  redeemable  by 
your  patient  for  1 lb.  of  Fleischmann’s 
Unsalted  Margarine.  Address  Fleisch- 
mann’s Unsalted  Margarine,  625  Madi- 
son Avenue,  N.  Y.  22,  N.  Y.  Distribution 
presently  limited  in  some  areas. 


In  line  with  the  suggestion  of  the 
American  Heart  Association  to  manufacturers, 
we  are  listing  the  fatty  acid  composition  of 
Fleischmann's  Unsalted  (Sweet)  Margarine: 

Unsaturated  Fatty  Acids: 

Polyunsaturates 30% 

Monounsaturates 50% 

Saturated  Fatty  Acids  . . . 20% 

100% 


Fleischmann’s 

Fresh-Frozen  in  the  green  foil  package 
in  your  grocer’s  frozen  food  case 


AVERAGE  DAILY  INTAKE 

Two  Ounces  or  Eight  Pats  of  Fleischmann's 
Com  Oil  Margarine  Will  Supply 

Corn  Oil— Liquid 22.7  Cm. 

Corn  Oil— Partially  Hydrogenated  . . . 22.7  Gm. 
Iodine  Value 90-95 

Sodium  (dieletically  sodium-free)  ...  6 Mgs. 

Linoleic  Acid 13.6  Gm. 

Vitamin  A (Adult’s  Need) 47% 

Vitamin  A (Child’s  Need)  62% 

Vitamin  0 (Adult’s  and  Child’s  Need)  . . . 62% 


ONLY  UNSALTED  MARGARINE 
MADE  FROM  100%  CORN  OIL 
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CONSISIENTIY  SUCCESSFUL  IN  RELIEVING 

DRY  ITCHY  SKIN 


QTllDYl  Spoor,H.J-:N-^’ 

58:3292,1958. 


/JJlL  vLlL' 


BATH  OIL 


70  of  cases 


satisfactory  results  m c 

from  dryness  and  pruritus. 

study  2 Lnbowt.Il. 

satisfactory  results  in  94%  of  cases 
comments:  Sardo  “reduced  inn 

itching,  irritatin  ^ 

discomfm  “ ’ 


INDICATIONS 


eczematoid  dermatitis 
atopic  dermatitis 
senile  pruritus 


contact  dermatitis 


nummular  dermatitis 


neurodermatitis 


soap  dermatitis 
ichthyosis 


STUDV3 


. g\%otcaao5 

;rs*  « 

stnootTa®^  • 


SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture.  JL 

Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 


for  samples  and  literature,  please  write  . . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.*Patent  Pending,  t.m.  © icei 
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IN  FUNCTIONAL  G.I.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PATIENT 
ACCORDING  TO  THE  NEED 


DECHOLIN-BB 

Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts... and  also  relieve  both  smooth-muscle  spasm  and 
biliary/intestinal  stasis 


butabarbital  sodium 15  mg.  (!4  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  ('/a  gr.) 


DECHOLIN 
with  Belladonna 

Hydrocholeretic  — Antispasmodic ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  ('/a  gr.) 


DECHOUN 


Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract ...  by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  Decholin  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Decholin  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Decholin  with  Belladonna  and 
Decholin-BB)  glaucoma. 

Precautions:  Periodically  check  patients  on  Decholin  with  Belladonna  and  Decholin-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Decholin-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Available:  Decholin-BB,  in  bottles  of  100  tablets;  DECHOLtN  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  500.  mei 


AMES 

COMPANY,  INC 
Elkhart  • Indiana 
Toronto  • Canado 
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is  pharmaceutical 
advertising 
really 

“advertising”? 

of  COlirSB  it  IS)  though  some  have  called  it 
“education”  . . . not  really  “advertising.” 

Of  course  it’s  “advertising”. . . a frankly  competitive  activity  of  the  Ameri- 
can private  enterprise  system  to  which  this  industry  belongs.  Of  course  it’s 
“advertising”. . .created  in  the  hope  of  getting  the  physician  to  note  and  read; 
of  persuading  him,  by  setting  forth  proven  indications  and  advantages,  to 
learn  about  a drug;  and  of  thereby  helping  him  alleviate  suffering  or  cure  dis- 
ease by  prescribing  it. 

“Advertising”?  Surely!  BUT  indisputably  different  from  any  other  adver- 
tising in  the  world  (which  is  just  what  has  led  people  to  devise  various  dif- 
ferent names  for  it).  For  in  its  proper  role  it  communicates  the  vital  information 
. . . good,  bad,  and  indifferent  . . . and  it  keeps  the  physician  abreast  of  each 
useful  new  clinical  application  and  each  new  danger  revealed  during  increas- 
ing use  of  the  drug. 

There's  been  a lot  of  talk  about  “over-advertising",  and  there  may  have  been 
occasional  excesses.  But  consider  the  potential  dangers,  in  this  era  of  astonishing 
new  drugs,  of  “under-advertising".  . . in  view  of  the  complexity  of  modern  drug 
therapy;  the  lag  of  6 to  more  than  18  months  before  the  appearance  of  deBni- 
tive  medical  articles  on  new  drugs;  and  the  fact  that  there  is  no  other  source  of 
such  comprehensive  information  about  a new  agent  as  the  company  that  ran  it 
through  the  crucial  gauntlet  of  animal  pharmacology  and  clinical  investigation. 

This  message  is  brought  to  you  on  behalf  o(  the  producers  of  prescription  drugs. 
For  additional  information,  please  write  Pharmaceutical  Manufacturers  Associa- 
tion. 1411  K Street,  N,W  , Washington  5,  D.C. 
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effective,  palatable,  economical 

Cremosuxidine®[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 


Chocolate-mint  flavored... readily  accepted  by  patients  of  all  ages. 


Additional  information  on  CREMOSUXIDINE  is  available  to  physicians  on  request. 

..  MERCK  SHARP  & DOHME,  division  of  merck  & co.,  Inc.,  west  point,  pa. 

CREMOSl)XIOIN£  AND  S ULFASUXIOINE  AR£  TRADEMARKS  OF  MERCK  & CO.,  INC. 
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Keep  medical  education  on  th.e  march. 

When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly— to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  “. . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Every  cent  of  your  gift  will  go  to  the 
school— or  schools — of  your  choice. 

Give  to  the  American  Medical  Education  Foundation 

535  North  Dearborn  Street,  Chlcagro  10,  Illinois 
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Denver  the  hub  of  the  Rocky  Mountain  stotes  and  air-rail-outo  crossroads  of  the  West  — plays  host  to 
the  nation's  physicians  next  November  by  presenting  the  most  vital,  timely,  and  varied  scientific  program 
ever  assembled  at  a winter  clinical  meeting. 

Nothing  in  medicine  is  so  new  thot  you  won't  find  it  discussed  or  exhibited  in  Denver.  Planned  just  for  you 
— the  pfiysicion  m practice  — a live-day  session  headlined  by  many  of  the  notion's  leading  medical  authorities 
offering  a blending  of  "refresher"  education  with  the  most  advanced  knowledge,  tools  and  techniques 
developed  in  recent  reseorch. 


The  entire  scientilic  program  is  scheduled  In  one  convenient  location,  Denver's  Municipal  Auditorium. 
Here  are  but  a lew  of  the  many  topical  highlights: 


PANEL  DISCUSSIONS 

Influence  of  Heredity  on  Disease 
New  Developments  in  Virology  4 

Spoce  Research  — Impact  on  General  Medicine 
Arnericon  Hobits  vs.  Heolth 

Advonces  in  Chemo-  ond  Rodiotherapy 
Suicide  Couses  and  Prevention 
Medical  Computers  and  Electronics 
Radiation  Accidents  and  ln|ury 
Sunlight  and  Skin  Care 


BREAKFAST  MEETINGS 

Community  Psychiatric  Care 
Malmstrom  Vacuum  Extraction 
Diognosis  in  Pulmonary  Surgery 
Pyelogrom  Clinics 

Poison  Control  Centers 
Dermatology  Quiz  Sessions 


• MEDICAL  MOTION  PICTURE  PREMIERES 

• CLOSED  CIRCUIT  COLOR  TELEVISION 

• 215  SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 


r i // 

For  a medical  meeting  in  depth  in  America's  highest  city 

DECIDE  NOW-IT’S  DENVER  IN  NOVEMBER 

See  JAMA  October  14  for  complete  scientific  program  for  physician 
advance  registration  and  hotel  reservations 

American  Medical  Association,  535  North  Dearborn  Street,  Chicago  10, 
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INDEX  TO 

Abbott  Laboratories  Facing  page  8 

American  Medical  Association  45 

Ames  Company,  Inc.  41 

Browne-McHardy  Clinics  22 

Burroughs  Wellcome  & Co.  26 

Chicago  Medical  Society  1 

Davies,  Rose  & Co.,  Ltd.  24 

Earle  Johnson  Sanatorium,  The  24 

First  Texas  Pharmaceuticals,  Inc 28 

Katz  & Besthoff,  Ltd.  1 

Lederle  Laboratories  .11,  27,  32,  33 

Lilly  & Company,  Eli  ..Front  cover,  16 

Lorillard  Company,  P.  6 

Louisiana  Coca-Cola  Bottling  Co.  1 

Louisiana  State  Board  of 
Health  Second  & Third  Covers 

Majors  Company,  J.  A.  46 

Mead  Johnson  Laboratories  Back  Cover 

Merck  Sharp  & Dohme  43 

Parke,  Davis  & Company  . 4,5 

Peacock  Surgical  Co.,  Inc.  22 


ADVERTISERS 

Pfizer  Laboratories  Facing  page  2,  3 

Pharmaceutical  Manufacturers  Association.-..  42 

Pitman-Moore  Company  30 

Plough  Laboratories  36,  37 

Professional  Cards  46,  47,  48 

Robins  Company,  A.  H 9,  21 

Roche  Laboratories  13 

Roxane,  Inc.,  Philips  18 

Sardeau,  Inc 40 

Saunders  Company,  W.  B.  7 

Schering  Corporation  15,  25 

Schieffelin  & Co.  24 

Searle  & Company,  G.  D. 17 

Smith  Kline  & French  Laboratories  20 

Squibb  & Sons,  E.  R ...10,  34,  35 

Standard  Brands,  Inc.  39 

United  States  Brewers  Association,  Inc  12 

Upjohn  Company,  The 19 

Wallace  Laboratories  8,  29 

Winthrop  Laboratories  2,  14,  23,  31,  38 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

147  South  Liberty  St. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 


PROFESSIONAL  CARDS 

The  Baton  Rouge  Clinic 

134  North  19th  St. 

DI  8-5361 

SURGERY 

J.  Sabatier,  M.  D. 

Charles  Mosely,  M.  D. 

B.  E.  Coggeshall,  M.  D. 

GYNECOLOGY  & OBSTETRICS 
Melvin  Schudmak,  M.  D. 

J.  P.  Griffon,  M.  D. 

Donald  C.  Diefendorf,  M.  D. 

INTERNAL  MEDICINE 
Charles  Prosser,  M.  D. 
Roger  Reynolds,  M.  D. 
(Allergy) 

Bruce  L.  Baer,  M.  D. 

( Gastroenterology ) 
Douglas  Gordon,  M.  D. 
(Endocrinology) 

UROLOGY 

Mortimer  Silvey,  M.  D. 

EYE 

George  H.  Jones,  M.  D. 

CHARLES  I.  BLACK,  M.D. 

FREDERIC  W.  BREWER,  M.  D. 

DISEASES  OF  THE  SKIN 

PRACTICE  LIMITED  TO  PSYCHIATRY 

3369  Convention  Street  Dickens  3-2841 

1008  Maison  Blanche  Building 

Baton  Rouge,  Louisiana 

JA  5-4047  By  Appointment 

ANNUAL  MEETING 

LOUISIANA  STATE  MEDICAL 
SOCIETY 

May  7-9,  1962 

MONROE 
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PROFESSIONAL  CARDS 


BARRETT  KENNEDY,  M.  D.  V.  MEDD  HENINGTON,  M.  D. 

WM.  J.  FERRET,  M.  D. 

(Associate) 

DERMATOLOGY 


4522  MAGNOLIA  STREET  TWinbrook  1-4452—1-4453 


Gree 

n Clinic 

70y  South  Vienna  Street 

Ruston,  Louisiana 

Surgery 

Marvin  T.  Green,  M.D. 
LaMoyne  C.  Kleich,  M.D. 

Radiology 

M.  Ragan  Green,  M.  D. 

Obstetrics  and  Gynecology 

Internal  Medicine 

Carl  L.  Langford,  M.D. 

Henry  S.  Roane,  M.D. 

David  M.  Hall,  M.D. 

Robert  W.  Sharp,  M.D. 

Pediatrics 

Joe  L.  Smith,  Jr.,  M.D. 

Bruce  W.  Everist,  M.D. 

0.  Wharton  Brown,  Jr.,  M.D. 

Dentistry 

Eye,  Ear,  Nose  and  Throat 

L.  Felton  Green,  D.D.S. 

Harold  H.  Harms,  M.D. 

Benjamin  C.  Baugh,  D.D. 

The  Sellers  and  Sanders  Clinic 

OPPOSITE  SOUTHERN  BAPTIST  HOSPITAL 

4414  Magnolia  St. 

New  Orleans  15,  La. 

Telephone  TW  5-6635 

Obstetrics  & Gynecology 

General  Surgery 

Thomas  B.  Sellers,  M.  D. 

John  T.  Sanders,  M.  D. 

Simon  V.  Ward,  M.  D. 

L.  Terrell  Tyler,  M.  D. 

Julius  T.  Davis,  Jr.,  M.  D. 

Internal  Medicine 

T.  K.  Dampeer,  Jr.,  M.  D. 

Daniel  W.  Hayes,  M.D. 
Lige  B.  Rushing,  Jr.,  M.D. 

Diagnostic  X-ray  and  Laboratory  Facilities 

PHILIP  RONALD  LORIA,  M.  D. 

DISEASES 

OF  THE  SKIN 

Dermoplaning 

Removal  of  Excessive  Hair 

1104  Maison  Blanche  Bldg. 

New  Orleans  16,  La. 

By  Appointment 

524-9621 
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PROFESSIONAL  CARDS 

JOHN  C.  HARDIN,  JR. 

D.D.S.,  M.D.,  F.A.C.S. 

Maxillo-Facial  & Oral  Surgery 
(Head  and  Neck  Surgery) 

121  Physicians  & 
Surgeons  Bldg.,  West 
Phone  3-6901  Shreveport,  Louisiana 

BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
JAckson  2-7697  By  Appointment 

DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  2-0171  Res.:  JA  2-3946 

THE  OWENS-MEADE  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  St.  New  Orleans  13,  La. 

Telephone:  JAckson  2-0106 
After  Hours  — Call  Doctors’  Exchange  WH  6-4141 

JAMES  W.  BURKS,  JR.,  M.  D. 

DISEASES  OF  THE  SKIN 
SURGICAL  PLANING  FOR  COSMETIC  DEFECTS 
FACILITIES  FOR  REMOVAL  OF  SUPERFLUOUS  HAIR 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La.  529-3322 

DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 

DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  JA  2-0202 

DR.  CARL  N.  WAHL 
Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg.  523-3216 

DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
TWinbreek  5-4561 

J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-6681 

DR.  EUGENE  L.  WENK 
GERIATRICS 

206  Physicians  & Surgeons  Bldg. 
SHREVEPORT,  LA. 

FRANK  H.  MAREK,  M.  D. 
Radiologist 

444  So.  Ryan  Street  lake  Charles,  La. 

Phone  HE  3-6361 

Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 

LEWELL  C.  BUTLER,  JR.,  M.  D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Phone  3-9671 

211-213  Physicians  and  Surgeons  Building  West 
803  Jordan  Street  Shreveport,  Louisiana 

DR.  HARRY  ZOLLER 

HEARING  AND  DEAFNESS 
DISEASES  AND  SURGERY  OF  THE  EAR 

1109  Pere  Marquette  Building 
JA.  5-2535  By  Appointment 
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The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


ORAL  CANCER  MONOGRAPH 

by:  Dauely  P.  Slaughter,  M.  D, 
and  Lester  B.  Calm,  D.  D,  S. 

This  is  a comprehensive  work  which  covers  oral  cancer  thoroughly  as  it  concerns 
the  dentist,  and  stresses  the  role  of  the  dentist  in  cancer  case-finding. 

TABLE  OF  CONTENTS  

Introduction 

Etiology  and  Pathogenesis  of  Oral  Cancer 

Professional  Attitudes  in  Diagnosis  and  Detection 

Examination  of  Patient 

Clinical  Diagnosis  of  Oral  Tumors 

Neck  and  Face  Tumors  Apparent  on  Inspection 
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for  infants  allergic  to  cow^s  milk 


3.  modern  milk  substitute 
rich  and  creamy  in  color, 
pleasant  and  bland  in  taste 


Sobee  has  the  rich,  creamy  appearance  that  mothers 
expect  of  a formula.  Sobee  is  pleasantly  bland,  with- 


frequently  associated  with  a soya  formula. 

Symptomatic  Relief.  Symptoms  of  cow’s  milk  allergy 
“-most  frequently  manifested  by  eczema,  colic  and 
gastrointestinal  disturbances — may  be  relieved  within 
2 or  3 days. 

Good  Stool  Pattern.  In  a study  of  102  infants  on 
Sobee,  the  number  of  stools  ranged  from  1 to  4 per 
day.^  Soya  stools  are  bulkier  than  cow’s  milk  stools. 
Constipation  is  infrequent. 

Easily  Prepared.  Mothers  need  add  only  water  to 
either  Sobee  liquid  or  Sobee  instant  powder  to  pre- 
pare a formula  with  a nutritional  balance  comparable 
to  cow’s  milk  formulas. 

1.  Kane,  S.:  Am.  Pract.  & Digest  Treat.  S:65  (Jan.)  1957. 


out  the  “burned-bean”  flavor  or  chalky  aftertaste 


Milk-free  soya  formula 
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Fascinating  . . . how  one  curved  figure  seems  to 
be  longer  than  the  other — even  when  you  know 
they’re  both  the  same. 

Two  oral  penicillins  can  be  just  as  difficult  to 
compare.  If  only  the  price  of  the  drugs  were  to 
be  considered,  the  choice  would  be  clear.  But 
isn’t  it  what  a drug  does  that  counts? 

V-Cillin  K®  achieves  two  to  five  times  the 
serum  levels  of  antibacterial  activity  (ABA) 
produced  by  oral  penicillin  G.^  Moreover,  it 
is  highly  stable  in  gastric  acid  and,  therefore, 
more  completely  absorbed  even  in  the  presence  of 
food.  Your  patient  gets  more  dependable  ther- 
apy for  his  money  . . . and  it’s  therapy — not 
tablets — he  needs. 


For  consistently  dependable  clinical  results 

prescribe  V-Cillin  K in  scored  tablets  of  125  and  250  mg. 

V-Cillin  K,  Pediatric,  in  40  and  80-cc.-size  packages.  Each  5 cc. 
(approximately  one  teaspoonful)  contain  125  mg.  (200,000  units) 
penicillin  V as  the  crystalline  potassium  salt. 

V-Cillin  K®  (penicillin  V potassium,  Lilly) 

1.  Griflith.  R.  S.;  Antibiotic  Med.  4 Clin.  Therapy,  7:129, 1960. 


Second  Class  Mail  Privileges  Authorized  at  New  Orleans,  Louisiana 


Announcing 

The  Twenty-Fifth  Annual  Meeting 
of 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 


Conference  Headquarters  — Roosevelt  Hotel 
MARCH  12,  13,  14,  15,  1962 

GUEST  SPEAKERS 


E.  M.  Pappei’,  M.  D.,  New  York,  N.  Y. 
Anesthesiology 

E.  P.  Cawley,  M.  D.,  Charlottesville,  Va. 
Dermatology 

Julian  M.  Ruffin,  M.  D.,  Durham,  N.  C. 
Gastroenterology 

Carroll  L.  Witten,  M.  D.,  Louisville,  Ky. 
General  Practice 

Howard  W.  Jones,  Jr,.,  M.  D.,  Baltimore,  Md. 
Gynecology 

T.  M.  Durant,  M.  D.,  Philadelphia,  Pa. 
Internal  Medicine 

M.  M.  Wintrobe,  M.  D.,  Salt  Lake  City,  Utah 
Internal  Medicine 

Bernard  J.  Alpers,  M.  D.,  Philadelphia,  Pa. 
Neurology 

Ralph  C.  Benson,  M.  D.,  Portland,  Ore. 
Obstetrics 


V.  A.  Byrnes,  M.  D.,  St.  Petersburg,  Fla. 
Ophthalmology 

John  H.  Moe,  M.  D.,  Minneapolis,  Minn. 
Orthopedic  Surgery 

A.  C.  Furstenberg,  M.  D.,  Ann  Arbor,  Mich. 
Otolaryngology 

Jeff  Minckler,  M.  D:,  Denver,  Colo. 
Pathology 

Lewis  L.  Coriell,  M.  D.,  Camden,  N.  J. 
Pediatrics 

Robert  D.  Moreton,  M.  D.,  Fort  Worth,  Tex. 
Radiology 

J.  H.  Mulholland,  M.  D.,  New  York,  N.  Y. 
Surgery 

0.  H.  Wangensteen,  M.  D.,  Minneapolis,  Minn 
Surgery 

John  L.  Emmett,  M.  D.,  Rochester,  Minn. 
Urology 


Special  Wednesday  Night  Guest 

Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons, 
medical  motion  pictures,  technical  exhibits,  and  entertainment  for 
visiting  wives. 

(All-inclusive  registration  fee  — $20.00) 

THE  CLINICAL  TOUR  TO  THE  EASTERN  MEDITERRANEAN  VISITING  PARIS, 
ATHENS,  RHODES,  CAIRO,  LUXOR,  JERUSALEM  AND  TEL  AVIV 

Leaving  March  16  via  air  and  returning  April  6,  1962 
(Optional  extensions  may  be  arranged) 

For  information  concerning  the  Assembly  meeting  and  the  tour  write 
Secretary,  Room  105,  1430  Tulane  Avenue,  New  Orleans  12,  La. 


OOCZ5 

Louisiana  State  Board  of  Health 

W.  J.  REIN,  M.D., 

President 


^ „ Continuous  quality 
Q year  after  year 


ftOfU^O  UNDER  authority  OF  THE  COCA-COU  COMPANY  BY 

THE  LOUISIANA  COCA-COLA  BOTTLING  CO.,  LTD. 


You  Know— 

that  we  know! 

TRUSTED  MANY  MILLIONS  OF  TIMES 


Prescription  Headquarters  Since  1905 


Openings  for  residents  in  psychia- 
try in  915  bed  progressive  hospital. 
Three  year  approved  psychiatric  resi- 
dency through  affiliation  with  Lou- 
isiana State  University  and  Tulane 
University  Medical  Schools.  Oppor- 
tunities for  teaching  and  research ; 
psychoanalysis  available  in  third  year 
by  private  arrangement ; organized 
training  while  living  on  the  beautiful 
Gulf  Coast.  Starting  salaries  from 
$6,995  to  $10,635,  plus  many  fringe 
benefits.  For  information  write  Dr. 
J.  T.  May,  Associate  Chief  of  Staff, 
VA  Hospital,  Gulfport,  Mississippi. 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

147  South  Liberty  St. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 
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for  your  obstetric  patients  in  pain,  the  narcotic  of  choice  is 


I 


For  dependable  pain  relief  in 
■ labor,  Demerol  is  unsurpassed 
in  effectiveness  and  safety  ^ , 

for  both  mother  and  child.  / , -t 
Usual  dosage  is  from  50  to  [ 
100  mg.  subcutaneously  or  V 
intramuscularly  when  pains 
become  regular,  repeated  three 
or  four  times  at  intervals  of  from 
one  to  four  hours  as  needed. 

SUB}Cr.T  TO  REOUl>TfONS  OP  THE  FCOEPAt  BWSCAU  OP  NAHOOTtCS  • 
OEMCROL  fBHANO  OF  TRAPEMAAK  P€0.  U.O.  FAT.  Off. 

I.ABOR.\  I ORIK.S 
NEW  YORK  18,  N.  Y. 
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one  capsule  every  morning  supplements  the  diet  to  help  achieve 
proper  balance:  nutritionally  ^ metabolically  4*  mentally 


Each  dry-filled  capsule  contains:  Ethinyl 
Estradiol,  0.01  mg.  • Methyl  Testosterone, 
2.5  mg.  • d-Amphetamine  Sulfate,  2.5  mg. 

• Vitamin  A (Acetate),  5,000  U.S.P.  Units 

• Vitamin  D,  500  U.S.P.  Units  • Vitamin 
Bx2  with  AUTRINIC®  Intrinsic  Factor 
Concentrate,  1/15  N.F.  Oral  Unit  • Thi- 
amine Mononitrate  (Bi),  5 mg.  • Riboflavin 


(B2),  5 mg.  • Niacinamide,  15  mg.  • Pyri- 
do.xine  HCl  (Bo),  0.5  mg.  • Calcium  Panto- 
thenate, 5 mg.  • Choline  Bitartrate,  25  mg. 

• Inositol,  25  mg.  • Ascorbic  Acid  (C)  as 
Calcium  Ascorbate,  50  mg.  • 1-Lysine  Mono- 
hydrochloride,  25  mg.  • Vitamin  E (Toco- 
pheryl  Acid  Succinate),  10  Int.  Units  • 

Rutin,  12.5  mg.  • Ferrous  Fumarate  (Ele- 
REQUEST  COMPLETE  INFORMATION  ON  INDICATIONS.  DOSAGE.  PRECAUTIONS  AND  CONTRAINDICATIONS 
FROM  YOUR  LEDERLE  REPRESENTATIVE  OR  WRITE  TO  MEDICAL  ADVISORY  DEPARTMENT. 

LEDERLE  L A B O R AT  O R I E S , A Division  of  A M E R 1 C A N C YA  N A M I D COMPANY,  Pearl  River,  New  York 


mental  iron,  10  mg.),  30.4  mg.  • Iodine 
(as  KI),  0.1  mg.  • Calcium  (as  CaHPOx), 
35  mg.  • Phosphorus  (as  CaHPOx),  27  mg. 
• Fluorine  (as  CaF2),  0.1  mg.  • Copper  (as 
CuO),  1 mg.  ♦ Potassium  (as  K2SO4).  5 
mg.  • Manganese  (as  Mn02),  1 mg.  • Zinc 
(as  ZnO),  0.5  mg.  • Magnesium  (MgO),  1 
mg.  Supply:  Bottles  of  100  and  1,000. 


Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30. 
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'WHEN  A 
HIGH- 
POTENCY 
VITAMIN 
PRODUCT  IS 
INDICATED... 


▼ 


• helps  to  jH'event  or  correct  certain  vitamin  deficiencies 

• snpj)lies  various  minerals  normally  present  in  body  tissue 


l:]acli  MYADEC  Capsule  i)i-ovi(les:  Vitamins:  Vitamin  B12  ciystalline— 
5 meg.;  Vitamin  ]V  (riboflavin)— 10  mg*.;  Vitamin  Be  (pyridoxine 
hydrochloride)— mg.;  Vitamin  Bi  mononitrate— tO  mg.;  Ishcotinamide 
(niacinamide)— 100  mg.;  Vitamin  G (ascorbic  acid  ) — 150  mg.;  Vita- 
min A— "25,000  units  (7.5  mg.);  Vitamin  D — 1,000  units  (25  meg.); 
Vitamin  E (^/-alpha-tocopheryl  acetate  concentrate)— 5, T.U.;  Minerals 
(as  inorganic  salts):  Iodine  — 0.15  mg.;  Manganese— 1 mg.;  Cobalt 
—0.1  mg.;  Potassinm  — 5 mg.;  MolylKlennm— 0.2  mg.;  Iron— 15  mg.: 


mg.:  Zinc  — 1 


0 mg. 


Copper  — 1 
mg.;  Phosphorus  — 80  mg. 

Supplied:  Bottles  of  30,  100,  and  250. 


Magnesium  — 0 mg.;  Calcinm—  1 05 


PARKE-DAVIS 


PARKE,  DA  VIS  t COMPANY.  Delroll  32,  Michigan 


The  cigarette  that  made  the  Filter  Famous ! 


king  si2e:;~^ 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  designed  proce.ss  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

01961  P LORILLMIO  CO 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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WHENEVER  COUGH  THERAPY 
IS  INDICATED 


■ relieves  cough  and  associated  symptoms 
in  15-20  minutes  ■ effective  for  6 hours  or 
longer  ■ promotes  expectoration  ■ rarely 
constipates  ■ agreeably  cherry-flavored 


THE  COMPLETE  Rx  FOR  COUGH  CONTROL 

cough  sedative  / antihistamine 
nasal  decongestant  / expectorant 


Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains; 
Hycodan® 

Dihydrocodeinone  Bitartrate  . . 5 mg.l 

(Warning;  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  . . 1.5  mg.j 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose;  One  teaspoonful  after  meals  and  at 
bedtime.  May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Literature  on  request 

ENDp  LABORATORIES 

Richmond  Hill  18,  New  York 


Calms  the  Tense,  Nervous  Patient 

in  anxiety  and  depression 


r 


% . 


The  outstanding  effectiveness  and  safety  with  which 
Miltown  calms  tension  and  nervousness  has  been 
clinically  authenticated  by  thousands  of  physicians 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  meprobamate  is  still  the  most  widely 
prescribed  tranquilizer  in  the  world. 

Its  response  is  predictable.  It  will  not  produce 
unpleasant  surprises  for  either  the  patient  or  the 
physician.  Small  wonder  that  many  physicians  have 
awarded  Miltown  the  status  of  a proven,  depend- 
able friend. 

Miltown* 

meprobamate  (Wallace) 

Usual  dosage;  One  or  two  400  mg.  tablets  t.  i.d. 
Supplied ; 400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50.  Also  as 
MHPROTAIlS®— 400  mg.  unmarked,  coated 
tablets;  and  in  sustained-release  capsules  as 
mi;prospan®-4()()  and  mkprospan®-200 
(containing  respectively  400  mg.  and 
200  mg.  meprobamate). 

JGa.  WAI.LACK  LABORATORIES 
CM.SS44  \Krs,Cuinbury,N.  J. 


Clinically  proven 
in  over  750 
publisheci  stuedies 


1 

2 


Acts  dependably  — 
without  causing  ataxia  or 
altering  sexual  function 

Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 


3 


Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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When  patients  are  older,  debilitated,  or  just  plain  finicky 


...give  them  a vitamin 

This  is  just  another  “plus”  when  you  specify  an 
Abbott  Vitamin.  The  Filmtab  coating  cuts  tablet 
size  as  much  as  30% . Bulky  sugar  coats  and  sub- 
coats aren’t  needed,  and  aren’t  used. 

It  isn’t  very  hard  to  prove  this  point  of  compact- 
ness. You  can  check  it  for  yourself  in  seconds  by 
comparing  the  Filmtab  coated  products  on  the  fol- 
lowing page  with  any  similar  sugar-coated  tablets. 

I 


tablet  they  can  swallow 

Perhaps  you  may  wonder  how  a coating  so  micro- 
scopically thin  can  protect  the  stability  of  a product. 
The  fact  is  that  stability  is  actually  enhanced.  Un- 
like sugar  coatings,  the  Filmtab  covering  is  ap- 
plied without  water.  There  is  virtually  no  chance  of 
moisture  degradation  to  nutrients.  In  short,  Filmtab 
coatings  help  make  tablets  better; 
make  tablets  better  for  each  patient. 

ABBOTT 

♦ FILMTAB— FILM-SEALED  TABLETS.  ABBOTT  107033 


That’s  one  thing  about  Abbott  vitamins.  People  like  taking  them.  They’re  smaller.  You 
don’t  smell  and  taste  the  vitamins.  And,  the  bottle  stays  right  on  the  table.  Easy  to  take. 


ACTUAL  SIZE 
OF  EACH 
FILMTAB® 


DAYALETS®  Abbott’s  maintenance 
multivitamin  formula. 


DAYALETS-M®  Abbott’s  maintenance 
vitamin-mineral  formula. 


Ideal  for  the  nutritionally  run-down,  or 
as  prophylaxis  for  people  who  are  on 
restricted  diets. 


OPTILETS®  Abbott’s  therapeutic  mul- 
tivitamin formula. 


OPTILETS-M®  Abbott’s  therapeutic 
vitamin-mineral  formula. 


Excellent  for  use  when  bodily  stresses 
and  requirements  are  increased,  as  in 
periods  of  illness  or  infection. 


i-tCALfO  tABLCtS,  ABBOTT. 


SURBEX-T™  Abbott’s  high-potency 
B-Complex  formula  with  500  mg.  of 
vitamin  C. 


SUR-BEX®  WITH  C Smaller  dosage 
of  the  essential  B-Complex  and  C. 

For  the  build-up  in  convalescence 
Therapeutic  replenishment  in  the  eas- 
iest manner  possible. 


Attractive  daily- 
reminder  table  bottles 


at  no  extra  cost. 


a 


Vitamins  by  Abbott  I 


HOW 

CARTRAX 

OFFERS 

BETTER  PROTECTION 
AGAINST  ANGINA  PECTORIS 
THAN  VASODILATORS 
ALONE: 


TOGETHER-IN  CARTRAX... 


they  decrease  “length,  severity,  and  amount  of  angina  pectoris"  in 
anxious  cardiacs.’ 

Give  your  angina  patient  better  protection  by  balancing  supply  and 

demand... with  cartrax. 

note;  Should  be  given  with  caution  in  glaucoma. 

dosage:  Begin  with  1 to  2 yellow  CARTRAX  “10"  tablets  (10  mg.  PETN  plus 
10  mg.  Atarax)  3 to  4 times  daily.  When  indicated,  this  may  be  increased  by 
switching  to  pink  CARTRAX  "20”  tablets  (20  mg.  PETN  plus  10  mg.  Atarax). 
For  convenience,  write  "CARTRAX  10"  or  “CARTRAX  20.” 

Supplied  in  bottles  of  100.  Prescription  only. 

1.  Clark,  T.  E.,  and  Jochem,  G.  G.:  Angiology  1 1 :361  (Aug.)  1960. 

♦brand  of  hydroxyzine  **pentaerythritol  tetranitrate 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being* 


November,  1961 — Vol.  113,  No.  11 


9 


Why  do  we  say  Mysteclin-F  is  decisive  in  infection? 


because. . . it  contains  phosphate-potentiated  tetracycline 

for  prompt,  dependable  broad  spectrum  antibacterial  action. 

because. . . it  contains  Fungizone,  the  antifungal  a?itibiotic, 

to  prevent  monilial  overgrowth  in  the  gastrointestinal  tract. 


Mysteclin-F  resolves  many  respiratory,  genitourinary  and  gastrointestinal  infections— as  well  as  such 
other  conditions  as  cellulitis,  bacterial  endocarditis,  furunculosis,  otitis  media,  peritonitis,  and  septi- 
cemia. It  combats  a truly  wide  range  of  pathogenic  organisms:  gram-positive  and  gram-negative 
bacteria,  spirochetes,  rickettsias,  viruses  of  the  psittacosis-lymphogranuloma-trachoma  group. 

Available  as:  Mystcclin-F  Capsules  (250  mg./50  mg.)  Mystcclin-F  Half  Strength  Capsules  (125  mg./25  mg.)  Mystcclin-F 
for  Syrup  (125  mg./25  mg.  per  5 cc.)  Mysteclin-F  for  Aqueous  Drops  (100  mg./20  mg.  per  cc.) 

‘Myslcclln’®,  ‘Sumycin’®  and  'Fungizone'®  arc  Squibb  iradcmarka. 


Mysteclin-F 


For  full  Informtlion, 
•re  rour  Squibb 
Product  Rrferetirr 
or  Produrt  Brief. 


Squibb  Phoiphele-PotmiUted  Tetracycline  (lUMVCtN)  ptut  Amphntcridn  B (ruNCtzoNi) 


Soy  IBB 


Squibb  Quality  — 
the  Priceless  Ingredient 
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Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  10th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 


ANOTHER  YEAR  OF  SYMPOSIA  . . . 


PROVIDENCE,  RHODE  ISLAND 

Wednesday,  November  1,  1961 
The  Colony  Motor  Hotel 

HARRISBURG,  PENNSYLVANIA 

Thursday,  Novembers,  1961 
The  Penn  Harris  Hotel 

JACKSONVILLE,  FLORIDA 
Sunday,  November  12,  1961 
The  Robert  Meyer  Hotel 

ALLENTOWN,  PENNSYLVANIA 

Wednesday,  November  15,  1961 
The  Americus  Hotel 

SOMERVILLE,  NEW  JERSEY 
Thursday.  November  16,  1961 
The  Far  Hills  Inn 

NASHVILLE,  TENNESSEE 
Wednesday,  November  29,  1961 
Meharry  Medical  College 


EDINBURG,  TEXAS 
Saturday,  December  2,  1961 
The  Echo  Motor  Hotel 


WACO,  TEXAS 

Sunday,  December  10,  1961 
The  Holiday  Inn 

Plans  for  1962  already  include 
the  following  Symposia,  with 
more  being  arranged; 

MOBILE,  ALABAMA 

Friday,  January  5,  1962 
The  Admiral  Semmes  Hotel 

ST.  PAUL,  MINNESOTA 

January  8,  1962 
The  Hotel  Lo\wry 


PORTLAND,  OREGON 

Wednesday,  January  24,  1962 
The  Sheraton-Portland  Hotel 


ANCHORAGE,  ALASKA 

Saturday,  February  24,  1962 
The  Westward  Hotel 


WINCHESTER,  VIRGINIA 

Wednesday,  March  14,  1962 
The  Lee-Jackson  Hotel 

SIOUX  CITY,  IOWA 

Thursday,  March  15,  1962 
The  Sheraton-Martin  Hotel 


SPOKANE,  WASHINGTON 

Saturday,  June  2,  1962 
The  Davenport  Hotel 


lederle  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
Plan  now  fo  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30. 
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How  to  help  your  patient  stick  to  a 
geriatric  diet 

The  secret  ingredient  in  a successful  diet  is  acceptance. 

Meat  is  as  important  for  the  old  as  for  the  young  — and 
every  hit  as  appealing.  Chops,  fish  steaks,  chicken  parts 
or  cutlets  can  he  bought  in  small  portions.  Chopped  or 
strained  vegetables  not  only  supply  the  patient  on  a 
geriatric  diet  with  needed  vitamins,  but  are  easy  to  chew. 

The  same  is  true  of  easy- to -make,  one -dish  casseroles. 

Patients  of  advanced  years  enjoy  salads  because  they  need 
no  cooking,  and  canned  fruits  are  an  extra  convenience 
for  the  elderly.  Fluid  intake  should  be  liberal,  of  course. 


A ^lass  of  beer 
can  add  zest  to  a 
patient's  diet 

Sodium  17  mg, 
calories  104/8  oz.  glass 
(Average  of  American  Beers) 


Delicious  dishes  like  these  can  help  the  af,ed  enjoy  a better  balanced  diet. 

United  States  Brewers  Association,  Inc. 

For  reprints  of  this  and  tl  other  diet  menus,  write  us  at  636  Fifth  Avenue,  N Y.  17.  N.Y. 
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relieve  distress  rapidly 


■ relieve  sneezing,  runny  nose 
■ ease  aches  and  pains 
" lift  depressed  feelings 
■ reduce  fever,  chills 


« CORIFORTE 


capsules 


taM 


For  complete  details,  consult  latest  Schering 
literature  available  from  your  Schering  Representative 
or  Medical  Services  Department, 
Schering  Corporation,  Bloomfield,  N.  J. 


Cach  COftlFORTl  Capsule  contains: 


CHLOR-WMITON'^  :- i mg. 

(brand  of  chlorpheniramine  maleatej 

salicytamide 0.19  6m. 

phenacetin 0.13  6m. 

: ' -P  caffeine 30  mg. 

methomphelamine  hydrochloride 1.35  mg. 

■ ascorbic  acid SO  mg. 


available  on  prescription  only 


Acts  as  well 
in  people 
as  in 

test  tubes 


in  vivo 
neutralizes 
40  to  50  per  cent 
faster  — 
twice  as  long  at 
pH  3.5  or  above 


Intragastric  pH  measurements^  in  i t patients  with  peptic  ulcer 


New  Creamalin' 

Antacid  Tablets 

Buffers  fast' * for  fast  relief  of  pain- 
takes  up  more  acid 

Heals  ulcer  fast— action  more  prolonged  in  vivo 

Has  superior  action  of  a liquid,  with  the 
convenience  of  a tablet^ 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive  dried  aluminum  hydroxide  gel  (stabilized 
with  hexitol)  with  75  mg.  of  magnesium  hydroxide.  New  Creamalin 
tablets  are  pleasant  tasting  and  smooth,  not  gritty.  They  do  not  cause 
constipation  or  electrolyte  disturbance. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  needed. 

Peptic  ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours. 

How  Supplied:  Creamalin  Tablets,  bottles  of  50,  100,  200  and  1000. 

Also  available:  New  Creamalin  Liquid  (1  teaspoon  = 1 tablet), 
bottles  of  8 and  16  fl.  oz. 

Re/erences:  1.  Schwartz,  I.  R.:  Current  Therap.  Res.  3:29,  Feb.,  1961. 

2.  Bcekmaii,  S.  M.:  ].  Am.  Pharm.  A.  (Scienl.  Ed.)  49:191,  April,  1960. 

3.  Hinkcl,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am.  Pharm.  A. 

(Scicnt.  Ed.)  48:381,  July,  1959.  4.  Data  in  the  files  of  the  Department 

LABORATORIES  of  Medical  Research,  Winthrop  Laboratories.  5.  Hinkel,  E.  T.,  Jr.  ; Fisher,  M.P., 

New  York  18,  N.Y.  and  Tainter,  M.  L.;  J.  Am.  Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 
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THESE  57,000 
PEOPLE  IN 
LOUISIANA  NEED 
MEDICAL  HELP 


(Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation's  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Louisiana  there  are  at  least  57,000  alcoholics.  These 
people  need  medical  help.  No  one  is  in  a better  posi- 
tion to  initiate  and  supervise  a program  of  rehabilita- 
tion than  the  physician  who  enjoys  the  confidence  of 
the  patient  or  the  patient's  family. 


ONE  FOR  THE  ROAD  BACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period,  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


ROCHE 


LIBRIUM®  Hydrochloride  — 7 -chloro •2-methytamino- 
5* pheny I -3 H- 1,4  benzodiazepine  4 -oxide  hydrochloride 


LA80RATOR«£S  Division  of  Hoffmann-La  Roche  inc. 
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when 


your  tongue 
blade  points 
to  respiratory 
infection  CD 


Ilosone*works 

to  speed  recovery 


Through  the  years,  Ilosone  has  built  an  impressive  reeord  as  an  effective  antibiotic 
in  common  bacterial  respiratory  infections.  Numerous  published  clinical  studies 
attest  to  excellent  therapeutic  response  with  Ilosone.  Decisive  recovery  has  become 
a matter  of  record. 


Efficacy  of  propionyl  erythromycin  and  its  lauryl  sulfate  salt  in  803  patients  with  common 
bacterial  respiratory  infections 


•References  supplied  on  request. 


Tonsillitis* 

Acute  Streptococcus 
Pharyngitis* 

Bronchitis*  (Bacterial  Complications) 


Pneumonia* 


d'he  usual  dosage  for  infants  and  for  children  under  twenty-five  pounds  is  o mg. 
j)er  pound  every  six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every 
six  hours. 

For  adults  and  for  children  over  fifty  iiounds,  the  usual  dosage  is  250  mg.  every 
six  hours. 

In  more  severe  or  deeii-seated  infections,  these  dosages  may  be  iloubled. 

Ilosone  is  available  in  three  convenient  forms:  Pulvules®— 125  and  250  mg.t;  Oral 
Huspension— 125  nig.f  per  5-cc.  teaspoonful;  and  Drojis  — 5 mg.t  per  droj),  with 
drojiper  calibrated  at  25  and  50  mg. 

Product  brochure  available;  write 
Eli  Lilly  and  Company,  Indianapolis  G,  Indiana 

|Base  equivalent 

ilosone^  (DTOpionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 

13;>64) 
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Acromion  Resection 

For  Persislenl  Painful  Shoulder 


• The  relief  of  the  patient  who  has  had  many  types  of  treatment  for 
painful  shoulder,  but  shows  no  improvement  over  the  years,  is  con- 
sidered in  this  paper. 


'^HERE  have  been  a number  of  articles 
written  on  the  painful  shoulder  and 
each  of  us  has  evolved  our  pet  method  of 
treatment,  which  we  like  because  it  gives 
us  good  results.  For  varying  periods  I 
have  used,  on  new,  acute  cases,  local  novo- 
caine  infiltration ; two  needle  washing  with 
novocaine  and  or  saline;  stellate  blocks; 
relaxed  circumduction  exercises,  usually 
with  codeine  and  aspirin ; one  of  the  corti- 
sone derivatives  by  mouth ; hydrocorti- 
sone injections ; and  even  exposure  to  deep 
x-ray.  Regardless  of  which  method  of 
treatment  I used,  my  results,  percentage- 
wise averaged  about  the  same.  About  half 
of  the  patients  got  over  their  acute  pain 
in  one  to  three  days  and  were  completely 
over  their  trouble  in  about  three  weeks. 
About  half  of  the  remainder  took  about 
three  weeks  to  get  over  their  acute  pain 
and  about  three  months  to  recover  to 
where  they  forgot  about  their  shoulder. 

The  remaining  twenty-five  per  cent 
dragged  on  longer,  eventually,  with  the 

* Presented  at  the  Eightieth  Annual  Meeting 
of  the  Louisiana  State  Medical  Society,  Baton 
Rouge,  Louisiana,  May  4,  1960. 


ROBERT  M.  ROSE,  M.  D. 

New  Orleans 

exception  of  one  or  two,  recovering  from 
their  pain,  they  usually  also  retained  some 
slight  residual  limitation  of  shoulder  mo- 
tion. 

One  or  two  out  of  every  hundred  did 
not  get  well  and  were  the  problem  cases. 
They  had  usually  had  several  variations 
of  every  known  type  of  treatment  over 
periods  of  years  and  were  still  having  se- 
vere recurrent  bouts  of  pain  as  well  as 
marked,  to  moderate,  limitation  of  shoul- 
der motion.  It  is  this  patient  whose  treat- 
ment I propose  to  suggest. 

Treatment 

First,  let  us  do  a little  thinking  about 
this  condition,  the  painful  shoulder.  Let 
us  take  up  the  treatment  first.  One  fact 
is  significant  and  outstanding.  In  the  ini- 
tial acute  case,  results  of  a series  show 
that  it  matters  not  whether  you,  I,  or 
Dr.  X treats  the  patient  and  it  also  mat- 
ters not  how  we  treat  the  patients  or  with 
what  we  treat  them.  The  majority  will 
get  well,  usually  within  days  or  weeks. 
The  only  logical  conclusion  from  this  is 
that  the  condition’s  acute  phase  is  self- 
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limited  in  most  cases  and  that  there  is  no 
specific  treatment,  for  the  majority  get 
well  no  matter  what  we  do. 

With  those  who  drag  on  a bit  longer, 
one  fact  becomes  self-evident.  It  is  im- 
portant that  the  patient  exercise  his  shoul- 
der or  it  “freezes”  and  pain  persists. 
Those  individuals  who  exercise  regularly 
and  frequently  get  better  more  quickly 
than  those  who  do  not.  We  also  find  that 
injections  and  drugs  may  help  the  pa- 
tient’s pain  for  brief  periods,  but  it  is 
his  or  her  own  exercise  that  eventually 
brings  back  function  of  the  shoulder  and 
freedom  from  pain. 

Then  we  have  the  one  or  two  who  just 
do  not  get  well,  no  matter  what.  What 
logically,  can  be  done  for  them?  In  that 
word  “logic”  lies,  I think,  the  key  to  the 
situation.  Effective  treatment  lies  in 
knowing  exactly  what  is  wrong.  The  cor- 
recting step  is  then  obvious. 

We  are  usually  wrong  in  our  thinking 
and  initial  approach  to  these  patients. 
“Oh,”  we  say,”  you  have  Bursitis.”  “Bursi- 
tis”, what  a nice  pat  word  that  is.  It  rolls 
so  nicely  off  of  the  tongue.  And  then,  of 
course,  it  is  popular.  Everyone  has  heard 
of  it.  There  have  been  articles  in  news- 
papers, magazines,  and  I even  ran  across 
one  in  which  “Bursitis”  was  referred  to 
as  the  weekend  do-it-yourselfer’s  curse 
and  attributed  the  cause  to  overstraining 
muscles  unaccustomed  to  harsh,  physical 
work.  They  were  right  enough,  but  weren’t 
using  the  right  name.  “Bursitis”  is  not 
the  term  describing  a muscle  strain.  “Bur- 
sitis” is  usually  understood  to  mean  a 
“subdeltoid  bursitis”  or  inflammatory  re- 
action in  a bursa  beneath  the  subdeltoid 
muscle.  This  can  happen,  and  out  of  the 
many  hundreds  of  patients  whom  I have 
treated,  I have  seen  one  such  case.  He 
was  readily  cured  in  five  minutes  with 
novocaine  washing.  But,  I have  only  seen 
that  one  case.  True,  “subdeltoid  bursitis” 
is  rare. 

Cause 

Indeed,  in  these  cases,  the  subdeltoid 
bursa  is  not  involved  at  all.  These  pain- 
ful shoulder  cases  are  actually  cases  of 


tendinitis  of  the  insertion  of  the  supra- 
spinatus  tendon  and  sometimes  even  in- 
volve the  insertion  of  the  infraspinatus  or 
teres  minor  muscles  to  the  greater  tuber- 
osity of  the  humerus,  these  muscles  are 
the  so-called  “cuff”  muscles.  What  basic- 
ally happens  is  that  there  have  been  either 
macroscopic  or  microscopic  tears  of  the 
tendon  fibers  at,  or  near,  to  the  point  of 
insertion  of  these  muscles.  At  this  point, 
let’s  get  back  to  the  popular  magazine 
again.  This  is  not  just  an  affliction  of  the 
weekend  worker.  The  majority  of  the  pa- 
tients whom  we  see  have  not  done  any 
physical  straining  at  all,  yet  they  have 
the  same  pain  and  physical  findings.  There 
is  one  thing  that  they  have  done,  though. 
They  have  slept  with  their  head  resting 
on  their  arm  or  with  their  arm  abducted 
so  that  their  elbow  is  higher  than  their 
shoulder.  Now  when  the  humerus  is  ab- 
ducted, its  greater  tuberosity  and  the  at- 
tached muscles  are  jammed  up  under  the 
outer  edge  of  the  acromial  process.  What 
do  you  think  would  happen  to  your  finger 
if  you  screwed  a clamp  across  it  for  sev- 
eral hours?  The  blood  would  have  been 
squeezed  out  of  the  tissues,  the  pressure 
points  would  become  necrotic  and  eventu- 
ally slough  out.  There  would  also  be  some 
peripheral  repair.  The  same  process,  or  a 
minor  variation  of  it  goes  on  where  the 
“cuff  muscles”  attach  to  the  greater  tu- 
berosity. Pressure  over  this  tendinous 
point  results  in  degrees  of  avascularity  of 
the  tendon,  subsequent  weakening  and 
possibly  degrees  of  tear. 

We  also  see  another  phenomenon,  the 
deposition  of  calcium  at  the  site  of  injury 
and  if  we  look  carefully,  we  find  that  it  is 
always  in  the  same  place,  and  that  is  just 
over  the  greater  tuberosity  of  the  humer- 
us, at  the  point  of  tendinous  attachment 
of  the  “cuff  muscles”  and  not  in  the  sub- 
deltoid or  subacromial  bursa.  This,  then, 
is  what  we  are  treating;  degeneration, 
with  or  without  partial  or  complete  tears 
of  the  attachment  of  one  or  all  of  the 
cuff  muscles  to  the  greater  tuberosity  of 
the  humerus,  with  or  without  the  deposi- 
tion of  calcium.  We  are  ti'eating  tendinitis 
and  not  bursitis  and  if  we  keep  this  fact 
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clearly  in  mind  we  will  have  fewer  patients 
“who  just  don’t  get  well  no  matter  what”. 

Is  there  any  bursa  possibly  involved  in 
this  process  at  all  ? The  answer  is  yes. 
There  is  a subacromial  bursa,  although 
most  people  who  use  the  phrase  “bursitis” 
have  never  heard  of  it.  It  lies  between  the 
attachment  of  the  cuff  muscles  and  the 
acromial  process  and  it  can  be  secondarily 
involved  by  the  reaction  between  the  in- 
jured and/or  degenerated  tendinous  at- 
tachment of  the  cuff  muscles,  since  it  lies 
directly  between  the  involved  tendons  and 
the  acromial  process.  But  its  involvement, 
if  any,  is  secondary  and  is  not  primary. 
The  primary  disease  process  is  not  a sub- 
acromial bursitis.  It  is  a tendinitis  of  the 
insertion  of  the  cuff  muscles. 

Let  us  consider  some  other  known  facts. 
Patients  who  have  painful  shoulders  may 
or  may  not  have  x-ray  evidence  of  calci- 
um deposition;  and,  if  we  sequentially  x- 
ray  the  calcium  deposits  of  those  who 
have  them,  we  find  that  the  deposits  may 
go  away  or  may  enlarge,  and  whichever 
happens,  there  is  again,  no  pain  relation- 
ship to  what  is  happening.  We  see  x-ray 
evidence  of  calcium  deposits  in  the  cuff 
muscle  tendons  in  people  who  have  never 
had  shoulder  pain  and  who  have  no  limita- 
tion of  motion,  and  so  it  is  obvious  that 
there  is  really  no  direct  relationship  be- 
tween the  presence  or  absence  of  pain,  the 
presence  or  absence  of  shoulder  “freezing” 
or  the  presence  or  absence  of  calcium. 

Pain 

Where,  then,  does  the  pain  come  from? 
Is  it  from  the  tendon  tear?  The  answer  is 
no.  There  is  really  very  little  pain  asso- 
ciated with  a tendon  tear.  This  is  amply 
shown  by  those  who  tear  the  long  head 
of  their  biceps  tendon.  They  do  not  com- 
plain of  pain  although  they  have  one  of 
the  most  direct  and  complete  tendon  tears 
that  a person  can  sustain.  They  complain 
of  muscle  weakness. 

The  pain  comes,  I believe  from  swelling 
within  the  tendon  itself.  Because  of  in- 
trinsic tendon  swelling,  tension  of  the  ten- 
don results,  and  this  is  very  painful.  Since 
abduction  of  the  humerus  jams  the  ten- 


don of  the  cuff  muscle  up  under  the  acro- 
mion, this  pressure  is  rigidly  avoided  by 
the  patient.  This  also  explains  why  some 
people  get  well  so  quickly.  Their  swollen, 
painful  tendon  unswells,  or  goes  down  rel- 
atively quickly.  Their  pain  disappears  and 
they  begin  using  their  shoulders  before 
any  of  troublesome  sequale  of  prolonged 
disuse  set  in. 

It  also  explains  the  patient  who  gets 
well,  but  not  too  quickly.  His  swelling 
just  takes  longer  to  subside,  and  so,  in 
the  long  run,  he  has  a little  more  to  work 
out. 

Also  explained  is  the  lack  of  relation- 
ship between  the  x-ray  evidence  of  the 
presence  of,  or  absence  of,  calcium  depo- 
sitions, and  pain.  If  the  calcium  deposition 
occurs  with  tendon  swelling,  there  will  be 
pain  and  if  it  occurs  without  tendon  swell- 
ing, pain  will  not  exist. 

Surgical  Treatment 

This  also  gives  us  a clue  to  the  handling 
of  the  patient  who  just  does  not  get  well, 
or  who  has  persistently  recurring  attacks. 
Most  of  them  are  aggravating  their  dis- 
ability, unknowingly,  by  the  way  they 
sleep  at  night.  They  may  be  abducting 
their  humeri,  reproducing  their  subacro- 
mial pressure  over  and  over  again.  Then, 
too,  they  may  have  another  factor,  and 
that  is  the  presence  of  adhesions,  a “fro- 
zen” shoulder.  Prolonged  tendinitis  is  very 
irritating  to  the  surrounding  tissues  and 
numerous  adhesions  are  formed,  usually 
to  the  nearby  acromial  process,  this  serv- 
ing to  anchor  the  shoulder  against  motion. 
Eventually,  they  arrive  at  such  a state 
that  “something  has  got  to  be  done”.  That 
something  usually  follows  one  of  several 
paths. 

Some  doctors  believe  in  repeated  hydro- 
cortisone injections,  in  spite  of  the  fact 
that  these  injections  frequently  aggravate 
pain.  This  pain  aggravation  is  the  result, 
I believe,  of  injecting  directly  into  the  ten- 
don, increasing  swelling.  I do  not  use  cor- 
tisone injections  and  I have  had  a satis- 
fying number  of  patients  desert  to  me 
from  those  who  do.  Those  patients  who 
do  get  well  under  this  regimen  do  so  be- 
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cause  of  something  else  that  accompanies 
the  injections,  and  that  is  vigorously  en- 
couraged physiotherapy,  progressing  to 
active  exercises.  It  is  that  active  exercise 
that  does  the  job. 

There  are  some  doctors  who  believe  in 
passive  “breaking  up  the  adhesions  while 
the  patient  is  under  anaesthesia”,  again, 
with  or  without  cortisone.  In  my  experi- 
ence, some  patients  are  helped  by  this 
process,  although  their  pain  when  the  an- 
aesthetic wears  off  is  usually  memorable. 
Again  what  really  gets  them  well  is  the 
intensive  physiotherapy  used  as  an  after- 
math  of  the  manipulation.  A number  of 
them,  however,  are  worse  after  manipu- 
lation, and  personally,  I do  not  like  and 
do  not  recommend  methods  of  treatment 
which  may  result  in  the  patient  being 
worse,  not  better. 

There  are  some  who  are  sold  on  sur- 
gically “scraping  out  the  calcium”,  usu- 
ally, again,  followed  by  an  aftermath  of 
intensive  physiotherapy.  Some  patients 
have  been  helped  by  this  process,  and  I 
have  seen  a number  who  were  not  helped. 
That  is  why  I do  not  recommend  this. 
Experience  has  taught  me  not  to  gamble 
or  take  chances  where  the  treatment  of 
patients  is  concerned  and  that  is  why  I 
recommend  total  resection  of  the  acromial 
process  for  the  patient  with  a painful, 
“frozen”  shoulder,  who  has  had  three  to 
seven  years  of  continuing  or  recurrent 
painful  attacks  and  who  has  had  just 
about  every  known  treatment  under  the 
sun  and  who  is  still  not  well.  I did  not 
originate  this  treatment.  I have  seen  it 
improperly  done  by  some  who  did  not  un- 
derstand it,  and  who  got  correspondingly 
poor  results.  But  the  trick  is  simple 
enough,  and  consists  in  complete  resection 
of  the  acromial  process  and  not  part  of 
its  outer  margin. 

Technique 

In  performing  the  operation,  a curved 
incision  about  three  inches  long  is  made 
over  the  top  of  the  outer  part  of  the  shoul- 
der, midway  between  the  inner  and  outer 
margins  of  the  acromion  and  paralleling 
the  attachment  of  the  deltoid  muscle.  The 


acromio-clavicular  joint  is  located  and  sec- 
tioned, front  and  back,  and  then,  with  a 
sharp  thin  osteotome,  the  acromial  process 
is  sectioned  in  line  with  the  acromio-clavic- 
ular joint.  The  inner  end  of  the  sectioned 
acromium  is  then  pried  up  and  the  under- 
lying adhesions  between  its  undersurface 
and  the  insertion  of  the  cuff  muscles  sep- 
arated. 

A sub-acromial  bursa  is  sometimes 
found.  The  attachments  of  the  deltoid 
muscle  are  then  separated  from  the  outer 
edge  of  the  acromion,  cutting  very  close 
to  the  bone  in  order  to  preserve  some 
tendinous  fibers.  This  allows  removal  of 
the  acromion  and  affords,  incidentally,  a 
marvellous  view  of  the  top  of  the  shoulder. 
The  edge  of  the  deltoid  is  then  attached 
to  the  outer  end  of  the  sectioned  capsule 
of  the  acrimio-clavicular  joint  and  to  the 
outer  margin  of  the  spine  of  the  scapula. 
It  is  necessary  to  sort  of  “take  up  slack” 
in  the  origin  of  the  muscle  in  doing  this 
attaching.  That  portion  of  the  muscle  at- 
taching to  the  capsule  of  the  acromio- 
clavicular joint  is  easily  fastened  securely, 
that  portion  attaching  to  the  bone  being 
less  easily  done  and  less  secure.  I usually 
drill  about  six  small  holes  through  the 
outer  cortex  of  the  outer  margin  of  the 
spine  of  the  scapula  using  a dental  bun- 
in  a hand  drill,  and  then  fasten  the  mus- 
cle with  three  mattress  sutures.  The  sur- 
gical area  is  usually  quite  vascular,  this 
being  best  controlled  with  a combined  suc- 
tion-coagulation tip.  The  skin  is  then 
closed  normally.  If  fixation  of  the  deltoid 
muscle  has  been  secure,  active  use  of  the 
shoulder  may  be  started  in  three  to  five 
days.  If  deltoid  fixation  is  not  secure,  the 
patient  should  be  kept  on  his  back  in  bed 
with  the  arm  in  lateral  traction  for  about 
three  weeks,  or  an  “airplane”  splint  may 
be  applied. 

Every  patient  on  whom  I have  done  this 
operation  has  had  complete  relief  of  pain 
and  has  regained  full  useful  motion  of 
their  shoulder,  they  have  been  very  grate- 
ful and  that  is  why  I like  it.  The  contour 
of  their  shoulder  is  inconspicuously  af- 
fected, and  function  is  excellent. 
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Discussion 

Dr.  Alvin  Standcr  (Baton  Rouge):  The  per- 
sistent painful  shoulder  represents  a challenge 
to  those  of  us  who  treat  orthopedic  conditions. 

Adhesive  capsulitis  is  the  result  of  many  etio- 
logical factors:  Recurrent  bursitis,  trauma,  Col- 
les’  fracture,  angina  pectoris  or  any  other  con- 
dition that  might  discourage  motion  in  the  .shoul- 
der joint. 

The  patient  is  usually  not  free  of  shoulder 
pain  until  he  has  regained  a useful  and  almost 
complete  range  of  motion  in  the  joint.  Injec- 
tions into  the  shoulder  should  be  limited  to  the 
acute  phases  of  this  condition. 

Active  and  passive  e.xercises  have  proven  use- 
ful in  a vast  majority  of  cases.  The  treatment 


may  have  to  be  initiated  under  analgesics  and 
the  course  is  usually  prolonged — -some  times 
longer  than  the  patient  wishes  to  continue. 

The  author  has  presented  a rather  radical  pro- 
cedure but  he  has  utilized  it  in  those  individuals 
who  have  not  responded  to  the  usual  regime  of 
therapy.  He  states  that  his  patients  are  those 
of  three  to  seven  years  duration  of  shoulder 
pain.  If  these  patients  are  relieved  of  their  pain 
and  regain  a useful  range  of  motion  in  the 
shoulder  joint,  this  is  certainly  a salvage  pro- 
cedure. 

I would  like  to  ask  Doctor  Rose  if  he  would 
consider  this  procedure  in  a moderately  young 
(30  to  40)  age  group,  or  in  the  laborer,  or  a 
compensation  case? 


Cause  of  Dark  Complexion  of  Chicago  Ladies 

Peoria  Medical  Monthly:  A private  letter  from  a valued  correspondent  contains  the 
following,  which  is  too  good  to  be  lost. 

“I  see  Dr.  Byford  has  greatly  improved  his  work  on  ‘Diseases  of  Women.’  In  the 
first  edition  ‘nitrate  of  silver  and  its  substitutes’  played  a vei-y  important  part.  When 
I lived  in  a lady  friend  visited  Chicago.  On  her  return,  I met  her  in  the 

company  of  several  ladies,  who  brought  up  the  subject  of  complexion.  The  lady  was 
asked  if  she  had  noticed  the  well  known  fact  that  Chicago  ladies  were  less  fair  than 
their  Eastern  sisters,  and  that  Eastern  ladies  who  went  to  Chicago  soon  lo.st  their  com- 
plexion, and  if  she  thought  the  climate  was  the  cause?  The  lady  replied  that  she  had 
noticed  the  fact  and  thought  the  climate  might  have  something  to  do  with  it,  but  she 
had  given  the  subject  considerable  attention,  and  had  concluded  that  Dr.  Byford  treated 
female  diseases  exclusively  with  nitrate  of  silver.  I judge,  therefore,  from  his  last 
edition  that  the  complexion  of  Chicago  ladies  will  not  impi-ove. — Michigan  Med.  News. 
New  Orleans  M.  & S.  J.  10:449  (Dec.)  1882 
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• The  many  uses  of  these  drugs  in  surgery  and  other  procedures  are 
gone  into,  together  with  their  indications,  contraindications  and  effects. 


tN  any  discussion  of  muscle  relaxants, 

one  must  consider  the  chemistry,  phy- 
siology, and  the  pharmacology  of  the 
drugs  that  are  used.  All  currently  used 
muscle  relaxants  are  quarternary  ammo- 
nium compounds.^ 

They  have  been  classified  ^ as  depolar- 
izers, such  as  succinylcholine  (Anectine®) 
and  decamethonium  (Syncurine®)  and  non- 
depolarizers, such  as  curare  and  curare-like 
compounds  as  d-tubo  curare  (Tubarine®), 
gallamine  (Flaxedil®),  and  laudexium 
(Laudolissin®).  Both  the  depolarizing 
and  the  non-depolarizing  drugs  compete 
with  acetylcholine  at  the  cholinergic  re- 
ceptors of  the  neuromuscular  end-plate. 
The  non-depolarizers  such  as  curare  act 
by  prevention  of  access  of  acetylcholine  to 
the  receptors.  The  depolarizers  cause  de- 
polarization of  the  neuromuscular  end- 
plate  and  render  the  muscle  fiber  insensi- 
tive to  subsequent  stimuli. 

Muscle  relaxants  influence  the  respira- 
tory system  by  paralysis  of  the  respira- 
tory muscles,  and  rarely,  bronchoconstric- 
tion."  They  may  affect  the  circulatory 
system  by  a decrease  or  an  increase  in  the 
blood  pressure  or  changes  in  the  pulse 
rate.^ 

Excretion  is  partly  or  wholly  unchanged 
in  the  urine.  Succinylcholine  is  hydrolyzed 
by  the  plasma  cholinesterase  and  only  5 
to  15  per  cent  is  excreted  in  the  urine.® 

Uses 

Use  of  muscle  relaxants  can  be  dated 
back  to  1912,®  when  Laewen  of  Leipzig 
first  used  a crude  form  of  curare  to  pro- 
duce muscular  relaxation.  Griffith  and 
Johnson,^  in  1942,  used  Intocostin®  (a 
curare  drug)  first  for  relaxation  in  anes- 
thesia. Since  then,  the  muscle  relaxants 
have  been  used  in  many  procedures,  sur- 
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gical  and  otherwise,  in  which  they  have 
been  helpful. 

In  abdominal  surgery  lies  their  greatest 
usefulness,  in  that  the  anesthetist  can  re- 
lax the  abdominal  muscles  without  having 
to  place  the  patient  in  third  or  fourth 
plane  anesthesia.  One  can  carry  the  pa- 
tient in  plane  one  anesthesia  ® and  use  the 
muscle  relaxant  as  needed  to  produce  ade- 
quate relaxation  of  abdominal  muscles,  so 
that  surgery  in  a quiet  abdomen  is  greatly 
facilitated. 

They  have  been  used  in  lung  surgery, 
cardiac  surgery,  and  many  types  of  sur- 
gery where  an  open  chest  is  mandatory 
In  such  cases  the  control  of  respiration  is 
facilitated,  and  the  patient  is  carried  in  a 
lighter  plane  of  anesthesia  and  the  anes- 
thetist may  have  his  patient  awake  quick- 
er after  the  end  of  the  operation. It 
has  also  been  noted  and  pointed  out  by 
Beecher  in  a comparison  of  ether  versus 
thiopental — N20-O2 — succinylcholine  tech- 
nique in  chest  surgery  that  with  the  mus- 
cle relaxant  technique  it  is  easier  to  aspir- 
ate obstructing  secretions  that  may  devel- 
op in  the  bronchial  tree  and  that  cough 
and  troublesome  variations  of  respiratory 
force  and  rate,  and  motion  in  the  thorax 
are  better  controlled. 

Muscle  relaxants  are  used  to  make  en- 
dotracheal intubation  relatively  easy  and 
atraumatic.  A number  of  endoscopic  proce- 
dures such  as  laryngoscopy,  laryngeal 
suspension,  bronchoscopy,  and  esophagos- 
copy,  where  it  has  lessened  the  necessity 
for  the  use  of  deep  general  anesthesia, 
are  greatly  facilitated.  They  are  used  in 
the  treatment  of  severe  laryngospasm 
complicating  anesthesia.  Another  use  of 
a muscle  relaxant,  in  this  case,  succinyl- 
choline, is  in  bronchospasm  and  bucking 
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during  general  anesthesia  and  surgery. 
Succinylcholine  presumably  has  no  effect 
on  the  smooth  muscles  of  the  bronchial 
tree,  although  Volpitto  and  Smith  think 
it  may  have  some  action  there.  The  chest 
wall  relaxation  so  produced  facilitates  the 
passage  of  gases  and  the  accomplishment 
of  adequate  tracheobronchial  toilet. 

In  electroshock  therapy  the  relaxants 
have  been  a boon.  They  have  been  most 
beneficial  in  preventing  the  fractures  that 
occasionally  complicate  this  procedure. 
Other  uses  include,  at  one  time  or  another, 
cases  of  tetanus  manipulative  proce- 
dures, as  in  fractures  and  dislocations; 
supplementation  in  spinal  anesthesia  as  it 
is  wearing  off ; and  a test  for  myasthenia 
gravis. 

Safeguards  in  Management  of  Anesthesia 

In  the  case  of  muscle  relaxants,  the 
safeguards  will  be  emphasized  under  the 
following  topics : ( 1 ) management  of  anes- 
thesia with  the  relaxants;  (2)  dosage  and 
administration;  (3)  indications  and  con- 
tra-indications; (4)  drugs  used  in  combat- 
ing or  preventing  complications. 

Three  cardinal  principles  evolve  in  the 
management  of  anesthesia  with  muscle 
relaxants:  (1)  Maintenance  of  a free  air- 
way by  holding  the  chin  up,  inserting  an 
oral  or  nasal  airway,  or  performing  an 
intubation  is  paramount  to  the  manage- 
ment. This  procedure  demands  that  the 
equipment  be  ready  on  the  machine. 
(2)  Ability  to  provide  artificial  ventila- 
tion, which  means  that  a closed  system 
anesthesia  apparatus  be  available,  with 
a well-fitting  mask  or  a direct  connection 
to  an  endotracheal  tube.  (3)  Performance 
of  adequate  suctioning  wdth  a rubber  suc- 
tion catheter  immediately  available  is  man- 
datory. 

There  are  two  types  of  ventilation  that 
may  be  used  on  the  patient  under  the 
influence  of  muscle  relaxants: 

(1)  The  apneic  patient,’®  in  whom  the 
respiratory  muscles  are  completely  para- 
lyzed, the  respiration  is  controlled  at  thir- 
ty to  forty  per  minute,  and  the  adequacy 
of  the  tidal  volume  is  judged  by  the  ex- 
pansion of  the  patient’s  chest  or  lungs. 


The  squeeze  of  the  breathing  bag  should 
be  short  and  rather  vigorous  followed  by 
a ventilatory  pause.  A ratio  of  1:2  be- 
tween the  active  and  the  passive  phases 
will  keep  a mean  low  pressure  in  the  air- 
way and  will  interfere  least  with  the 
venous  return. 

(2)  The  patient  with  assisted  respira- 
tion where  there  is  more  safety.  Foldes  ^ 
states  that  when  this  method  is  used  there 
is  no  known  contraindication  to  muscle  re- 
laxants. He  suggests  that  the  patient  ini- 
tiate each  inspiration,  then  the  anesthetist 
should  follow  it  up  with  a short  vigorous 
assisting  squeeze  on  the  breathing  bag. 
The  respiratory  rate  should  be  between 
sixteen  to  twenty  per  minute.  A tidal 
exchange  of  500  to  700  cc.  with  a minute 
volume  of  6 to  10  liters  is  considered  ade- 
quate.- Recently  ventimeters  and  minute 
volume  meters,-"  which  can  be  attached 
to  the  anesthesia  machine  and  which  show 
the  patient’s  exchange,  have  been  used. 

Dosage 

Muscle  relaxants  can  be  administered 
either  intravenously  or  intramuscularly. 
The  intravenous  route  is  the  choice  route. 
A safeguard  in  administration  is  to  admin- 
ister just  enough  relaxant  for  a subapneic 
patient  with  additions  of  relaxant  just  be- 
fore the  skin  incision,  again  if  necessary 
before  the  abdomen  is  explored,  and  fur- 
ther additions  only  as  required  for  re- 
laxation. It  is  advisable  to  administer 
curare  as  d-tubo®,  tubarine®,  or  metu- 
bine®  in  a test  dose  of  1 to  3 mgm.  to 
observe  its  neuromuscular  effect.  If  no 
untoward  reaction  occurs,  the  anesthetist 
may  then  proceed  after  one  and  one-half 
minutes  with  repeated  single  doses.  The 
doses  of  curare  preparations  must  take 
into  consideration  the  type  of  anesthetic 
agent  used  as  it  may  act  synergistically 
with  some  agents  like  ether. 

An  example  of  this  synergism  is  as 
follows:  d-tubo®  with  pentothal®,  N2O 

requires  an  initial  dose  of  six  to  fifteen 
mgm.,  whereas  with  cyclopropane  a dose 
of  4 to  12  mgm.  is  sufficient.  With  ether 
a still  further  reduction  in  dosage  to  3 to 
6 mgm.  will  suffice.-  For  smaller  patients 
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the  initial  dose  may  be  adjusted  down- 
ward, using  0.5  mgm.  for  each  ten  pounds 
of  body  weight.  Fractional  doses  may  be 
given  with  pentothal® — 2 to  6 mgm. ; cy- 
clopropane— 2 to  5 mgm. ; and  ether — 1 to 
2 mgm.  Succinylcholine  is  administered 
in  a single  dose  (as  for  intubation),  in 
repeated  single  doses,  or  in  a continuous 
drip  in  a 0.1  or  0.2  per  cent  solution  in 
glucose  or  saline.  A test  dose  is  not  indi- 
cated with  succinylcholine,  and  a single 
dose  for  intubation  varies  with  sex  and 
weight  from  40  to  100  mgm.  It  is  im- 
possible to  give  any  standards  for  the 
dose  required  in  continuous  use,  for  it 
varies  immensely  with  the  patient,  the 
type  of  surgery,  and  the  length  of  opera- 
tion. This  variance  is  one  paramount  rea- 
son why  the  patient  should  be  carried  on 
assisted  rather  than  on  controlled  respira- 
tion. Ether  is  not  synergistic  with  suc- 
cinylcholine. Succinylcholine  is  the  drug 
of  choice  when  the  anesthetist  uses  fluo- 
thane®.  Curare  in  large  doses  should  not 
be  used  with  fluothane  on  account  of  un- 
toward reactions  such  as  severe  hypoten- 
sive episodes.  Mild  to  moderate  doses  of 
curare  intermittently  are  better. 

The  intramuscular  route  is  used  for 
both  succinylcholine  and  curare  drugs.  A 
precaution  here  is  that  the  intramuscular 
injection  prolongs  the  duration  of  action 
of  the  relaxant  three  or  four  fold.  As  re- 
ported by  Beldavs  on  infants  and  chil- 
dren, 1.5  to  2 mgm.  per  pound  of  body 
weight  in  deep  intramuscular  injection  for 
endotracheal  intubation  produces  a maxi- 
mum effect  with  succinylcholine  in  two  to 
three  minutes  with  full  recovery  of  respira- 
tion within  twenty-five  minutes.  Curare 
drugs  have  also  been  used  intramuscularly 
in  infants  and  children  in  doses  of  0.15 
mgm. /Kg.  to  0.4  mgm. /Kg. 

Indications  and  Contraindications 

In  the  safeguards  it  is  important  to 
note  that  there  are  various  situations  in 
which  the  relaxant  drugs  are  absolutely 
or  relatively  contraindicated.  Subsequent- 
ly the  dose  is  diminished,  or  the  relaxant 
should  not  be  used  at  all.  This  situation 
includes  the  patients  with  so-called  altered 


sensitivity.-  Absolute  contraindications  are 
untrained  anesthetists,  lack  of  equipment 
necessary  for  artificial  respiration,  and 
myasthenia  gravis.  Relative  contraindica- 
tions include  shock  {e.g.  extensive  trauma 
or  hemorrhage)  ; marked  respiratory  ob- 
struction, depression,  or  failure ; and  liver 
or  renal  disease  in  advanced  stages. 

Also,  great  caution  is  necessary  where 
the  plasma  cholinesterase  is  known  or  sus- 
pected to  be  low  as  in  advanced  liver 
disease,  hypoproteinemia,  severe  anemia, 
cachexia  due  to  malnutrition,  malignancy, 
and  chronic  infection,  and  organo-phos- 
phorus  insecticide  poisoning.  In  such 
cases  the  doses  of  the  relaxant  is  reduced 
one-half  to  one-third.  In  the  aged  altered 
sensitivity  may  be  noted,  and  the  anes- 
thetist should  reduce  the  dose  of  relaxant 
two-thirds  to  one-half  of  the  adult  dose. 
Assisted  respiration  rather  than  controlled 
is  better  here  because  of  the  greater  ten- 
dency for  a respiratory  deficiency  or  pro- 
longed apnea  to  occur.  In  asthmatics  or 
people  with  a marked  allergic  history, 
ether  and  a non-depolarizer  drug  such  as 
gallamine  may  be  beneficial. 

In  cardiovascular  disease,  both  curare 
and  succinycholine  have  been  used;  how- 
ever, many  prefer  succinylcholine  on  ac- 
count of  the  lack  of  a histamine  reaction 
which  can  cause  severe  hypotension.  Also, 
succinylcholine  is  quicker  acting  and  may 
prevent  bucking  or  straining  faster. 

In  fluid  and  electrolyte  imbalance,  de- 
hydration, and  potassium  deficiency,  there 
is  an  increased  sensitivity  to  relaxants. 
So  the  dosage  has  to  be  adjusted  accord- 
ingly. The  best  procedure  is  to  use  suc- 
cinylcholine in  a 0.1  per  cent  solution  con- 
tinuous drip  or  to  reduce  the  dosage  of 
curare  to  one-fourth  to  one-half  dose  and 
for  the  anesthetist  to  give  small  repeated 
doses  (curare). 

In  liver  disease  an  increased  sensitivity 
to  succinylcholine  may  be  noted.  The  re- 
laxant (succinylcholine)  should  be  given 
in  a 0.1  per  cent  drip  with  assisted  res- 
piration. In  kidney  disease  succinylcholine 
in  reduced  dosage  seems  to  be  the  relaxant 
of  choice  for  reasons  previously  stated. 

In  new-born  infants  and  in  children. 


4.58 


The  Journal  of  the  Louisiana  State  Medical  Society 


MUSCLK  RELAXANTS,  USES  AND  SAFEGUARDS— HANSEN 


there  is  an  increased  sensitivity  to  non- 
depolarizing relaxants  and  a decreased 
sensitivity  toward  depolarizing  drugs.  Suc- 
cinylcholine  will  prove  to  be  the  better 
drug  here  with  doses  of  0.5  to  0.8  mgm./ 
Kg.  Foldes  - has  recommended  1 mgm.  to 
2 mgm./Kg. 

In  myasthenia  gravis  --  the  pathological 
physiology  is  not  known  with  any  certain- 
ty. Myasthenic  muscle  groups  are  hyper- 
sensitive to  relaxant  compounds  blocking 
by  impedance  of  depolarization,  while  they 
show  a high  degree  of  resistance  to  blocks 
by  persistent  depolarization.  Furthermore, 
blocks  by  persistent  depolarization  may  in 
myasthenic  muscle  groups  act  exclusively 
by  impedance  of  depolarization.  For  these 
reasons  the  use  of  any  muscle  relaxant  is 
contraindicated.  On  account  of  the  exist- 
ence of  undiagnosed  mild  or  latent  cases, 
the  importance  of  a small,  initial  test  dose 
is  obvious  when  any  relaxant,  blocking  by 
impedance  of  depolarization,  is  adminis- 
tered. 

Complications 

The  complications  associated  with  mus- 
cle relaxants  may  be  due  to  the  relaxant  -■* 
per  se  or  the  effect  of  the  physiologic 
trespass  on  respiration.  It  has  been  noted 
that  some  muscle  relaxants,  as  curare  and 
curare-like  drugs,  rarely  exert  certain  his- 
tamine-like actions  in  man.  This  action 
may  be  due  to  the  release  of  histamine  or 
histamine-like  substances  from  skeletal 
muscles,  although  this  is  controversial. 
This  occurrence  may  account  for  symp- 
toms such  as  hypotension  and  broncho- 
spasm.3  This  hypotension  (caused  by  gan- 
glionic blocking  action  and/or  histamine 
release)  may  be  treated  with  vasopressors. 
Immediate  relief  of  the  bronchospasm  may 
be  obtained  by  the  intravenous  injection 
of  0.1  to  0.2  mgm.  of  epinephrine  diluted 
to  5 cc.  Hydrocortisone  intravenously 
also  offers  the  possibility  of  effective  ther- 
apy without  side  effects.  Too,  aminophyl- 
line  has  been  used  especially  in  patients 
under  cyclopropane  anesthesia.  With  this 
anesthetic  drug,  epinephrine  is  never  used 
by  any  route  of  administration.  Hyper- 
tension occasionally  may  result  from  the 


administration  of  succinylcholine  possibly 
due  to  stimulation  of  the  sympathetic  gan- 
glia.No  treatment  is  usually  needed. 
Postoperative  muscular  pains  and  stiff- 
ness have  occasionally  been  noted  fol- 
lowing the  use  of  succinylcholine.  Bed  rest 
for  one  to  two  days  is  the  only  treatment 
necessary. 

The  respiratory  complications  following 
the  use  of  relaxants  may  vary  from  res- 
piratory deficiency  to  apnea.  The  anes- 
thetist must  decide  whether  the  respira- 
tory complications  arise  centrally  as  in 
the  brain  or  peripherally  from  some  de- 
fect in  neuromuscular  transmission.-*^  Usu- 
ally the  respiratory  deficiency  brought 
about  by  a relaxant  can  be  distinguished 
from  that  due  to  depressant  drugs.  The 
relaxant-type  respiratory  deficiency  is 
characterized  by  a decrease  in  tidal  ex- 
change, an  accentuation  of  diaphragmatic 
action,  a jerky  respiration,  a loss  of  effec- 
tive intercostal  function,  and  an  inclusion 
of  the  accessory  muscles  (tracheal  tug). 
The  rate  is  usually  elevated  but  may  be 
normal.  This  is  differentiated  from  the 
narcotic  depression  (the  slow  rate  of  res- 
piration) and  from  the  barbiturate  depres- 
sion (the  shallow  but  unlabored  respira- 
tory efforts  of  the  patient). 

The  causes  of  respiratory  deficiency  or 
apnea  are  many:  Too  deep  general 

anesthesia,  errors  in  the  technique  of  con- 
trolled respiration  causing  CO2  accumula- 
tion with  lowering  of  the  pH,  acapnea,  ex- 
haustion of  the  Hering-Breuer  reflex  or 
out  of  phase  impulses  reaching  the  re.s- 
piratory  center,  low  serum  potassium,  fail- 
ure of  redistribution  of  the  relaxant  from 
the  end-plate  into  the  inactive  tissue  de- 
pots and  plasma,  altered  response  of  the 
end-plate  to  succinylcholine,  slow  recovery 
of  the  muscle  fiber,  low  plasma  cholines- 
terase, and  the  breath-holding  reflex  due 
to  reflex  stimulation  from  the  endotra- 
cheal tube. 

To  prevent  these  respiratory  complica- 
tions, the  anesthetist  should  (1)  follow  the 
advice  given  previously  for  the  use  of  re- 
laxants in  patients  with  altered  sensitivi- 
ty (2)  not  administer  the  relaxant  to 
patients  already  apneic  from  central  de- 
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pressant  drugs ; (3)  not  use  excessive  sin- 
gle doses  of  either  curare  or  succinylcho- 
line;  (4)  give  just  enough  drug  for 
desired  relaxation  in  long  procedures ; 
(5)  give,  when  and  if  controlled  respira- 
tion is  used,  only  the  medium  dose,  dis- 
continue the  drug,  whether  by  single  in- 
jection or  drip,  and  await  the  return  of 
the  first  signs  of  respiration  before  pro- 
ceding  further  with  more  relaxant;  (6)  de- 
crease the  possibility  of  breath-holding  by 
spraying  the  pharynx,  trachea,  and  cords ; 

(7)  assist  respiration  at  fourteen  to  twen- 
ty per  minute  with  a respiratory  minute 
volume  of  six  to  ten  liters  per  minute  and 
a tidal  exchange  of  500  to  800  cc. 

(8)  avoid  hyperventilation  as  hypocapnea 
and  exhaustion  of  the  Hering-Breuer  re- 
flexes may  cause  an  apnea  to  occur  and 
persist  long  after  other  causes  have  dis- 
appeared. 

Treatment  of  Respiratory  Complications 

In  the  treatment  of  the  respiratory  com- 
plications, the  maxim  that  the  only  sure 
way  to  avoid  a prolonged  postoperative 
apnea  is  to  prevent  its  development  dur- 
ing anesthesia  and  to  act  immediately 
should  it  develop  remains  true.  It  applies 
equally  to  the  non-depolarizing  long-last- 
ing muscle  relaxants  such  as  curare  and 
to  short  acting  depolarizing  relaxants  as 
succinylcholine.  The  treatment  of  the  res- 
piratory deficiency  or  apnea  will  depend 
on  the  underlying  mechanism.  Artificial 
respiration  is  the  mainstay  of  any  treat- 
ment for  respiratory  deficiency  or  apnea. 

During  the  operation,  the  anesthetist 
should  discontinue  the  relaxant  drug  and 
ascertain  whether  the  respiratory  defici- 
ency or  apnea  is  due  to  too  deep  general 
anesthesia,  too  light  general  anesthesia, 
or  excessive  doses  of  the  relaxant.  When 
the  trouble  is  due  to  the  relaxant,  the  pa- 
tient’s lungs  inflate  easily,  and  relaxation 
in  the  field  of  surgery  will  be  excellent. 
Discontinuance  of  the  relaxant  is  impera- 
tive. Apnea,  due  to  too  light  anesthesia, 
such  as  by  breath-holding,  is  manifest  by 
difficulty  in  inflating  the  lungs,  by  pos- 
sible elevation  of  the  blood  pressure  and 
pulse,  and  by  poor  muscular  relaxation. 


In  this  situation,  one  must  deepen  the 
anesthesia  because  the  relaxant  is  not  at 
fault.  When  central  depression  is  the 
cause  of  the  respiratory  deficiency,  infla- 
tion of  the  lungs  is  difficult. 

Often  painful  stimuli  from  the  operative 
area  will  initiate  irregular,  shallow  respir- 
ation in  the  poorly  relaxed  patient.  If 
apnea  is  from  hypocapnea,  relaxation  is 
poor  and  the  blood  pressure  and  pulse  are 
usually  normal  or  decreased.  When  there 
is  central  depression,  increase  the  relax- 
ant according  to  the  relaxation  needed  in 
the  operative  area.  Do  not  administer  any 
more  depressant  drugs  until  respiration 
returns.  If  apnea  has  been  produced  by 
excessive  doses  of  narcotics  and  analge- 
sics, the  administration  of  5 to  10  mgm. 
of  nalorphine  or  1 to  2 mgm.  of  levallor- 
phan  will  reestablish  spontaneous  respira- 
tion within  two  to  three  minutes,  in  many 
cases.2' 

In  the  treatment  of  postoperative  res- 
piratory deficiency  or  apnea,  the  specific 
antidote  for  the  curare  and  curare-like 
drugs  is  prostigmine®  or  neostigmine  and 
edrophonium  or  tensilon®.  These  drugs 
can  also  be  used  in  occasional  cases  of 
succinylcholine  apnea  of  long  duration 
where  other  measures  have  failed.  Fresh 
whole  blood  has  been  used  in  succinylcho- 
line apneas  with  occasional  success.  There 
is  some  evidence,  as  first  pronounced  by 
Churchill-Davidson,-’’^  that  in  the  prolonged 
administration  of  succinylcholine  thei’e  is 
altered  sensitivity  of  the  neuromuscular 
end-plate  and  there  may  be  a dual  block 
in  which  first  a depolarizing  block  occurs 
and  later  is  followed  by  a non-depolarizing 
block. 

Let  us  consider  the  drugs,  tensilon®  and 
prostigmine® The  pharmacological  ac- 
tion of  tensilon®  (edrophonium  chloride) 
resembles  acetylcholine,  but  this  action  is 
more  prominent  on  skeletal  muscles  than 
on  the  ganglia  and  postganglionic  para- 
sympathetic endings.  Tensilon®  also  pos- 
sesses moderate  anticholinesterase  activi- 
ty. Although  its  muscarinic  effect  is  less 
pronounced  than  acetylcholine,  it  is  still 
considered  safe  to  give  atropine  before 
its  administration.  However,  some  believe 
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atropine  is  not  necessary.  The  dosage  of 
tensilon®  is  repeated  single  doses  of  five 
to  ten  mgm.  until  effect.  The  action  of 
tensilon®  is  transient,  since  it  is  not  more 
than  five  minutes  duration.  Total  dosage 
should  not  exceed  30  to  40  mgm.,  since 
overdose  can  result  in  a block  by  persis- 
tent depolarization. 

If  spontaneous  respiration  is  restored 
after  tensilon  and  if  the  patient  later  be- 
comes apneic,  prostigmine®  1 to  1.5  mgm. 
preceded  by  atropine  in  the  same  preopera- 
tive dosage  may  be  given.  Prostigmine® 
belongs  to  the  so-called  cholinesterase  in- 
hibitors and  acts  by  preserving  acetylcho- 
line from  rapid  hydrolysis.  Prostigmine® 
should  ordinarily  be  given  in  repeated 
doses  of  1 mgm.  It  is  imperative  to  give 
atropine  intravenously  three  to  five  min- 
utes before  the  prostigmine®.  Between 
each  dose  of  prostigmine®,  the  drug 
should  be  allowed  time  to  act  (two  to  four 
minutes),  and  the  respiration  and  pulse 
should  be  closely  watched.  The  maximum 
dosage  of  prostigmine®  should  not  exceed 
2.5  to  3 mgm.  It  is  hopeful  that  some  res- 
piratory effort  is  made  by  the  patient  or 
some  motion  of  the  breathing  bag  is  made 
before  the  use  of  any  of  these  drugs.  This 
is  particularly  important  when  the  anes- 
thetist uses  prostigmine®  or  tensilon®. 

It  has  been  shown  by  Hunter  that 
there  are  some  patients  who  are  resistant 
to  prostigmine®  and  that  prostigmine®  in 
itself  in  large  doses  can  cause  neuromus- 
cular block.  If  the  anesthetist  assists  the 
patient’s  respiration  instead  of  controlling 
it  and  if  a respiratory  deficiency  develops, 
then  the  anesthetist  has  some  respiratory 
effort  as  a basis  on  which  to  begin  the 
treatment  of  the  deficiency. 

Other  drugs  used  in  the  treatment  of 
respiratory  deficiency  include  the  use  of 
a mild  diuretic  as  50  cc.  of  50  per  cent 
glucose  or  500  cc.  of  10  percent  glucose 
in  patients  with  a decreased  urinary  out- 
put or  in  patients  to  whom  large  doses  of 
succinylcholine  have  been  given  by  con- 
tinuous intravenous  drip.  The  possibility 
of  accumulation  of  succinylmonocholine 
must  be  considered  in  such  a situation. 
Since  both  succinylcholine  and  succinyl- 


monocholine are  excreted  rapidly  through 
the  kidneys,  once  that  urinary  excretion 
has  been  reestablished,  the  respiratory  de- 
ficiency or  apnea  caused  by  accumulation 
of  succinylmonocholine  will  be  relieved. 

In  patients  with  preoperative  potassium 
deficiency,  there  may  be  a tendency  to 
depressed  respiration.  In  those  cases  in- 
travenous 0.8  per  cent  solution  of  potassi- 
um chloride  at  eighty  to  one  hundred 
drops  per  minute  may  be  beneficial. 

Summary 

The  uses  of  muscle  relaxants  have  been 
beneficial  in  many  types  of  surgery  in- 
cluding abdominal,  chest,  and  cardiac  sur- 
gery. Their  advantages  are  also  manifest 
in  endotracheal  intubation  and  endoscopic 
procedures.  In  electroshock  therapy  they 
have  been  a boon. 

The  safeguards  have  been  discussed  un- 
der (1)  management  of  anesthesia  with 
relaxants,  (2)  dosage  and  administration, 

(3)  indications  and  contraindications, 

(4)  drugs  used  in  combating  and  prevent- 
ing complications. 

The  cardinal  principles  in  the  manage- 
ment of  anesthesia  with  relaxants  have 
been  enumerated. 

Dosage  and  administration  is  mentioned 
with  emphasis  on  the  synergism  that  oc- 
curs between  relaxants  and  anesthetic 
agents. 

Indications  and  contraindications  are 
emphasized  with  reference  to  the  type  of 
relaxant  best  suited  in  a given  situation. 

The  complications  associated  with  mus- 
cle relaxants  may  be  due  to  the  relaxant 
per  se  or  the  effect  of  the  physiologic 
trespass  on  respiration.  These  complica- 
tions and  their  causes  are  listed.  The  vari- 
ous drugs  used  to  combat  or  prevent  un- 
toward situations  are  gone  into  in  detail. 
Especial  emphasis  is  placed  on  respiratory 
deficiency  and  apnea.  Artificial  respira- 
tion is  the  mainstay  of  any  treatment  for 
respiratory  deficiency  or  apnea. 
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Nature  of  Yellow  Fever 

S.  M.  Bemiss 

* * * Artificial  heat  is  a destroyer  of  yellow  fever  poison;  but  the  same  objections 
rest  against  it  that  I have  mentioned  as  applicable  to  artificial  cold.  It  is  not  possible 
to  extend  its  range  of  action  beyond  close  rooms  and  such  fomites  as  may  be  conveniently 
subjected  to  it  in  ovens  or  closets.  * * * 

Burning  infected  things  certainly  puts  and  end  to  their  power  to  work  harm.  But 
the  manner  in  which  this  is  sometimes  done  is  productive  of  more  injury  than  good. 
If  slow  fires  are  trusted  to  consume  infected  material,  the  smoke  and  currents  of  air 
emanating  from  them  convey  the  infection  to  the  inhabitants  of  neighboring  houses. 
The  articles  to  be  burned  should  be  covered  with  some  inflammable  substance  and 
thrown  upon  hot  fires. 

New  Orleans  M.  & S.  .1.  10:349  (Nov.)  1882 
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• The  commitment  of  the  mentally  ill  is  a subject  of  wide  interest,  a 
problem  of  tremendous  social  and  economic  proportions. 


AyCENTAL  illness  is  the  nation’s  number 
one  health  problem.  Half  the  hospi- 
tal beds  in  the  United  States  are  occu- 
pied by  mental  patients.  There  are  over 
618,000  resident  patients  in  public  men- 
tal hospitals  in  the  United  States ; there 
are  over  219,000  new  admissions  each 
year.  In  1960,  Louisiana’s  three  public 
mental  hospitals  treated  15,777  patients; 
they  admitted  during  the  year  4,376  new 
patients.* 

This  paper  briefly  describes  the  Mental 
Health  Law  of  Louisiana  and  discusses 
the  manner  in  which  commitment  proce- 
dure is  actually  carried  out  in  practice. - 

I.  Types  of  Civil  Commitment 

The  term  “commitment”  designates  the 
various  types  of  admission  to  the  mental 
hospital.  The  Mental  Health  Law  of  Lou- 
isiana provides  four  modes  of  procedure 
for  admission  to  a mental  hospital: 
(1)  coroner’s  commitment,  (2)  judicial 
commitment,  (3)  emergency  commitment, 
and  (4)  voluntary  admission. 

The  statutes  on  compulsory  hospitaliza- 
tion in  the  United  States  (including  Lou- 
isiana’s) are  an  outgrowth  of  the  common 
law  rule  that  any  person  has  a right  to 
detain  one  who  is  mentally  ill  and  danger- 
ous to  himself  or  others.  Only  the  last- 
indicated  procedure  (voluntary  admission) 
requires  the  patient’s  consent.  Many  men- 
tal patients  prefer  to  remain  in  the  hospi- 
tal, seeking  its  security  and  care,  but 
there  are  others  who  protest  hospitaliza- 
tion. The  mental  health  laws  are  unique 
in  our  legal  system.'*  They  permit  forced 
incarceration  without  the  commission  of 
crime.  The  justification  for  involuntary 
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commitment  is  that  a seriously  ill  person 
lacks  the  insight  to  care  for  himself  or 
may  be  dangerous  to  others.  For  these 
reasons,  the  care  of  the  mentally  ill  en- 
tails legal  formalities  generally  unneces- 
sary in  the  care  of  persons  suffering  phy- 
sical illness. 

A.  Coroner’s  Commitment 
The  coroner’s  commitment  procedure  in- 
volves an  application  to  the  superintendent 
of  a hospital,  submitted  by  a relative,  or 
any  responsible  person  in  the  “absence  of 
relatives,”  and  supported  by  a certificate 
signed  by  the  coroner  and  another  physi- 
cian. As  a result  of  an  amendment  in  1954, 
pushed  by  State  Representative  Wellborn 
Jack  of  Caddo  Parish,  the  application  must 
also  be  approved  by  a district  court  judge. 
While  the  judge  may  act  upon  it  without 
formalities  (such  as  notice  and  hearing), 
it  can  realistically  be  said  that  there  is 
no  longer  in  operation  in  Louisiana  the 
coroner’s  commitment  procedure.  There 
is  now  no  authority  for  the  coroner  to 
commit  directly  to  an  institution ; the  ap- 
plication must  be  approved  by  the  judge, 
at  least  informally.* 

The  coroner’s  commitment  procedure  is 
also  seldom  used  in  Louisiana  because  the 
patient  can  petition  for  a subsequent-to- 
commitment  court  hearing,  entailing  ex- 
pense and  time,  which  can  be  obviated  by 
obtaining  initially  a formal  court  order, 
with  notice  and  hearing.  In  Louisiana  any 
person  committed  without  formal  notice 
and  hearing  is  entitled  to  a hearing  upon 
demand.'* 

It  would  appear  that  there  is  no  need 
for  the  coroner’s  commitment  procedure 
in  Louisiana.  It  does  not  exist  elsewhere. 
The  coroner’s  position  in  Louisiana  is  usu- 
ally filled  by  persons  inexperienced  in  the 
diagnosis  of  mental  illness,  and  hence  his 
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certification  is  not  of  particular  value. 
The  decision  may  as  well  be  made  by  the 
judge.  The  judicial  and  emergency  com- 
mitment procedures  are  adequate  methods 
for  compulsory  admission. 

B.  Judicial  Commitment 

The  judicial  or  court  commitment  is  the 
principal  mode  of  procedure  which  is  used 
throughout  the  country,  including  Louisi- 
ana. The  commitment  is  for  an  indefi- 
nite period.  Approximately  90  per  cent  of 
all  mental  patients  are  admitted  via  judi- 
cial procedure. 

The  Louisiana  law  provides  that  any 
responsible  person,  upon  presentation  of 
a certificate  co-signed  by  the  coroner  and 
another  physician,  may  apply  to  a civil 
district  court  for  commitment  of  a men- 
tally ill  person.**’  The  judge  at  the  hearing 
may  or  may  not  request  the  presence  of 
the  patient  and  it  is  within  his  discretion 
whether  notice  of  the  hearing  is  served  on 
the  patient.  It  is  possible  to  obtain  a 
judicial  commitment  within  twenty-four 
hours  in  most  Louisiana  parishes.  In  Or- 
leans Parish,  the  parish  of  the  largest 
number  of  commitment  applications,  the 
Civil  District  Court  requires  that  the  pa- 
tient be  served  notice  fifteen  days  before 
hearing.  The  fifteen-day  notice  period, 
which  is  generally  employed  in  judicial 
proceedings,  seems  excessive  for  commit- 
ment procedure  in  that  it  delays  transfer 
of  patients  to  state  hospitals  from  Charity 
Hospital  and  the  Veterans  Administration 
Hospital,  from  which,  as  a matter  of  prac- 
tice, judicial  commitments  are  made  in 
Orleans  Parish.  When  commitment  is  con- 
tested, which  is  rare,  delays  could  be  grant- 
ed. As  matters  stand,  the  fifteen-day  no- 
tice period  places  the  Charity  and  Veter- 
ans Administration  Hospitals  in  the  posi- 
tion of  custodians.  In  Orleans  Parish,  the 
judge  at  the  hearing  interviews,  at  least 
briefly,  every  patient  to  be  committed. 

In  both  the  coroner’s  and  judicial  com- 
mitments, the  coroner  and  physician  must 
have  made  a personal  examination  of  the 
alleged  mental  patient  not  more  than  three 
days  prior  to  the  date  of  petitioning  the 
superintendent  or  court.  Furthermore,  in 
the  case  of  the  coroner’s  commitment,  the 
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alleged  mental  patient  must  be  admitted 
to  the  hospital  within  fourteen  days  after 
the  examination. 

To  assist  in  deciding  upon  an  application 
for  commitment,  some  judges  take  advan- 
tage of  the  provision  of  the  law  which 
permits  sending  the  allegedly  mentally  ill 
person  to  an  institution  for  a limited  peri- 
od for  observation."  The  court  order  some- 
times allows  the  institution  “thirty  days 
and  such  additional  time  as  may  be  re- 
quired’’ to  make  a finding. 

The  judicial  commitment  procedure  has 
come  in  for  a great  deal  of  criticism.  It 
is  considered  in  some  quarters  to  be  use- 
less and  detrimental.  The  British  Mental 
Health  Act  has  eliminated  judicial  com- 
mitment in  civil  cases.  An  independent 
agency,  called  the  Mental  Health  Review 
Tribunal,  composed  of  persons  trained  in 
law,  medicine  and  social  service,  and  to 
which  patients  and  their  relatives  have 
access,  is  established  under  the  British 
Act  to  review  the  need  for  continued  hos- 
pitalization.® It  is  the  view  that  the 
magistrate’s  order  is  not  an  effective  safe- 
guard because  he  cannot  form  any  sound 
independent  opinion  on  the  patient’s  men- 
tal state  **  and  because  the  judicial  order 
links  certification  with  the  courts  and  the 
punishment  of  crime,  thereby  stigmatiz- 
ing the  patient.  The  new  British  Act  re- 
places the  judicial  order  with  the  require- 
ment in  compulsory  admission  cases  of 
two  medical  opinions  including  one  from 
a doctor  of  special  experience.  It  is  con- 
sidered that  the  requirement  of  two  medi- 
cal opinions,  one  of  which  is  by  an  expert, 
is  a better  safeguard  than  the  judicial 
order.*'* 

It  would  appear,  however,  that  the  ju- 
dicial commitment  procedure  should  be  re- 
tained by  law.  As  a result  of  the  judicial 
commitment,  there  is  less  chance  of  the 
physician  being  sued  for  an  improper  con- 
finement. It  spreads  the  responsibility. 
Furthermore,  many  commitments  are  so- 
cial decisions,  involving  persons  who  are 
not  medical  problems  but  who  are  sent 
to  the  mental  hospital  for  lack  of  another 
place  to  send  them  for  custodial  care.  It 
is  the  function  of  the  judge  as  society’s 
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representative  to  make  a value  decision 
of  this  type.  Regarding  commitments 
for  medical  reasons,  judicial  commitment 
should  be  afforded  only  upon  request.  At 
Charity  Hospital  in  New  Orleans,  where 
there  are  approximately  90  admissions 
per  month,  30  to  45  persons  are  committed 
to  state  institutions,  the  remainder  dis- 
charged. Approximately  two-thirds  of  the 
patients  who  are  committed  are  either  out 
of  contact  with  reality  or  in  perfect  agree- 
ment with  the  physician’s  recommenda- 
tion of  commitment.  The  remaining  one- 
third  protest  commitment.  It  would  ap- 
pear that  the  latter  are  entitled  to  have  a 
judge  make  the  decision.  For  others,  there 
is  no  need  for  judicial  commitment,  which 
is  stigmatizing  and  time-consuming.  There 
is  always  the  remedy  of  habeas  corpus  for 
improper  confinement. 

C.  Emergency  Commitment 

The  emergency  commitment  of  the  men- 
tally ill  is  done  by  a doctor  and  a friend. 
The  law  provides  that  a relative,  curator 
or  friend  may  apply  to  an  institution  su- 
perintendent for  the  emergency  commit- 
ment of  a person  who,  upon  examination 
by  a qualified  physician,  has  been  certified 
to  be  mentally  ill  and  in  need  of  immediate 
care.  An  emergency  commitment  must  be 
followed  by  judicial  or  coroner’s  commit- 
ment, or  by  discharge,  within  thirty 
days.” 

The  emergency  commitment  procedure 
is  little  used  in  Louisiana,  probably  be- 
cause most  physicians  have  been  unaware 
of  its  availability.  The  examining  physi- 
cian need  not  be  a psychiatrist.  Perhaps 
some  physicians  are  wary  of  a lawsuit,  es- 
pecially in  cases  involving  paranoid  indi- 
viduals, but  insurance  is  available  as  pro- 
tection, and  lawsuits,  which  are  rare,  are 
singularly  unsuccessful  throughout  the 
country.  A physician  acting  in  good  faith 
to  arrange  care  for  an  acutely  disturbed, 
potentially  suicidal  or  destructive  patient 
need  not  fear  legal  repercussions.  More 
frequent  emergency  commitments  would 
reduce  the  number  of  instances  in  which 
acute  psychiatric  cases  are  confined  in 
jails  or  permitted  to  run  free  at  risk  to 


themselves  and  others.  Moreover,  within 
the  thirty-day  confinement  period  afford- 
ed by  the  emergency  commitment  proce- 
dure, the  patient  is  often  calmed  down, 
ready  for  discharge  or  voluntary  admis- 
sion. As  a prerequisite  for  this  form  of 
commitment,  the  examining  physician 
must  state  that  the  patient  requires  im- 
mediate care  in  a mental  hospital. 

In  approximately  fifteen  states  there 
apparently  is  no  short-cut  of  formal  ad- 
judication even  in  acute  emergencies.  In 
these  states  a violent  patient  would  have 
to  be  detained  in  jail  until  formal  com- 
mitment is  accomplished. 

D.  Voluntary  Admission 
Voluntary  admission  to  an  in.stitution 
may  be  obtained  by  a mentally  ill  person 
who  presents  to  the  superintendent  a writ- 
ten application  and  a physician’s  certifi- 
cate of  examination.*- 

Until  recently,  few  voluntary  patients 
were  accepted  in  Louisiana  State  hospitals. 
Voluntary  admissions  were  not  encour- 
aged since  these  patients  could  obtain  a 
release  on  demand  although  the  hospital 
staff  might  believe  the  patient  to  be  a 
danger  to  himself  or  to  society.  It  was 
difficult  for  the  staff  to  obtain  judicial 
commitments  of  patients  already  in  state 
hospitals  not  located  in  their  home  par- 
ishes. In  1954,  the  Louisiana  law  was 
amended  to  provide  that  the  superinten- 
dent, within  forty-eight  hours  of  the  re- 
quest, may  state  to  the  district  court  of 
the  parish  where  the  mental  institution  is 
located  that  the  release  of  the  patient 
would  not  be  wise  from  the  viewpoint  of 
the  safety  of  the  patient  or  others,  and 
release  may  be  postponed  for  as  long  as 
the  court  determines  necessary  for  the 
commencement  of  judicial  commitment.*^ 
Notwithstanding  the  disadvantages,  vol- 
untary commitments  have  recently  been 
encouraged,  as  they  should  be  in  our  opin- 
ion, since  the  stigma  and  prison-like  as- 
pects of  hospitalization  are  thus  appre- 
ciably reduced.  There  is  thus  afforded  an 
opportunity  for  hospitalization  with  no 
more  red  tape  than  admission  to  a gen- 
eral hospital.  An  important  right  of  the 
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mentally  ill,  sometimes  forgotten,  is  the 
right  to  early  and  efficient  treatment. 
Burdensome  admission  formalities  make 
families  reluctant  to  send  relatives  to  the 
hospital,  are  painful  to  the  patient  him- 
self, and  tend  to  foster  the  stigma  of  men- 
tal illness. 

The  Southeast  Louisiana  Hospital  (Man- 
deville)  has  recently  begun  accepting  some 
voluntary  cases  from  New  Orleans  on  the 
condition  that  the  patient  agree  to  give 
seven  days’  notice  prior  to  demanding  his 
discharge.  If  a patient  requests  his  re- 
lease but  is  considered  by  the  staff  to  be 
dangerous  to  himself  or  others,  he  is  trans- 
ferred to  Charity  Hospital  in  New  Orleans 
where  steps  are  immediately  taken  to  ob- 
tain judicial  commitment.  At  present  vol- 
untary applicants  are  being  accepted  in 
increasing  numbers  by  the  East  Louisiana 
State  Hospital  at  Jackson.  Unfortunate- 
ly, some  persons  applying  for  admission 
are  not  seeking  treatment  but  are  running 
away  from  real  or  apparent  legal  or  family 
problems.  There  are  a number  of  alcohol- 
ics seeking  admission. 

There  is  a growing  tendency  through- 
out the  country  toward  nonjudicial  com- 
mitment. The  voluntary  admission  proce- 
dure exists  in  all  states,  except  approxi- 
mately six.  Most  states  in  the  United 
States  specify  a short  fixed  detention  peri- 
od or  a short  detention  period  following  a 
notice  of  desire  to  leave.  Although  he  en- 
ters at  will,  the  patient  cannot  leave  at 
will.*'*  The  British  Mental  Health  Act 
grants  power  to  change  the  patient’s  stat- 
us quickly  to  that  of  a detained  patient. 
The  British  Act  makes  no  distinction  be- 
tween the  treatment  of  the  detained  pa- 
tient and  that  of  the  voluntary  patient. 

II.  Criminal  Commitment 

A person  charged  or  convicted  of  crime 
who  is  mentally  ill  at  the  time  of  trial  is 
judicially  committed  to  the  so-called  crimi- 
nal colony  at  the  East  Louisiana  State 
Hospital."*  Criminal  commitments  are 
often  of  therapeutically  hopeless  cases. 
However,  an  active  treatment  unit,  sepa- 
rating the  treatable,  has  recently  been  es- 
tablished in  the  criminal  colony. 
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A prisoner  in  the  jail  or  penitentiary 
who  becomes  mentally  ill  during  the  term 
of  sentence  is  committable  to  the  criminal 
colony  at  the  East  Louisiana  State  Hospi- 
tal. Transfer  is  accomplished  by  the  regu- 
lar criminal  commitment,*'  and  the  period 
of  commitment  is  credited  against  the  sen- 
tence.**^ There  is  no  provision  for  transfer 
of  the  non-psychotic  criminal.  From  the 
viewpoint  of  rehabilitation,  there  is  much 
to  be  said  for  the  establishment  of  co- 
ordinated transfers  between  institutions. 
Within  the  institution,  the  hospital  super- 
intendent has  the  right  to  transfer  a pa- 
tient who  was  not  voluntarily  admitted 
to  the  criminal  colony  without  his  con- 
sent, which  is  sometimes  necessary  for 
the  maintenance  of  security.***  Under  the 
British  Mental  Health  Act,  the  courts 
may,  with  doctors’  approval,  order  hospi- 
talization instead  of  imprisonment  for 
mentally  ill  persons  who  are  deemed  suit- 
able for  treatment. 

A person  who  is  acquitted  of  crime  by 
reason  of  “insanity”  at  the  time  of  the  al- 
alleged  criminal  act  (under  M’Naghten 
right-and-wrong  test)  is  considered  for  ju- 
dicial civil  commitment.  When  the  court 
commits  such  a person,  there  is  no  convic- 
tion and  prison  is  consequently  abandoned 
as  an  alternative.  From  the  hospital  point 
of  view,  it  would  be  desirable  to  give  the 
hospital  the  power  to  reject  patients  who 
are  severe  management  problems;  other- 
wise the  hospital  may  have  to  convert 
itself  into  a prison  in  order  to  control  them. 

It  is  important  to  note  that  a person 
who  is  criminally  committed  is  sometimes 
“the  forgotten  man.”  If  he  had  been 
sent  to  prison,  he  would  have  been  released 
at  the  end  of  his  sentence,  or  earlier,  de- 
pending upon  parole.  However,  in  the  hos- 
pital, the  judge,  mindful  of  public  opinion, 
is  reluctant  to  order  his  release  unless  the 
hospital  psychiatrist  will  absolutely  guar- 
antee to  him  that  the  patient  will  commit 
no  further  crime,  which  of  course  the  psy- 
chiatrist cannot  do.  The  hospital  as  a 
result  may  act  as  a jail,  with  the  patient 
serving  an  indeterminate  sentence.  The 
problem  is  not  restricted  to  Louisiana.  It 
exists  throughout  the  United  States,  es- 
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pecially  in  institutions  which  are  inade- 
quately staffed. 

III.  Notice  and  Hearing  in  Civil 
Commitments 

Most  states  of  the  United  States,  in 
their  interpretation  of  due  process,  require 
that  the  alleged  mental  patient  have  ac- 
tual notice  and  an  opportunity  for  a court 
hearing  prior  to  compulsory  admission  to 
a hospital,  in  civil  commitment  as  well  as 
in  criminal  commitment.  In  four  states,-' 
a warrant  is  actually  served  by  the  sheriff. 
The  Louisiana  Mental  Health  Law  (and 
similar  laws  in  other  states)  do  not  pro- 
vide for  notice  and  an  opportunity  for 
hearing  before  commitment.  However,  as 
a rule,  patients  committed  to  state  hos- 
pitals from  Orleans  Parish  have  notice 
served  by  the  civil  sheriff  and  a hearing 
which  is  usually  held  in  Charity  Hospital. 

The  opportunity  in  Louisiana  to  peti- 
tion for  a subsequent-to-commitment  judi- 
cial hearing  is  said  to  satisfy  the  due  pro- 
cess requirement  for  persons  committed 
without  a hearing.  The  Louisiana  Mental 
Health  Law  provides  in  the  post-commit- 
ment petition-for-hearing  procedures  that 
an  individual  may  request  the  appoint- 
ment of  a commission  to  assist  the  court 
in  the  hearing.  The  prior  determination 
is  easily  maintained  as  the  commission 
may  be  composed  of  the  coroner  and  phy- 
sician w’ho  signed  the  certificate  of  com- 
mitment. 

Trial  by  jury  is  not  allowed  in  Louisi- 
ana commitment  procedure  nor  in  that  of 
most  other  states.'--  In  a criminal  proceed- 
ing, the  state  moves  against  the  accused, 
but  in  a commitment  proceeding,  the  state 
moves  on  behalf  of  the  patient  as  w’ell  as 
the  community.  As  it  has  been  put,  the 
use  of  a jury  in  commitment  proceedings 
is  about  as  sensible  as  calling  in  the  neigh- 
bors to  diagnose  meningitis  or  scarlet 
fever.-''  However,  the  jury  may  have  a 
role  to  play,  not  in  diagnosing  the  illness, 
but  in  determining  whether  a person 
should  be  committed.  Commitment  is  at 
root  a social  problem,  and  the  jury,  rep- 
resenting a cross-section  of  the  commu- 
nity, may  be  the  best  agent  to  decide.  For 


example,  it  may  be  the  prognosis  that  a 
person,  left  to  his  own  devices,  will  short- 
ly commit  suicide,  but  he  prefers  to  be 
left  alone,  “to  go  to  hell  in  his  own  way.” 
He  is,  let  us  assume,  a danger  to  no  one 
but  himself.  The  decision  in  this  case 
rests  on  social  values.-^  However,  because 
of  the  time  and  expense  involved,  it  is 
generally  believed  that  the  legalism  of 
the  jury  system  is  not  justified  in  this 
area.  Furthermore,  as  diagnosis  and  treat- 
ment are  interrelated,  physicians  would 
make  diagnoses  to  the  jury  with  a view 
to  the  consequences.  If  commitment  is 
the  desideratum,  the  physician  would  tend 
to  diagnose  the  case  so  as  to  convince  the 
jury  of  the  necessity  of  commitment.  It 
would  appear  that  the  judge  alone  in  the 
court  commitment  procedure  can  ade- 
quately protect  the  civil  rights  of  the  pa- 
tient. 

The  contested  case,  wherein  a patient 
or  his  family  obtain  legal  counsel  in  an 
effort  to  defeat  a petition  for  commit- 
ment, is  rare.  One  of  the  authors  has 
been  the  examining  physician  in  approxi- 
mately 2500  commitment  proceeding  of 
which  less  than  1 per  cent  have  been  for- 
mally contested.  The  chief  reason  for  the 
rarity  of  contested  cases  is  that  the  pa- 
tient’s psychotic  condition  makes  an  or- 
ganized effort  to  defend  him  impossible. 
In  addition,  even  though  a patient  may  be 
psychotic  in  the  physician’s  opinion,  the 
physician  will  seldom  press  for  commit- 
ment in  the  face  of  opposition  from  the 
family  unless  the  patient  is  clearly  a 
homicidal  or  suicidal  risk. 

IV.  Liability  for  Improper  Commitment 

Emphasis  on  medical  considerations  in 
the  Louisiana  Mental  Health  Law  (and 
similar  laws  in  other  states)  results  in 
a minimum  of  legal  proceedings.  The  dan- 
ger inherent  in  minimizing  legal  proceed- 
ings is  the  possible  commitment  of  a 
healthy  person  and  the  resultant  harm  to 
his  reputation.  To  guard  against  this  dan- 
ger, anyone  who  maliciously  and  without 
probable  cause  instigates  commitment  pro- 
ceedings may  be  held  liable  in  damages. 
A physician  who  makes  a negligent  ex- 
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amination  which  causes  a healthy  person 
to  be  committed  to  an  institution  may  also 
be  held  liable  in  damages.  Furthermore, 
any  person  who  improperly  commits  or 
attempts  to  commit  a healthy  person  may 
be  subject  to  fine  or  imprisonment.  How- 
ever, a plot  to  “put  someone  away”  for 
reasons  of  vengeance  or  personal  gain 
seems  to  occur  more  frequently  as  a dra- 
matic theme  than  in  actuality  where  a 
qualified  examiner  could  readily  distin- 
guish delusion  from  reality.  The  so-called 
“railroading”  of  mental  patients  is  more 
a myth  than  anything  else. 

Although  a malicious,  improper  confine- 
ment is  rare,  patients  are  often  tricked  in- 
to coming  to  a hospital  or  coroner’s  office 
in  an  unfortunate  manner  by  well-meaning 
relatives,  police  officers,  or  physicians 
who,  in  order  to  avoid  possible  violent  re- 
sistance, tell  the  patient  that  he  is  coming 
back  home  immediately,  that  he  is  going 
to  see  a sick  friend,  etc.  Open  force  is 
preferable  to  deception  since  the  disturbed 
person  may  already  be  excessively  sus- 
picious and  this  deception  confirms  his 
persecutory  ideas  and  may  much  delay  his 
recovery. 

V.  Commitable  Persons 

The  scope  of  the  Louisiana  Mental 
Health  Law  is  broad.  It  provides  in  gen- 
eral terms  for  the  commitment  of  the 
mentally  ill,^'’’  the  mental  defective,^'*  the 
epileptic  and  the  inebriate.^*  While  a 
hospital  is  legally  bound  to  accept  a per- 
son who  is  commited,  the  reality  of  the 
situation — the  limitation  of  facilities  and 
personnel — often  prevents  the  acceptance 
of  all  commited  persons. 

A.  Mental  Defectives 

It  is  estimated  that  there  are  on  the 
waiting  list  in  Louisiana  approximately 
one  thousand  mental  defectives,  who  in- 
cidentally need  custodial  care  rather  than 
medical  treatment.  Mental  defectives  can 
quickly  overflow  an  institution.  But,  at 
present,  the  judge  in  Louisiana  has  no 
place  to  send  them  other  than  to  the  men- 
tal hospital.  On  occasion  the  judge  may 
hope  that  the  examining  physician  will 
not  diagnose  the  person  as  a mental  de- 
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fective,  so  as  to  enhance  his  chance  of 
acceptance  by  a state  mental  hospital. 
Confronted  with  the  problem  of  disposi- 
tion of  a disturbed  defective,  the  physi- 
cian might  minimize  the  deficiency  aspect 
of  the  disorder  in  his  diagnosis.  Once 
accepted  by  the  hospital,  a mental  defec- 
tive committed  by  court  order  can  be  dis- 
charged only  with  the  approval  of  the 
committing  court. 

B.  The  Aged 

Even  though  not  psychotic,  the  aged  are 
with  great  frequency  being  committed  to 
mental  hospitals.  Throughout  the  nation 
many  feeble  old  people  are  sent  to  mental 
hospitals  for  primarily  sociologic  rather 
than  mental-health  reasons.  Relatives  are 
unwilling  or  unable  to  care  for  them  and 
homes  for  the  aged  are  usually  unavail- 
able. As  a result,  one  often  sees  in  the 
mental  hospital  gentle,  mild-mannered  old 
people  sitting  among  younger,  very  dis- 
turbed persons.  These  elderly  patients 
may  be  unable  to  care  for  themselves  at 
home  because  of  organic  brain  changes 
associated  with  senility  resulting  in  for- 
getfulness, periods  of  confusion,  deteriora- 
tion of  social  habits,  and  obstreperous  be- 
havior. They  need  custodial  care,  but  not 
in  a mental  hospital ; separate  state  facili- 
ties for  the  aged  would  be  more  suitable. 
Many  individuals  today  believe  that  the 
State  has  the  duty  of  taking  care  of  their 
elder  relatives.  They  do  not  feel  respon- 
sible for  their  old  folks. 

C.  The  Sociopath 

A sociopath  (anti-social  person  or  psy- 
chopath, as  he  is  also  called),  such  as  the 
sexual  psychopath,  falls  under  the  broad 
legal  definition  in  the  Louisiana  Mental 
Health  Law  of  a mentally  ill  person  and 
hence  is  commitable.  However,  this  type 
of  person  is  often  not  treatable,  and  more- 
over is  disruptive  in  a hospital  setting.  To 
protect  against  his  plotting  of  riots,  es- 
cape, and  other  acts,  the  hospital  must 
maintain  excessive  security  like  that  of 
a prison.  The  place  for  the  sociopath  is 
the  prison,  or  a specialized  unit,  not  the 
mental  hospital  as  presently  constituted. 
The  law  provides  that  a patient  who  has 
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shown  dangerous  tendencies  shall  be  dis- 
charged only  after  sufficient  guarantee 
of  proper  supervision  of  the  patient  by  a 
reputable  person.’’" 

I).  The  Alcoholic 

While  the  alcoholic  can  be  committed 
under  the  Mental  Health  Act  and  is  con- 
sidered to  be  a mentally  ill  person  by  most 
psychiatrists,  he  is  not  ordinarily  com- 
mitted as  he  presents  special  problems.  In- 
voluntary commitment  is  of  little  avail  in 
the  average  case  since  an  alcoholic  who  is 
not  motivated  to  seek  help  voluntarily 
rarely  benefits  from  treatment.'^  No  mat- 
ter how  long  the  confinement,  such  a 
person  will  immediately  begin  drinking  on 
his  discharge.  Judicial  commitment  is 
used  in  the  case  of  the  alcoholic  who  has 
become  psychotic  and  needs  temporary 
confinement  for  treatment  of  the  psy- 
chotic phase  of  his  illness.  A difficult 
problem  concerning  the  decision  to  com- 
mit occurs  in  the  case  of  a person  who 
is  psychotic  only  when  intoxicated,  the 
alcohol  acting  as  a trigger  to  release  a 
dormant  psychosis.  These  patients  may 
become  homicidal  when  intoxicated  but 
after  a few  days  of  hospital  care  will  ap- 
pear perfectly  normal.  If  there  is  no  mo- 
tivation for  further  treatment,  commit- 
ment to  a state  hospital  will  be  served  like 
a prison  term,  with  no  benefits  derived. 
But,  if  released,  the  return  to  the  previous 
pattern  with  drinking  and  disturbed  be- 
havior can  be  predicted.  Neither  present 
laws  nor  facilities  provide  an  adequate 
solution.  And,  as  in  the  case  of  the  psy- 
chopath, psychiatrists  wait  for  society 
through  changes  in  its  laws  to  say  wheth- 
er it  wants  such  people  confined  indefi- 
nitely or  permitted  to  continue  a potenti- 
ally dangerous  freedom. 

E.  The  Juvenile 

A juvenile  can  be  committed  only  by 
the  judicial  mode  of  procedure.  Jurisdic- 
tion is  vested  entirely  in  the  juvenile 
court The  juvenile  court  has  jurisdic- 
tion of  neglected  and  delinquent  juveniles 
under  the  age  of  seventeen.  If  the  juve- 
nile is  committed,  the  juvenile  court  re- 
tains custody  over  him  while  he  is  in  the 


institution  until  he  reaches  the  age  of 
twenty-one  years.'*-^  If  further  commit- 
ment is  then  necessary,  a petition  must  be 
made  to  the  district  court  for  commitment. 

VI.  The  Rights  of  the  Committed  Patient 

The  Louisiana  Mental  Health  Law  in- 
cludes post-admission  provisions.  It  pro- 
vides a bill  of  rights  for  patients.  It  in- 
cludes: (1)  the  right  to  private  visitation 
and  correspondence  with  an  agent  of  the 
department,  the  patient’s  attorney,  phy- 
sician, minister,  relatives  or  friends ; 
(2)  the  right  to  be  employed  at  a useful 
occupation,  depending  on  his  condition  and 
available  facilities,  and  to  sell  his  prod- 
ucts; (3)  the  right  to  hire  examination 
by  a private  physician  under  the  super- 
vision of  the  department;  (4)  the  right  to 
be  discharged  as  soon  as  medically  ad- 
visable; and  (5)  the  right  to  the  writ  of 
habeas  corpus.^" 

The  Louisiana  Mental  Health  Law  does 
not  mention  the  right  of  the  patient  to 
proper  medical  care.  The  commitment 
laws  of  some  states  provide  for  “medical 
care  and  treatment  in  accordance  with  the 
highest  standards  accepted  in  medical 
practice.”  However,  the  general  lack  of 
adequate  hospital  personnel  and  equip- 
ment usually  makes  this  provision  simply 
a pious  expression  of  hope.  In  1958,  Lou- 
isiana ranked  forty-seventh  in  the  nation 
in  the  adequacy  of  the  physician  staff  at 
its  mental  hospitals  according  to  the  stand- 
ards of  the  American  Psychiatric  Associa- 
tion. It  ranked  forty-second  in  the  nation 
in  average  maintenance  expenditure  per 
patient  per  day  in  public  mental  hospitals. 
It  ranked  thirty-fifth  in  the  nation  in  per- 
capita  spending  for  mental  patients.'*'’ 
These  figures,  however,  do  not  reflect  the 
tremendous  progress  made  in  recent  years 
in  Louisiana.  As  recently  reported  by  Dr. 
Robert  G.  Heath,  Chairman  of  Tulane  Uni- 
versity’s Department  of  Psychiatry,  vast 
improvements  have  been  made  in  Louisi- 
ana in  the  care  of  the  mentally  ill,  primari- 
ly as  a result  of  close  cooperation  between 
the  state  hospitals  and  the  universities.'*' 

Under  the  Louisiana  Mental  Health 
Law,  commitment  in  itself  does  not  de- 
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prive  the  patient  of  his  civil  rights,  such 
as  the  right  to  make  contracts  and  gifts. 
It  is  the  purpose  of  an  incompetency  pro- 
ceeding (interdiction)  to  adjudge  a per- 
son incompetent  and  to  appoint  a curator 
(guardian)  to  control  his  property  and 
administer  his  affairs.  Commitment,  while 
it  involves  confinement  in  an  institution, 
does  not  in  itself  take  from  the  patient  the 
care  and  management  of  his  estate.  In 
some  states,  and  as  a matter  of  practice 
in  some  parishes  in  Louisiana,  commit- 
ment and  interdiction  (guardianship)  are 
joined  in  one  proceeding.  In  our  opinion, 
the  process  of  commitment  should  be  kept 
separate  from  that  of  adjudication  of  in- 
competency. Identification  of  commitment 
with  incompetency  proceedings  makes  for 
excessive  formality  in  the  former.  The 
deprivation  of  civil  rights  is  properly  at- 
tended with  legal  safeguards,  but  formali- 
ty is  undesirable  in  the  commitment  proc- 
ess, which  is  concerned  with  the  determi- 
nation whether  a person  should  be  hos- 
pitalized. 

In  those  jurisdictions  which  combine 
commitment  and  incompetency  proceed- 
ings, the  patient  loses  a number  of  rights, 
such  as  control  over  his  property,  the 
right  to  maintain  his  marriage,  the  cus- 
tody of  his  children,  and,  in  some  places, 
the  right  to  have  children,  as  he  may  be 
subject  to  sterilization  laws.  The  mental 
patient  also  has  no  statutory  right  in  many 
jurisdictions  to  correspond  with  persons 
outside  the  hospital,  including  an  attorney. 

VII  The  Rights  of  the  Superintendent 

The  superintendent  of  the  hospital  may 
discharge  any  patient  committed  to  his  in- 
stitution if  he  believes  that  the  patient  has 
sufficiently  recovered  and  that  no  harm 
will  result  from  his  discharge.  However, 
a criminally  committed  patient,'’^  a juve- 
nile,'*’* or  a mental  defective  committed  by 
court  order,"’  can  be  discharged  only  upon 
order  of  the  committing  court.  Moreover, 
a patient  who  has  shown  dangerous  ten- 
dencies can  be  discharged  only  upon  the 
written  consent  of  the  Department  of  Hos- 
pitals after  an  examination  and  after  suf- 
ficient guarantee  of  proper  supervision  of 


the  patient  by  a reputable  person.**  Fur- 
thermore, any  patient  whose  discharge  is 
opposed  by  a relative  or  other  interested 
person  can  be  discharged  only  after  the 
person  opposing  has  been  notified  and  giv- 
en an  opportunity  to  state  his  reasons  why 
the  patient  should  be  detained  for  further 
care  and  treatment.*- 

The  Department  of  Institutions  has  the 
power  under  the  law  to  establish  places  of 
confinement  for  patients  of  dangerous  ten- 
dencies and  for  those  charged  with  crime 
who  require  special  protection  and  re- 
straint."* Hence,  at  the  East  Louisiana 
State  Hospital,  persons  needing  maximum 
security  are  confined  in  the  criminal  col- 
ony. The  superintendent  has  the  authori- 
ty to  transfer  a patient  from  one  division 
of  the  hospital  to  another,  with  the  excep- 
tion that  a person  criminally  committed 
can  be  transferred  only  upon  the  authority 
of  the  committing  court  and  a voluntary 
patient  can  be  transferred  only  with  his 
written  consent.** 

Regarding  the  alcoholic,  it  might  be 
noted  that  alcoholism  is  often  a problem 
secondary  to  severe  mental  disturbance. 
At  the  hospital,  when  this  is  learned,  the 
patient  is  transferred  out  of  the  alcoholic 
unit.  The  family,  however,  objects,  com- 
plaining of  the  patient’s  transfer  to  the 
“insane  folks.”  As  pointed  out,  a volun- 
tary patient  can  be  transferred  only  with 
his  written  consent,  and  hence  the  hospi- 
tal’s care  of  the  patient  is  rendered  diffi- 
cult. 

VIII.  Conclusion 

(1)  Although  in  need  of  improvement, 
the  Louisiana  Mental  Health  Law  is  one 
of  the  more  modern  in  the  nation.  It  pro- 
vides for  immediate  hospitalization  for 
mentally  ill  persons.  It  eliminates  many 
medically  injurious  features  of  procedures 
currently  used  in  other  states. 

(2)  Physicians  and  attorneys  could  ex- 
pedite admission  of  acutely  ill  psychiatric 
patients  by  becoming  familiar  with  the 
Mental  Health  Act.  Few  have  been  aware 
of  the  thirty-day  emergency  commitment. 

(3)  The  law  does  not  adequately  pro- 
vide for  the  disposition  of  nonpsychotic 
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mentally  ill  persons  such  as  the  sociopath, 
the  alcoholic,  and  the  ap:ed  person  with 
organic  brain  damapre.  The  commitment 
of  the  nonpsychotic  mentally  ill  needs  clar- 
ification in  the  law.  It  is  a confused  area 
in  both  law  and  psychiatry.  Furthermore, 
proper  facilities  are  needed  for  their  con- 
finement. 

Footnotes 

' .Althouffh  the  .stress  today  is  on  treatinp  the 
mentally  ill  in  the  community  rather  than  on 
transferring:  them  to  state  institutions,  the  num- 
ber of  persons  in  out-of-the-community  institu- 
tions remains  today  approximately  the  same  as 
in  previous  years.  But  the  rate  of  discharge  is 
quicker,  due  essentially  to  the  development  of 
tranquilizing  drugs. 

“On  any  given  day  there  are,  in  the  publicly 
supported  hospitals  for  mental  diseases  of  this 
country,  between  600,000  and  700,000  patients. 
An  enormous  number  of  these  patients  have  been 
hospitalized  for  many  years.  There  is  repetitive 
evidence  that  once  a patient  has  remained  in  a 
large  mental  hospital  for  two  years  or  more,  he 
is  quite  unlikely  to  leave  except  by  death.  He 
becomes  one  of  the  large  mass  of  so-called  ‘chron- 
ic’ patients.’’  Bloomberg,  .4  Proposal  for  a Covi- 
mutiify-Pased  Hospital  as  a Branch  of  a State 
Hospital,  116  Am.  J.  Psychiatry  814  (1960). 

- The  problem  of  commitment  and  hospitaliza- 
tion of  the  mentally  ill  has  been  receiving  wide 
attention.  In  1950,  the  Council  of  State  Govern- 
ments and  the  Federal  Security  Agency  prepared 
a “Draft  Act,”  which  was  transmitted  to  all  of 
the  state  governors  as  a working  model,  to  be 
adapted  to  local  need  and  conditions.  Approxi- 


mately ten  states  have  adopted  the  Draft  Act 
in  whole  or  in  part.  See  U.  S.  Public  Health 
Service,  A Draft  Act  Governing  Hospitalization 
of  the  Mentally  111,  Pub.  No.  51  (Rev.  ed.  1952)  ; 
Curran,  Hospitalization  of  the  Mentally  111,  31 
N.C.L.  Rev.  274  (1953);  Davidson,  The  Commit- 
ment Procedures  and  Their  Legal  Implications, 
in  2 American  Handbook  of  Psychiatry  1902 
(Arieti  ed.  1959);  Felix,  Hospitalization  of  the 
Mentally  III,  107  Am.  J.  Psychiatry  712  (1951); 
Ross,  Connnitment  of  the  Mentally  HI:  Problems 
of  Latv  and  Policy,  57  Mich.  L.  Rev.  945  (1959)  ; 
Whitmore,  Comments  on  a Draft  Act  for  the 
Hospitalization  of  the  Mentally  III,  19  Geo.  Wash. 
L.  Rev.  512  (1951);  Weihofen,  Hospitalization  of 
the  Mentally  III,  50  Mich.  L.  Rev.  837  (1952). 

The  American  Bar  Foundation  has  conducted 
a reseai’ch  survey  of  the  rights  of  the  mentally 
ill,  under  the  directorship  of  Professor  Hugh  Alan 
Ross  of  the  Western  Reserve  University  Law 
School.  See  American  Bar  Foundation,  The  Men- 
tally Disabled  and  the  Law,  Report  of  the  Proj- 
ect of  the  Rights  of  the  Mentally  111  (1960).  The 
Association  of  the  Bar  of  the  City  of  New  York 
and  the  Cornell  Law  School  have  established  a 
Special  Committee  on  the  Study  of  Commitment 
Procedures,  of  which  Professor  Bertram  F.  Will- 
cox  of  the  Cornell  Law  School  has  been  named 
director.  The  task  of  the  Committee  is  to  study 
and  evaluate  the  law  and  regulations  with  respect 
to  admission  of  patients  to  mental  hospitals  in 
New  York  State.  The  time-table  calls  for  publica- 
tion of  the  report  in  book  form,  hopefully  before 
the  end  of  1961.  Since  1954,  approximately  twen- 
ty-three states  have  set  up  special  committees  to 
study  various  phases  of  the  mental  illness  law. 
See  Kittrie,  Mental  Disability  Law,  Student  Law. 
J.  5 (June,  1958) . 


Appendix 

PATIENTS  ADMITTED  TO  LOUISIANA  STATE  MENTAL  HOSPITALS 
CLASSIFIED  BY  TYPE  OF  ADMISSION,  FISCAL  YEAR  1959-60 


Admission  Type 

East 

Central 

Southeast 

Total 

Voluntary 

106 

6 

139 

251 

Emergency 

8 

18 

6 

32 

Coroners 

20 

9 

116 

145 

Judicial — Civil 

1454 

1410 

449 

3313 

J udicial — Observation 

6 

6 

2 

14 

Judicial — Criminal 
Transfer  from  Penal  or 

118 

— 

— 

118 

Correctional  Institution 
Transfer  from  Other  La.  State 

33 

— 

— 

33 

Mental  Hospital 

60 

12 

16 

88 

Transfer  from  State  Colony 
Transfer  from  Other  State 

1 

1 

— 

2 

Institution 

7 

10 

— 

17 

Transferred  from  Charity  Hospital 

327 

2 

34 

363 

Not  Reported 

~ 

— 

— 

— 

Total 

2140 

1474 

762 

4376 
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The  Subcommittee  on  Constitutional  Rights  of 
the  Committee  on  the  Judiciary  of  the  United 
States  Senate,  of  which  Senator  Sam  J.  Ervin, 
Jr.,  of  North  Carolina  is  chairman,  conducted 
hearings  in  March  and  April,  1961,  on  the  con- 
stitutional rights  of  the  mentally  ill.  The  sub- 
committee’s primary  interest  concerned  federal 
jurisdiction,  but  it  gathered  information  on  com- 
mitment procedures  and  related  matters  in  the 
states. 

Dr.  A.  K.  Lavender,  Superintendent  of  the  East 
Louisiana  State  Hospital  at  Jackson,  Louisiana, 
has  organized  conferences,  inviting  persons  from 
various  fields,  to  discuss  commitment  procedure 
in  Louisiana.  A copy  of  the  Louisiana  Mental 
Health  Law  (Title  28  of  the  Revised  Statutes),  is 
available  upon  request  from  the  Department  of 
Hospitals,  Baton  Rouge,  Louisiana.  The  Louisi- 
ana law,  adopted  in  1946,  contains  many  of  the 
best  features  of  the  Draft  Act. 

England  and  Wales  enacted  a new  mental 
health  act  in  1959,  the  first  fundamental  revision 
of  the  English  mental  health  laws  since  1945. 
See  Maclay,  The  New  Mental  Health  Act  in  Eng- 
land and  Wales,  116  Am.  J.  Psychiatry  777 
(1960)  ; Willcox  & Roemer,  Hospitalization  Under 
the  British  Mental  Health  Act,  1959,  9 Am.  J. 
Comp.  L.  606  (1960). 

They  find  parallel  only  in  the  statutes  passed 
some  years  ago  in  regard  to  recalcitrant  tubercu- 
losis patients.  See,  e.g..  Mass.  Laws  Ann.  §§  94A- 
H (1932). 

La.  R.S.  of  1950,  28:53.  As  amended  in  1954, 
the  law  provides  that  “the  application  for  com- 
mitment shall  be  presented  to  the  judge  of  the 
judicial  district  court  or  the  civil  district  court 
for  the  parish  from  which  the  patient  is  to  be 
committed,  for  his  approval  or  disapproval.  The 
application  for  commitment  can  be  acted  upon  by 
the  judge  in  open  court  or  in  chambers,  in  term 
or  in  vacation,  without  the  necessity  formally 
docketing  and  allotting  said  application.’’ 

See  La.  R.S.  of  1950,  28:56. 

« La.  R.S.  of  1950,  28:53. 

' “To  assist  him  in  disposing  of  the  application, 
the  judge  may  request  the  presence  of  the  patient 
or  commit  him  to  an  institution  for  a limited 
period  of  observation.”  La.  R.S.  of  1950,  28:53. 

^ See  Willcox  & Roemer,  supra  note  2. 

Consider  the  following,  excerpted  from  a hear- 
ing held  at  Bellevue  Hospital,  New  York,  on  Feb- 
ruary 24,  1954 : 

Patient:  This  is  my  77th  day  of  enforced  con- 
finement in  mental  institutions.  I have  a family 
to  support  by  means  of  a skilled  profession  and 
for  some  time  have  felt  perfectly  capable  of  as- 
suming my  responsibilities.  My  antagonistic  and 
uncooperative  attitude  toward  psychiatrists  and 
hospitals  has  merely  been  an  expression  of  my 
natural  resentment  against  enforced  confine- 
ment. . . . 


Court:  Tell  me,  doctor,  is  this  patient  likely  to 
injure  anybody  or  himself? 

Doctor:  Your  Honor,  he  has  been  quite  impul- 
sive on  the  ward  and  I feel  that  this  is  a possi- 
bility, particularly  with  reference  to  injuring 
himself. 

Patient:  Specifically  what  makes  you  feel  that 
doctor? 

Court:  Well,  that  is  based  upon  the  general 
picture;  is  that  it? 

Doctor:  That’s  correct,  your  Honor. 

Patient:  How  is  it  possible  in  this  hospital 

where  there  are  106  patients  on  a ward  for  there 
to  be  a satisfactory  observation  of  any  particular 
patient  if  he  does  not  do  things  tremendously 
abnormal,  which  I have  not,  and  if  you  ask  the 
doctor  to  present  specific  evidence  as  to  my  ac- 
tions on  the  ward  what  can  he  say?  Exactly  what? 

Court:  I think  we  have  heard  the  entire  case 
and  I am  of  the  opinion,  based  upon  what  the 
doctor  says,  who  is  a specialist  in  this  work,  that 
you  require  treatment,  and  I am  going  to  send 
you  to  a hospital. 

1''  See  Maclay,  supra  note  2. 

11  La.  R.S.  of  1950,  28:57. 

1- La.  R.S.  of  1950,  28:51.  The  voluntary  pro- 
cedure is  really  an  “admission”  rather  than  a 
“commitment,”  inasmuch  as  the  basic  condition 
of  commitment  is  absent,  namely,  involuntariness. 
See  Ross,  Hospitalization  of  the  Voluntary  Mental 
Patient,  53  Mich.  L.  Rev.  353  (1955). 

The  use  of  the  word  “voluntary”  has  led  to  a 
great  deal  of  confusion  in  this  area  of  the  law. 
The  question  is  often  put  this  way:  How  can  a 
psychotic  person,  whose  symptom  is  lack  of  under- 
standing, be  considered  to  have  the  capacity  to 
make  application  for  a “voluntary”  admission? 
The  result  of  requiring  a showing  of  mental  ca- 
pacity for  the  making  of  a voluntary  application 
is  paradoxical — the  sicker  the  person  the  harder 
it  is  for  him  to  get  into  the  hospital ! The  prob- 
lem stems  essentially  from  the  terminology  em- 
ployed. The  British  Mental  Health  Act  substi- 
tutes the  word  “informal”  for  “voluntary.” 

13  La.  R.S.  of  1950,  28:98.1. 

'"i  See,  e.g.,  Colo.  Rev.  Stat.  §71-1-2(3)  (Supp. 
1951)  (detention  for  five  days  after  written  re- 
quest) ; 111.  Ann.  Stat.  c.  91 1/2,  § 4-2  (Smith-Hurd 
1935)  (thirty  days)  ; Md.  .\nn.  Code  art.  59,  § 37 
(three  days)  ; N.Y.  Mental  Hygiene  Law  § 71 
(fifteen  days)  ; Penn.  Stat.  Ann.  tit.  50,  § 1164 
(Purdon  1945)  (ten  days). 

13  See  Willcox  & Roemer,  supra  note  2 at  613. 

m Under  the  law,  a person  charged  with  crime 
may  be  committed  to  the  East  Ivouisiana  State 
Hospital,  Central  Louisiana  State  Hospital,  or  to 
the  State  Colony  and  Training  School  for  obser- 
vation and  report.  La.  R.S.  of  1950,  15:267.  In 
Louisiana  the  grand  jury  is  required  to  inform 
the  court  when  it  fails  to  indict  a person  “on 
account  of  insanity.”  La.  R.S.  of  1950  15:210.1. 
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See  peneially,  Wcihofen,  Institutional  Treatment 
of  1‘crsons  Aquitted  by  Reason  of  Insanity,  38 
Texas  L.  Rev.  849  (1960). 

■■  See  La.  R.S.  of  1950,  15:267-268. 

R.S.  of  1950,  28:59;  see  also  La.  R.S.  of 
1950,  28:25. 

'i'See  I^.  R.S.  of  1950,  28:94. 

See  Szasz,  Civil  Liberties  and  Mental  Illness, 
131  ,).  Nervous  & Mental  Disease  58  (1960);  see 
also  Goldstein  & Katz,  Dangerousness  and  Mental 
Illness — Some  Observations  on  the  Decision  to  Re- 
lease Persons  Acquitted  by  Reason  of  Insanity, 
70  Yale  L.  J.  225  (1960). 

Idaho,  Kansas,  Mississippi,  New  Mexico. 

--  The  jury  is  mandatory  in  two  states  (Texas 
and  Mississippi)  and  optional  in  nineteen  others. 
See  Comment,  56  Yale  L.J.  1178  (1947).  See  also 
Stete  ex-  rel.  Fuller  v.  Mullinax,  364  Mo.  858,  269 
S.VV.  2d  72  (1954)  ; GAP  Report  No.  4,  Commit- 
ment Procedures  (1948). 

-•'*  See  Ross,  Commitment  of  the  Mentally  III: 
Problems  of  Law  and  Policy,  57  Mich.  L.  Rev. 
945,  963,  (1959);  see  also  Bowman,  Presidential 
Address,  103  Am.  J.  Psychiatry  1,  12  (1946)  ; Wil- 
liams, Public-Law  Adjudications  of  Mental  Un- 
soundness and  Commitability  in  Texas:  Jury 

Trial  Policy,  1 Baylor  L.  Rev.  248  (1949). 

See  Ross,  supra  note  23.  Dr.  Thomas  S. 
Szasz,  of  the  Department  of  Psychiatry  of  the 
State  University  of  New  York  Upstate  Medical 
Center  at  Syracuse,  states  that  the  primary  pur- 
pose of  commitment  is  social  restraint  of  the 
individual  rather  than  his  treatment.  See  Szasz, 
Hospital-Patient  Relationships  in  Medicine  and 
Psychiatry,  45  Mental  Hygiene  171  (1961)  ; Szasz, 
Commitment  of  the  Mentally  111:  “Treatment"  or 
Social  Restraint?,  125  J.  of  Nervous  and  Mental 
Disease  293  (1957);  Szasz,  The  Myth  of  Mental 
Illness  (1961). 

2">  The  “mentally  ill”  is  defined  as  “a  person 
who  is  suffering  from  an  illness  which  so  lessens 
his  capacity  to  use  his  customary  self-control, 
judgment,  and  discretion  in  the  conduct  of  his 
affairs  and  social  relations  as  to  make  it  neces- 
sary or  advisable  for  him  to  be  under  care,  super- 
vision, guidance,  or  control.  The  term  includes 
persons  suffering  from  mental  disease,  mental 
disorder,  lunacy,  unsoundness  of  mind,  and  in- 
sanity.” La.  R.S.  of  1950,  28:2(3). 

The  definition  of  mental  illness  in  the  Louisi- 
ana statute  is  circuitous.  It  in  effect  says  that  a 
mentally  ill  person  is  a person  who  needs  to  be 
in  the  hospital.  While  mental'  illness  should  be 
defined  in  accordance  with  modern  psychiatric 
knowledge,  the  persons  who  are  commitable  under 
the  commitment  laws,  for  practical  reasons, 
should  not  be  restricted  to  the  psychotic.  Persons 
who  are  in  need  of  social  control,  nuisance-type 
persons,  aged  persons,  etc.,  are  often  committed 
to  the  hospital,  although  not  needing  medical 
care.  There  is  no  facility  to  receive  them  other 
than  the  hospital.  See  discussion  infra. 


The  “mental  defective”  is  defined  as  “a  per- 
son who  is  not  mentally  ill  but  whose  mental  de- 
velopment is  so  retarded  that  he  has  not  acquired 
enough  self-control,  judgment,  and  discretion  to 
manage  himself  and  his  affairs,  and  for  whose 
own  welfare  or  that  of  others,  care,  supervision, 
guidance,  or  control  are  necessary  or  advisable. 
The  term  includes  feeble-minded,  idiot,  and  imbe- 
cile.” La.  R.S.  of  1950,  28:2(4). 

-"  The  “epileptic”  is  defined  as  “a  per.son  suf- 
fering from  any  condition  which  brings  about 
lapses  of  consciousness  which  may  or  may  not  be 
accompanied  by  convulsive  seizures,  and  which 
may  become  chronic.”  La.  R.S.  of  1950,  28:2(5). 

The  “inebriate”  is  defined  as  “a  person  who 
is  so  habitually  addicted  to  the  use  of  alcohol  or 
other  intoxicating  or  narcotic  substances  as  to  be 
unwilling  or  unable  without  help  to  stop  the  ex- 
cessive use  of  such  substances.  The  term  includes 
dipsomaniac,  habitual  drunkard,  person  addicted 
to  the  use  of  alcoholic  drink  or  intoxicating  drugs, 
person  so  habitually  addicted  to  the  use  of  alco- 
holic drink,  absinthe,  opium,  morphine,  chloral, 
or  other  intoxicating  liquors  or  drugs  as  to  be  a 
proper  subject  for  restraint,  care,  and  treatment 
in  a hospital'  or  asylum,  and  persons  habitually 
so  addicted  to  the  use  of  alcohol  or  narcotic  drugs 
as  to  be  a proper  subject  for  restraint,  care,  and 
treatment.”  La.  R.S.  of  1950,  28:2(6). 

29  See  La.  R.S.  of  1950,  28:96(G). 

99  See  La.  R.S.  of  1950,  28: 96(E). 

9'  Thei’e  are  in  Louisiana  three  special-treat- 
ment units  or  facilities  for  alcoholism;  the  larg- 
est one,  at  the  East  Louisiana  State  Hospital,  has 
approximately  one  hundred  beds  designed  for 
alcoholics.  See  La.  R.S.  of  1950,  28:21.1.  Under 
this  program,  the  alcoholic  is  separated  fi-om 
other  mental  patients  and  given  accelerated  treat- 
ment. After  leaving  the  hospital,  the  patient  is 
followed  up  in  an  after-care  program. 

92  La.  R.S.  of  1950,  13:1570(E),  L583. 

99  La.  R.S.  of  1950,  13:1572. 

9^  The  law  provides  that  censorship  of  mail  to 
state  department  institutions  or  attorney  is  not 
permitted.  La.  R.S.  of  1950,  28:171. 

95  La.  R.S.  of  1950,  28:171.  See  Szasz,  Hospi- 
tal Refusal  to  Release  Mental  Patient,  9 Clev.- 
Mar.  L.  Rev.  220  (1960);  Szasz,  Civil  Liberties 
and  the  Mentally  III,  9 Clev.-Mar.  L.  Rev.  399 
(1960)  ; Szasz,  Civil  Liberties  and  Mental  Illness, 
131  J.  Nervous  and  Mental  Disease  58  (1960). 

96  See  Analysis,  Mental  Hospitals  in  Louisiana 
(Sept.  1960). 

9^  See  New  Orleans  Times-Picayune,  March  16, 
1961,  § 1 p.  1,  col.  6.  The  National  Institute  of 
Mental  Health  recently  awarded  the  Tulane  De- 
partment of  Psychiatry  $375,000  to  conduct  stud- 
ies on  a selected  patient  population  at  the  East 
Louisiana  State  Hospital. 

The  Joint  Committee  on  Mental  Illness  and 
Health  (representing  thirty-six  national  organi- 
zations) following  a five-year  study  has  recently 
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reported  “snakepit”  conditions  existing  in  mental 
hospitals  in  other  parts  of  the  country.  Its  study 
is  reported  in  a 338-page  book.  Its  investigation 
reveals  patients  chained  to  bedposts  in  one  hos- 
pital; one  psychiatrist  for  6,000  patients  in  an- 
other hospital;  and  4,000  mental  patients  occupy- 
ing space  meant  for  2,000  persons  in  a third 
hospital.  The  committee  proposes  that  no  state 
hospitals  of  more  than  1,000  beds  should  be  built, 
laws  should  be  changed  to  give  preference  to  vol- 
untary admission  of  patients,  and  the  federal 
government  should  help  states  pay  the  bill  for 
expanded  mental  aid,  provided  the  individual 
states  make  the  required  reforms  in  their  hospi- 
tals. See  Newsweek,  April  3,  1961. 

The  typical  mental  hospital,  like  the  prison,  is 
established  in  a remote  part  of  the  state,  isolating 
the  patient  from  the  community.  As  a result,  it 


has  contributed  to  the  “chronicity”  of  the  patient. 
It  perpetuates  ostracism  of  patients  and  person- 
nel. The  advantages  of  community-based  hospi- 
tals as  a branch  of  the  state  hospital  are  dis- 
cussed in  Bloomberg,  supra  note  1. 

38  See  La.  R.S.  of  1950,  28:96(C),  (D)  ; 15:267. 

33  See  La.  R.S.  of  1950,  28:53.  A mentally  de- 
fective or  epileptic  minor  committed  by  the  juve- 
nile court  may  be  retained  in  the  institution  be- 
yond the  age  of  twenty-one  years  if  the  superin- 
tendent deems  further  detention  necessary.  La. 
R.S.  of  1950,  28:60. 

4"  See  La.  R.S.  of  1950,  28:96(G). 

•*1  See  La.  R.S.  of  1950,  28:96(E). 

42  See  La.  R.S.  of  1950,  28:96(F). 

43  La.  R.S.  of  1950,  28:25. 

44  La.  R.S.  of  1950,  28:94. 


Alcohol 

Dr.  B.  F.  Ward,  President  of  the  Mississippi  State  Medical  Association,  thus 
closes  his  elaborate  address: 

The  people  of  the  United  States  drink  whiskey,  and  they  are  the  most  violent  nation 
on  earth.  They  rush  to  victory,  and  they  rush  to  defeat — rush  to  success,  and  rush  to 
failure — they  are  wild  in  stocks,  corporations,  monopolies  and  speculation — on  inven- 
tions, new  enterprises,  gigantic  schemes  and  gambling,  from  “keno”  to  cotton  futures. 
There  are  more  reckless  infractions  of  law  here  than  in  any  other  part  of  the  civilized 
world;  more  strange,  monstrous  and  unaccountable  destruction  of  human  life,  as  parents 
killing  children,  and  children  killing  parents;  brothers  killing  brothers;  husbands  and 
wives  killing  each  other;  and  lovers  murdering  sweethearts.  Every  newspaper  in  the 
land  teems  with  recital  of  these  horrors.  This  is  particularly  true  of  the  New  England 
States,  and  the  cities  of  the  North  and  West,  where  there  is  so  much  more  alcohol  con- 
sumed than  among  the  agricultural  classes  of  the  Western  and  Southern  States.  * * * 

The  truth  is,  gentlemen,  the  brains  of  this  nation  are  on  fire  with  alcohol,  both 
directly  and  by  inheritance. 

Transactions  Miss.  State  Med.  Association. 

New  Orleans  M.  & S.  .1.  10:457  (Dec.)  1882 
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A Primer  to  the  (Chemotherapy 
Of  Advaiieecl  Careinomatosis* 


• A resume  of  some  of  the  drugs  used  to  combat  carcinoma,  together 
with  an  explanation  of  their  chemical  reaction. 


ROBERT  KAPSINOW,  M.  I). 

Lafayette 


CHEMOTHERAPY  in  the  treatment  of 
advanced  cancer  is  not  new.  Through- 
out the  apes,  physicians  and  charlatans 
have  applied  chemicals  to  the  local  lesions 
in  the  hope  of  destroying  the  tumor.  It 
is  only  during  the  past  ten  years  that  the 
chemotherapeutic  approach  to  the  treat- 
ment of  this  disease  has  really  made  prog- 
ress, thanks  to  the  aid  and  stimulus  of 
such  organizations  as  the  National  Cancer 
Institute,  the  Damon  Runyon  Memorial 
Cancer  Fund,  Sloan-Kettering  and  others. 

The  administration  of  these  chemother- 
apeutic agents  has  been  primarily  to  those 
individuals  who  have  already  secured  the 
maximum  benefit  from  surgery  and  ra- 
diation therapy  and  for  whom  nothing 
else  has  hitherto  been  offered,  except  se- 
dation, until  their  lives  have  been  abbre- 
viated. As  yet  none  of  these  drugs  have 
cured  any  cases,  but  when  properly  ad- 
ministered, have  prolonged  life  and  stimu- 
lated hope  for  appreciably  long  intervals. 

In  order  to  intelligently  comprehend  the 
manner  of  action  of  these  various  agents, 
it  might  be  well  to  mention  and  define 
briefly  a few  of  the  newer  concepts,  as 
they  apply  to  the  metabolism  of  normal 
and  cancer  cells.  Without  this  basic  foun- 
dation it  is  impossible  to  understand  the 
mechanism  of  these  potent  drugs. 

Terms  such  as  enzymes,  viruses,  genes, 
chromosomes,  DNA  and  RNA  take  on  new 
and  extremely  important  stature.  Numer- 
ous theories  are  appearing  in  the  litera- 
ture as  to  their  significance  in  the  rela- 
tionship to  life  and  growth. 


* Presented  to  the  Staff  Meeting  of  Our  Lady 
of  Lourdes  Hospital,  Lafayette,  La. 


Origin  of  Enzymes 

Enzymes  are  formed  from  living  mat- 
ter * or  from  highly  complex  systems  ob- 
tained directly  from  living  cells.“  Every  en- 
zyme molecule  formed,  depends  upon  the 
pre-existence  of  an  entire  series  of  en- 
zymes. Enzymes  are  defined  as  proteins 
with  catalytic  properties,  capable  of  per- 
forming certain  specific  activities.  These 
proteins  are  built  from  aminoacids  and 
from  various  components  in  the  synthesis 
of  nucleic  acid.  These  enzyme  proteins 
make  possible  the  ceaseless  metabolic 
rounds  under  way  in  every  cell  through 
hundreds  of  biochemical  reactions.  Res- 
piration, biological  oxidations,  fermenta- 
tion and  synthesis  of  many  organic  com- 
pounds required  for  growth,  are  but  a few 
of  the  processes  dependent  upon  enzymatic 
activity. 

Substances  upon  which  the  enzymes  act 
and  which  are  activated  by  the  enzymes 
are  called  substrates.  The  entire  reaction 
is  called  enzyme-substrate  complex.  In  the 
majority  of  cases,  enzymes  are  so  specific 
that  they  usually  react  only  with  a spe- 
cific substrate  alone.  Excessive  amounts 
of  the  substrate  to  the  enzyme  which  do 
not  participate  in  the  reaction  and  “floods” 
the  reaction,  act  as  inhibitors  of  the  en- 
zyme. The  action  of  an  inhibitor  plays  an 
important  role  especially  with  some  of  the 
chemotherapeutic  agents. 

In  a twinkling,  enzymes  perform  chemi- 
cal reactions  that  are  very  difficult  and 
in  many  instances,  impossible  for  the 
chemist  to  duplicate  in  the  laboratory. 
There  is  a unique  balance  between  the 
various  enzymes  involved  in  cell  metabo- 
lism, whether  normal  or  cancerous.  No 
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apparent  great  differences  have  as  yet 
been  found  between  them.  At  present 
there  are  about  650  enzymes  which  have 
been  isolated  and  purified.  It  is  guessed 
that  the  number  may  be  in  the  thousands. 

Packed  in  the  nuclei  of  each  cell  is  the 
substance  called  desoxyribonucleic  acid  or 
DNA.  It  is  the  hereditary  material  of 
which  genes  are  made.  DNA  is  also  found 
in  many  viruses,  bacteria  and  cells  of  high- 
er living  forms.  It  is  a giant  molecule  car- 
rying all  the  necessary  information  for 
the  organism’s  reproduction.  Arresting 
its  biosynthesis  prevents  cell  division.®  It 
is  found  chiefly  in  the  nucleus  of  the  cell. 
Ribonucleic  acid  RNA  is  found  nearly  en- 
tirely in  the  cytoplasm  of  the  cell  and  is 
involved  in  protein  synthesis. 

Both  of  these  substances  are  made  up 
of  chains  of  nucleotides  having  organic 
bases  plus  desoxyribose  and  ribose  activi- 
ty. They  are  made  up  of  four  essential 
bases,  two  of  which  are  purines,  namely 
adenine  and  guanine ; and  two  pyrimidines, 
usually  cytosine  and  thymine.  The  unique 
feature  which  characterizes  the  DNA  of 
one  type  of  living  cell  from  another  is  the 
arrangement  of  these  four  basic  units  in 
the  chemical  chain. 

Viruses 

Viruses  are  composed  of  proteins  and 
nucleic  acid.  The  antigenic  property  of 
the  virus  resides  in  its  protein  compo- 
nent.^ Different  strains  of  viruses  causing 
different  di.seases  have  been  found  to  con- 
tain differing  amounts  of  a given  amino- 
acid.’’  Viruses  do  cause  cancer  in  animals. 
Virus-like  particles  have  been  found  by 
electron  microscopy  in  leukemia  ® patients 
even  though  these  viruses  have  not  yet 
been  isolated  from  the  tissue.  Suffice  it 
to  say,  that  the  increasing  evidence 
points  to  the  association  of  virus  with  dis- 
organized cellular  metabolism,  perhaps  as 
a result  of  enzymatic  action.  It  is  appar- 
ent that  an  interaction  of  viral  nucleic  acid 
and  host  cell  nucleic  acid  takes  place  and 
that  interference  with  or  blocking  of  viral 
nucleic  acid  synthesis  will  require  some 
type  of  agent  that  can  inhibit  this  reac- 
tion. 

There  are  so  many  different  types  of 


cancer,  that  one  must  postulate  that  there 
are  numerous  undiscovered  cancer-produc- 
ing viruses.  There  is  no  obvious  immuno- 
logic reaction  to  cancer  that  we  are  aware 
of.  Since  viruses  are  protein-like  sub- 
stances, it  seems  strange  that  no  method 
of  detecting  immunologic antibodies,  has 
been  discovered.  And  yet,  it  is  conceivable 
that  the  virus  may  remain  dormiant  for 
long  periods,  without  provoking  growth 
until  it  is  triggered  by  some  chemical  stim- 
ulus or  defect. 

Neoplasia  is  a state  whereby  a cell  type 
of  a multicellular  organism  has  gone  ber- 
serk, proliferating  with  no  restraint  in  vio- 
lation of  the  laws  of  homeostasis.  This 
state  can  be  brought  about  either  by  alter- 
ation in  the  host,  best  known  in  the  do- 
main of  endocrine  neoplasm,  or  by  altera- 
tion in  the  cells.  Either  the  homeostatic 
regulation  is  deranged  or  the  cells  are  un- 
able to  respond . to  the  restraint  of  the 
homeostatic  forces. 

The  disruption  of  the  laws  of  homeo- 
stasis may  result  from  accidental  muta- 
tion in  the  formation  of  DNA.  A sub- 
stance or  new  substrate  is  formed  which 
produces  abnormal  cell  division,  and  thus 
becomes  labelled  as  a carcinogen.  This 
new  substrate  may  be  produced  by  an  in- 
hibition of  the  enzyme  needed  in  the  build- 
up of  DNA  or  the  enzyme-forming  system 
may  have  deteriorated  or  worn  out.  This 
is  designated  as  enzyme  depletion.  Since 
each  separate  tissue  has  its  own  character- 
istic DNA  formula,  it  is  ' easy  to  compre- 
hend that  a substance  which  will  result  in 
a violation  of  a law  of  homeostasis  in  one 
type  of  cell,  may  not  do  the  same  in  an- 
other type.  This,  then,  complicates  the 
chemotherapeutic  approach.  What  is  more, 
it  weakens  the  theory  that  all  types  of 
cancer  are  caused  by  one  virus. 

A beginning  to  the  identification  of  the 
various  enzymes  and  their  quantitative 
presence  in  various  tumors  as  compared 
with  their  normal  cell  origin,  is  being  car- 
ried out.  The  Novikoff  hepatoma  is  the 
model.  Potter  records  many  of  the  cata- 
bolic enzymes  ® that  have  been  reported 
as  low  or  missing  in  this  type  of  hepatoma. 
What  is  more,  the  corresponding  enzyme- 
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forming  systems  for  these,  are  also  not 
demonstrable.  It  is  reasonable  to  suppose 
that  an  alteration  in  the  DNA  of  a liver 
cell  due  to  depletion  of  an  enzyme  or 
enzyme-forming  system  may  result  in 
changes  of  the  cell  division  producing  a 
variant  or  mutation  cell,  i.e.  a cancer  cell. 

Characteristics  of  Anticancer  Agents 

For  a drug  to  be  useful  as  an  anti-cancer 
agent,  it  must  have  the  following  desire- 
able  characteristics.  First,  it  must  have 
proven  anti-tumor  effectiveness,  which 
should  be  of  long  duration,'*  while  at  the 
same  time  its  toxicity  should  be  absent  or 
minimal.  It  should  be  easily  soluble,  w'ith 
a definitely  known  rate  of  absorption  and 
elimination,  otherwise  there  would  be  an 
accumulation  within  the  individual  with 
disastrous  results.  It  should  also  be  adapt- 
able to  the  several  methods  of  administra- 
tion and  its  effect  upon  the  bone  marrow 
predicted.  Finally,  it  should  be  tolerated 
for  a long  period  by  the  host  so  that  re- 
peated courses  of  treatment  can  be  carried 
out  as  long  as  might  be  necessary. 

Numerous  substances  have  been  stud- 
ied for  their  effect  upon  the  cancer  cell. 
These  may  be  classified  according  to 
their  action  as  anti-metabolites,  anti-folics, 
anti-pyrimidines,  anti-purines,  alkylating 
agents  and  antibiotics.  In  a separate  cate- 
gory are  classified  the  hormones  and  the 
steroids.  Although  no  cures  have  been 
brought  about  by  the  use  of  these  drugs, 
the  value  of  chemotherapy  in  cancer  has 
definitely  established  itself. 

The  following  substances  are  the  safest 
and  most  frequently  used  and  typify  the 
various  methods  of  attack. 

Folic  Acid  Antagonists 

Of  the  folic  acid  antagonists,  there  are 
two  in  use  today,^^  namely,  methotrexate 
and  aminopterin.  These  block  the  conver- 
sion of  folic  acid  into  folinic  acid,  which  is 
important  for  many  biochemical  reac- 
tions. Of  the  two,  methotrexate  is  the 
drug  of  choice,  especially  in  hormone  pro- 
ducing tumors,  such  as  the  trophoblastic 
tumors.  It  may  be  given  in  doses  of  25 
mg.  daily  for  four  to  five  days.  Used 


alone,  it  is  of  no  value  in  testicular  tumors 
and  should  be  used  in  conjunction  with 
chlorambucil.  In  this  type  of  tumor,  meth- 
otrexate may  be  given  in  a dose  of  2.5  to 
5.0  mg.  daily  and  chlorambucil  10  mg. 
daily.  The  drugs  are  stopped  only  when 
symptoms  of  toxicity  appear.  Methotrex- 
ate may  also  be  used  for  arterial  perfu- 
sions. As  such  it  is  given  as  a twenty-four 
hour  drip  and  may  be  continued  for  five 
to  ten  days.  The  dose  is  50.0  mg.  of  metho- 
trexate in  2000  c.c.  of  saline.  Because  of 
the  systemic  leakage,  it  is  advisable  to 
give  citrovorum  factor  every  two  to  four 
hours,  intramuscularly,  to  neutralize  the 
systemic  toxicity. 

Only  6 mercaptopurine  of  the  purine 
antagonists  is  being  used  at  present.  The 
purine  antagonists  have  not  availed  much 
in  solid  tumors.  They  are  very  irritating 
and  cannot  be  tolerated  for  long  periods. 
It  is  used  chiefly  in  the  treatment  of  acute 
leukemia  of  children  and  in  doses  of  2.5 
mg.  per  kilo  per  day  orally.  Its  chief  ad- 
vantage is  that  unlike  other  drugs  for  this 
condition,  it  does  not  cause  bloody  diar- 
rhea. 

Antipyrimidines 

The  antipyrimidines  are  two  in  number, 
the  5 fluoro-uracil  and  the  5 fluoro-deoxy- 
uridine.  The  latter  is  partially  convert- 
ed into  the  former.  It  is  less  toxic  and 
can  be  given  in  larger  doses,  but  the 
length  of  the  courses  of  treatment  is  the 
same.  These  agents  interfere  in  the  enzy- 
matic conversion  of  thymine  into  the  for- 
mation of  DNA.  This  inhibitory  action 
in  the  DNA  of  cancer  cells  is  its  chief 
action  and  thereby  prevents  cell  multipli- 
cation. The  usual  dose  is  15  mgm.  per 
kilo  per  day,  intravenously  only,  for  five 
days.  It  is  then  reduced  to  7.5  mgm.  and 
given  every  other  day  for  4 doses.  In 
poor  risk  patients,  this  dose  schedule  must 
be  modified.  The  antipyrimidines  are  par- 
ticularly useful  in  breast,  stomach  and 
colon  cancer. 

Because  these  chemicals  affect  rapidly 
proliferating  tissue,  they  also  act  upon 
bone  marrow  and  intestinal  mucosa.  Hence 
the  toxic  manifestations  are  the  results  of 
the  action  upon  these  tissues,  i.e.  leuko- 
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penia,  nausea,  vomiting  and  ulcerations  of 
the  gastrointestinal  tract. 

Alkylating  Agents 

There  are  various  polyfunctional  alky- 
lating agents  in  use,  the  chief  of  which 
is  nitrogen  mustard.  Besides  its  use  in  the 
leukemias  and  lymphomatas,  it  has  also 
been  used  in  carcinoma  of  the  lung  and 
ovary.  The  dose  varies  from  0.1  to  0.2 
mgm.  per  kilo  daily  for  4 doses.  Other 
various  solid  tumors  such  as  melanoma 
have  responded  to  the  mustards.  Creech 
and  others  have  used  the  alkylating 
agents  in  isolation  perfusion  technics,  es- 
pecially of  the  extremities  with  promising 
results.  Pack  and  others  have  used  the 
phenyl  alanine  mustard  as  a total  body 
perfusion  followed  by  marrow  transfusion 
replacement.  These  results  have  not  been 
very  satisfactory,  even  though  they  were 
given  to  very  poor  risk  cases.  The  drug 
is  very  toxic.  Then  again,  the  replacement 
of  homologous  marrow  may  contain  circu- 
lating tumor  cells,  which  would  supposedly 
defeat  the  purpose  of  the  administration. 

Cytoxan  is  a relatively  inert  substance, 
giyen  orally.  It  has  a high  safety  factor 
and  has  fairly  good  tumor  action.  It  is 
toxic  to  tumor  cells  and  does  not  affect 
normal  tissue  to  much  degree.’^ 

Chlorambucil  in  doses  of  2 mgm.  3 or  4 
times  daily,  orally,  has  been  used  in  con- 
junction with  anti-metabolites,  in  solid  tu- 
mors as  well  as  in  the  leukemias  and  lym- 
phomas. 

Triethylene  melamine  (TEM),  n-ethy- 
lene  phosphoramide  (TEPA)  and  triethy- 
lene thio  phosphoramide  (Thio-Tepa)  are 
other  alkylating  agents  which  have  had 
extensive  trials.  They  may  be  given  orally, 
intravenously,  intracavitary  or  intratu- 
mor. The  dose  varies  with  the  portal  of 
introduction. 

Busulfan  (Myleran)  while  used  par- 
ticularly in  the  leukemias,  has  been  used 
also  in  the  treatment  of  solid  tumors  as 
well  because  it  can  be  given  orally  and 
without  too  much  patient  discomfort. 

Antibiotics 

Efforts  at  applying  antibiotics  in  the 
treatment  of  solid  tumors  have  been  hin- 


dered because  of  the  extreme  toxicity  of 
these  agents.  Among  those  that  have  been 
used  are  mithromycin  and  mitomycin  C, 
which  have  been  studied  extensively  in 
Japan,  and  sarcolysin,  used  by  Larionov  of 
Russia.  Actinomycin  D has  shown  real 
value  in  the  Wilms’s  tumor,  especially  in 
the  presence  of  lung  metastases.  Vinca- 
leucoblastin,  obtained  from  periwinkle,  has 
been  investigated  by  Hertz,  but  the  results 
so  far  have  been  inconclusive. 

Hormones 

A brief  reference  may  be  made  to  the 
cortisone  and  the  adreno-corticotropic  hor- 
mone (ACTH)  and  the  sex  hormones,  es- 
trogen and  androgen.  The  former  are  non- 
specific and  are  used  as  adjunctive  ther- 
apy. ACTH  may  be  used  in  doses  of  100 
to  200  mgm.  per  day  intramuscularly.  Cor- 
tisone may  be  given  orally  or  intramuscu- 
larly in  doses  of  100  to  200  mgm.  per 
day.  The  estrogens  have  proven  useful  in 
carcinoma  of  the  prostate.  It  is  adminis- 
tered as  the  diethyl-stilbestrol  in  5 mgm. 
doses  daily.  In  the  late  postmenopausal 
breast  cancers,  estrogens  in  large  doses 
have  healed  recurrent  ulcerations  of  carci- 
nomatous breasts,  as  well  as  caused  re- 
gression for  varying  periods.  In  the  pre- 
menopausal and  early  postmenopausal  pe- 
riod, the  androgens  serye  best. 

Toxic  Reactions 

Most  of  these  agents,  regardless  of  their 
method  of  action  are  potent  and  produce 
toxic  reactions  which  consist  of  nausea, 
vomiting,  diarrhea,  alopecia  and  depres- 
sion of  the  bone  marrow  elements.  These 
reactions  are  mostly  reversible  when  the 
drug  is  stopped.  Should  a tumor  develop 
a drug  resistance  because  a substitute  en- 
zymatic pattern  has  occurred,  efforts 
should  be  made  to  apply  another. 

Hope  which  is  the  last  resort  of  these 
unfortunate  patients  must  not  be  de- 
stroyed and  they  must  not  be  relegated 
to  a diminished  life  of  narcotics  and  de- 
spondency. Constant  effort  by  dedicated 
students  of  this  disease,  hoping  for  even- 
tual control,  should  be  the  aim  and  goal. 
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What  Should  He  Done  With  Insane  Criminals 

F'rom  the  annual  address  to  the  State  Medical  Society  Dr.  Tyrrell,  the  late  Presi- 
dent, are  taken  the  following  pertinent  remarks: 

That  our  State  Prison,  as  at  present  constituted,  is  not  a proper  place  for  the  cus- 
tody or  confinement  of  these  unfortunates  is  conclusively  shown  in  the  report  of  Dr. 
Pelham,  formerly  Physician  of  the  Prison  at  San  Quentin;  in  his  report,  for  1877  he 
says:  “The  prison  is  destitute  of  proper  accommodations  for  the  insane.  * ’"  * At 
present  they  are  confined  in  cells  in  the  main  cell  building,  and  are  not  separated  from 
the  other  prisoners  except  by  cell  walls,  and  they  often  render  nights  hideous  by  their 
ravings,  thus  disturbing  the  sleep  of  others,  and  those  who  must  labor  during  the  day. 
To  avoid  this  state  of  affairs,  there  is  at  present  but  one  remedy — the  dungeon — which 
has  frequently  to  be  used  for  this  purpose.  With  the  present  accommodations  for  the 
treatment  of  such  cases,  results  are  unsatisfactory  and  remedial  measures  cannot  be 
resorted  to  with  reasonable  prospect  of  success. 

Pacific  Med.  and  Surg.  -Jour.,  June. 

New  Orleans  M.  & S.  .1.  10:3(54  (Nov.)  1882 
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A Case  Report  of  Primary  Cardiac  Sarcoma* 


atALIGNANT  disease  of  the  heart  is 
quite  uncommon.  Primary  malignan- 
cies of  this  organ  are  even  more  rare.  In 
an  excellent  review  of  tumors  of  the  heart 
in  1951,  Pritchard  ^ listed  113  cases  of  pri- 
mary sarcomas  reported  up  to  that  time. 
In  this  report  only  5 had  been  diagnosed 
ante  mortem.  Chenz  and  Sutton,-  in  1955, 
brought  the  total  number  of  reported  pri- 
mary sarcomas  of  the  heart  up  to  135. 
According  to  them,  a diagnosis  of  pri- 
mary cardiac  malignancies  had  been  made 
ante  mortem  only  6 times  before.  At  that 
time,  they  reported  the  first  one  in  which 
a correct  ante  mortem  diagnosis  had  been 
made  by  angiocardiography. 

In  the  past  decade,  great  strides  have 
been  made  in  cardiac  surgery.  Perhaps 
it  is  not  unreasonable  to  assume,  to  at 
least  hope,  that  with  such  innovations  as 
the  extracorporeal  circulatory  unit  and 
hypothermia  even  this  heretofore  inevita- 
bly fatal  disease  might  in  part  be  amena- 
ble to  surgical  cure. 

With  this  in  mind,  we  should  like  to 
give  a case  report  of  a primary  sarcoma 
of  the  heart  which  was  suspected  before 
surgery,  diagnosed  by  frozen  section  at 
operation,  and,  although  too  far  advanced 
for  surgical  extirpation,  treated  with  ni- 
trogen mustard  and  x-ray.  The  patient 
survived  almost  eighteen  months  after 
presentation  for  treatment. 

Due  to  the  paucity  of  correct  ante 
mortem  diagnosis,  there  has  been  very 
little  experience  in  treating  these  tumors. 
According  to  Lubschitz,  Lundsteen  and 
Forchhammer,'*  a good  response  to  roent- 
gen treatment  of  a metastatic  reticular 
cell  sarcoma  was  reported  by  Hsuing,  F. 
Futu,  Hsiehn  and  Lien  in  1940.  That  x-ray 

* From  Depts.  of  Surgery  and  Pathology,  Con- 
federate Memorial  Medical  ('enter,  Shreveport, 
l.a. 

ISO 


E.  B.  ROBINSON,  JR.,  M.  D. 

Bossier  City 
SAM  I).  CUMMINS,  M.  U. 

Shreveport 

treatment  of  a metastatic  cardiac  lesion 
was  followed  by  definite  improvement  as 
characterized  by  EKG  changes  from  ab- 
normal to  normal  and  by  decrease  in  car- 
diac silhouette  was  reported  by  Shelburne 
and  Aronson.^ 

We  found  no  cases  in  the  literature 
treated  by  nitrogen  mustard.  Because  of 
the  palliative  value  of  this  agent  in  other 
malignancies  and  since  less  actual  swelling 
of  the  tumor  seems  to  occur  than  with 
x-ray  in  some  cases,  we  decided  to  ante- 
cede  the  roentgen  treatment  with  nitro- 
gen mustard. 

Symptomatology 

Perhaps  we  should  comment  briefly  on 
the  symptomatology  of  these  tumors.  This 
is  certainly  not  specific  and  there  are  no 
pathognomonic  signs.  Most  of  the  signs 
and  symptoms  when  present  are  the  re- 
sult of  mechanical  interference  with  a 
section  of  the  heart.  For  instance,  superi- 
or vena  cava  syndrome  may  occur  from  a 
tumor  blocking  the  right  auricle.  Various 
arrhythmias  may  be  the  heart’s  only  com- 
plaint of  invasion  of  its  conduction  sys- 
tem by  unwelcome  foreign  tumor  cells. 
Hemopericardium  is  not  an  infrequent 
finding.  When  this  fluid  is  sterile,  one’s 
suspicion  should  be  aroused.  Tumor  cells 
can  be  found  occasionally  in  fluid  from 
hemopericardium.  Unusual  configurations 
of  the  cardiac  silhouette  are  sometimes 
encountered  in  this  disease.  A persistent 
heart  failure,  which  does  not  respond  to 
the  usual  antifailure  regime,  may  be  the 
only  lead  to  correct  diagnosis.  Cardiac 
failure  in  the  young  subject  without  rheu- 
matic or  congenital  heart  disease  should 
cause  one  to  think  strongly  of  this  en- 
tity. Sometimes  chest  pain  may  be  the 
lone  presenting  symptom.  Age  is  no  help 
in  making  diagnosis,  for  sarcoma  of  the 
heart  has  been  reported  in  cases  of  2 days 
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to  79  years.  Cardiac  tamponade  may  en- 
sue. 

Report  of  a Case 

On  December  6,  1956,  a 14  year  old 
colored  male  presented  himself  to  the  Ad- 
mitting Room  at  Confederate  Memorial 
Medical  Center,  Shreveport,  Louisiana, 
with  complaints  of  pain  in  the  left  chest, 
left  arm,  and  neck  with  e.xertion.  The 
pain  was  also  noted  on  deep  breathing:. 
The  onset  had  occurred  one  week  before. 
There  was  no  history  of  weight  loss,  no 
cough  and  no  hemoptysis.  He  had  had  a 
slight  fever. 

Past  History — Usual  childhood  diseases. 
There  was  no  history  of  injury  or  opera- 
tions. There  was  no  history  of  scarlet 
fever,  rheumatic  fever  or  diphtheria. 

Central  Nervous  System — No  history  of 
convulsions,  no  syncope  prior  to  admission. 

Gastrointestinal — Appetite  good,  no  di- 
arrhea, no  jaundice. 

Genitourinary — No  nocturia,  no  hema- 
turia, no  history  of  venereal  disease. 

Family  History — There  was  no  history 
of  heart  disease,  kidney  disease,  goiter, 
malignancies  or  hay  fever. 

Physical  Examination — Physical  exami- 
nation revealed  a well  developed,  well  nour- 
ished, colored  youth  in  no  acute  distress. 
His  skin  and  superficial  structures  were 
apparently  normal.  No  pathology  was 
noted  on  examination  of  head,  eyes,  ears, 
nose,  and  throat.  There  was  no  detectable 
neck  vein  distention  and  thyroid  gland  was 
not  enlarged. 

The  lungs  were  clear  to  auscultation 
and  percussion.  Blood  pressure  was  98/60. 
There  were  no  murmurs  or  thrills.  A fric- 
tion rub  was  heard  on  the  left  parasternal 
area  in  the  3rd  intercostal  space  and  on 
the  right  in  the  2nd  and  3rd  intercostal 
spaces.  Cardiomegaly  was  detected  to 
anterior  axillary  line  in  the  6th  intercos- 
tal space  on  the  left.  The  liver,  spleen  and 
kidneys  were  not  palpated.  There  was  no 
tenderness  in  the  abdomen.  The  extremi- 
ties revealed  no  evidence  of  pathology. 
The  genitals  revealed  no  evidence  of  dis- 
ease. The  deep  reflexes  were  physiologi- 
cal. 

On  date  of  admission,  an  EPA  of  the 


chest  indicated  an  abnormal  configuration 
of  the  left  border  of  the  cardiac  shadow. 
The  radiologist’s  impression  included  pos- 
sibility of  pericardial  cyst  with  suggestion 
of  work-up  and  included  in  his  differential 
diagnosis,  cardiac  neoplasm.  (Figure  1) 


Figure  1. — Admission  x-ray  showing  abnormal 
configuration  of  left  border. 


Laboratory  work  on  admission  revealed 
CBC  and  urinalysis  to  be  within  normal 
limits. 

On  December  7,  1956,  fluoroscopy  was 
performed  and  examiner  thought  that  in- 
trathoracic  density  noted  on  EPA  previ- 
ously was  part  of  heart. 

December  8th  found  patient  with  pre- 
cardial  pain.  The  friction  rub  was  still 
present.  One  examiner  noted  on  chart 
that  there  was  no  family  history  of  tu- 
berculosis or  rheumatic  fever.  Patient  was 
running  a low  grade  fever  and  now  had 
pulse  of  112  per  minute. 

A pericardial  tap  revealed  250  cc.  bloody 
fluid.  This  fluid  was  studied  for  cell  count 
and  malignant  cells.  A culture  for  acid- 
fast  bacillus  and  fungi  was  planted.  The 
smear  revealed  red  blood  cells,  segmented 
neutrophiles  with  an  occasional  eosino- 
phile  and  lymphocyte.  The  search  for  ma- 
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lignant  cells  was  in  vain  and  cultures  were 
subsequently  reported  as  negative. 

On  December  10,  1956,  a sedimentation 
rate  was  25  mm.  at  thirty  minutes  and 
27  mm.  at  sixty  minutes.  On  December 
14,  1956,  sedimentation  rate  was  26  mm. 
at  thirty  minutes  and  29  mm.  at  sixty 
minutes.  Three  L.  E.  smears  of  peripheral 
blood  were  negative.  A skin  test  (PPD 
#2)  was  positive.  Prothrombin  time  was 
16  seconds  or  90  per  cent  of  normal.  A 
control  was  14  seconds  or  100  per  cent 
normal.  A blood  urea  nitrogen  determina- 
tion was  reported  as  11.6.  Electrocardio- 
grams run  on  December  7,  8 and  13  were 
reported  as  suggestive  of  pericarditis. 

When  cultures  were  reported  as  nega- 
tive for  tuberculosis,  patient  was  sched- 
uled for  exploratory  thoracotomy. 

On  February  11,  1957,  patient  was  ex- 
plored through  the  left  fourth  intercostal 
space.  A tumor  mass  was  found  after 
pericardium  was  opened.  Examination  by 
frozen  sections  disclosed  a malignant  tu- 
mor growing  as  undifferentiated  sarcoma. 
Further  examination  revealed  sheets  of 
round  cells  and  spindle  cells  with  probable 
cross  striation.  On  these  findings  the  di- 
agnosis of  rhabdomyosarcoma  was  made. 
(Figures  2 and  3).  The  major  part  of  the 
mass  seemed  to  involve  the  left  part  of  the 
heart.  Exploration  revealed  no  masses  in 
thymus,  hilar  region,  or  diaphragm.  The 
rest  of  the  thoracic  cavity  likewise  con- 
tained no  tumors. 

The  mass  seemed  to  originate  in  the 
heart  itself.  The  mass  was  entirely  too 
extensive  to  lend  itself  to  removal.  After 
adequate  biopsy  was  taken,  the  pericardi- 
um was  closed  loosely  and  chest  closed 
with  tube  left  in  and  attached  to  water 
bottle  drainage  system.  Patient  withstood 
procedure  well  but  on  first  postoperative 
day  became  dyspneic  and  had  what  was 
thought  to  be  left  ventricular  failure  with 
acute  cardiac  dilatation.  Rapid  digitaliza- 
tion was  attempted  with  no  success.  He 
gradually  improved  and  on  the  14th  post- 
operative day,  when  he  had  recovered  suf- 
ficiently from  his  failure,  a course  of  ni- 
trogen mustard  was  begun. 

He  was  discharged  on  March  2,  1957, 


Figure  2. — Note  both  spindle  cells  and  round 
cells. 


Figure  .1. — Note  round  cells,  spindle  cells  ami 
possible  cross  striations. 


to  be  given  x-ray  therapy  as  an  out-pa- 
tient. He  was  readmitted  four  days  later 
with  high  fever.  It  was  thought  that  he 
had  pneumonia.  This  responded  well  to 


•1X2 


The  Journal  ok  the  I/)Uisiana  State  Medical  Society 


rUIMARY  CARDIAC  SARCOMA— ROF^INSON,  CUMMINS 


antibiotics  and  he  was  discharged  in  eight 
days. 

In  March,  1957,  patient  received  x-ray 
therapy.  Two  thousand  three  hundred  ro- 
entgens in  air  were  given  through  peri- 
cardial port,  18  by  18  cm.  The  same 
amount  of  x-ray  was  administered  through 
a posterior  port  of  same  dimensions.  This 
was  given  by  250  KV  Thoraeus  (III). 

There  was  a lessening  in  size  of  the  car- 
diac density  and  patient  became  sympto- 
matically better.  He  became  completely 
asymptomatic  and  heart  rate  became  nor- 
mal with  a sinus  rhythm.  A note  in  tumor 
clinic  record  in  December,  1957,  revealed 
that  he  was  still  asymptomatic  and  going 
to  school  without  difficulty. 

A chest  plate  taken  in  January,  1958, 
on  clinic  visit,  and  reviewed  at  this  time 
showed  a mass  in  the  left  apex  and  an- 
other in  the  periphery  of  the  left  lung 
field  which  was  thought  to  represent  re- 
currence or  metastasis.  (Figure  4).  At 
this  time,  this  boy  wanted  to  visit  a sis- 
ter in  California.  It  was  thought  that  he 
should  be  allowed  to  go  in  spite  of  delay 
in  treatment.  When  next  seen  on  Janu- 
ary 27,  1958,  he  had  a brassy  cough  with 
pain  on  deep  breathing  and  with  cough. 
A chest  plate  indicated  further  increase 
in  size  of  density  in  left  apex.  He  was 
given  another  course  of  deep  x-ray  ther- 
apy. 

In  April,  1958,  x-i’ay  revealed  remark- 
able regression  of  lesion  in  left  apex.  (Fig- 
ure 5)  The  following  month,  however, 
patient  again  began  to  have  shortness  of 
breath.  At  this  time,  an  increase  in  den- 
sity on  the  right  seemed  to  encroach  on 
cardiocephalic  vessel.  He  was  given  2,000 
roentgens  in  air  to  the  right  parasternal 
area  through  a port  8 by  16  cm.  in  dimen- 
sions. This  was  given  as  250  KV  Thoraeus 
(HI).  He  did  fairly  well  for  about  a week 
after  completing  this  course  of  x-ray. 
From  then  on,  it  was  a downhill  course. 
He  began  to  complain  of  fullness  in  left 
neck  and  difficulty  in  swallowing.  He  also 
had  pain  in  left  shoulder  and  shortness  of 
breath.  His  condition  rapidly  worsened 
and  his  demise  came  on  May  29,  1958. 


Figure  4. — Chest  plate  following  surgery,  ni- 
trogen mustard  and  x-ray  therapy,  showing  mass 
left  apex  and  periphery  left  lung. 


Figure  5. — Chest  plate  after  second  course  of 
x-ray  therapy. 


An  autopsy  examination  revealed  a poor- 
ly nourished  colored  youth. 

The  left  pleural  cavity  was  partially 
obliterated  and  consisted  of  almost  a solid 
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mass  extending  from  the  right  edge  of  the 
mediastinum  to  the  left  axillary  line.  The 
mass  included  the  heart  and  mediastinum 
and  was  adherent  to  the  chest  wall.  On 
cutting  it  from  the  chest,  numerous  small 
fleshy  pieces  of  tissue  fell  loose  from  the 
mass  and  into  the  pleural  cavity.  This 
mass  extended  up  into  the  neck  but  was 
cut  across  at  the  level  of  the  thyroid  in 
order  to  remove  it  for  pictures.  The  esoph- 
agus was  compressed  by  the  tumor  mass 
but  the  mucosa  was  smooth  and  free  of 
ulcerations  or  tumor.  There  was  a 2 cm. 
mass  in  a portion  of  the  right  lung.  There 
were  many  soft  fleshy-like  nodulations 
throughout  the  left  lung.  The  heart 
weighed  610  grams.  In  the  superior  por- 
tion of  the  right  auricle,  there  was  a 3 
cm.  tumor  mass  bulging  into  the  auricular 
cavity.  At  approximately  the  junction  of 
the  right  ventricle  and  right  auricle  and 
extending  into  the  intraventricular  sep- 
tum, was  a flesh  colored  tumor  mass  which 
measured  3 cm.  in  diameter.  This  mass 
impinged  upon  the  wall  of  the  right  ven- 
tricle and  actually  seemed  to  be  a part  of 
the  intraventricular  septum.  The  heart 
valves  were  remarkably  free  of  involve- 
ment and  all  seemed  to  be  intact  and  of 
approximately  normal  measurement.  (Fig- 
ure 6). 

Microscopic  Examination 

Metastatic  lesions  were  found  in  the 
sections  of  the  pulmonary  artery,  the  pari- 
etal pleura  and  the  mediastinal  lymph 
nodes.  The  architecture  of  the  lymph 
nodes  was  destroyed  and  replaced  by  the 
tumor.  Sections  of  the  lungs  disclosed 
diffuse  congestion  and  fibrosis.  The  alve- 
olar spaces  were  filled  up  with  pink-stain- 
ing fluid  and  phagocytic  cells.  The  walls 
of  the  alveolar  spaces  were  thickened  and 
in  areas  there  were  broad  bands  of  fibrous 
connective  tissue.  The  sections  of  the  liver 
revealed  chronic  passive  congestion.  Sec- 
tions of  the  tumor  revealed  sheets  of 
round  cells  and  spindle  cells  with  probable 
cross  striation. 

Summary 

In  summary,  this  is  a case  report  of  a 
primary  sarcoma  of  the  heart  which  was 


suspected  before  surgery,  diagnosed  by 
frozen  section  during  exploratory  thora- 
cotomy, and  which  when  found  too  ex- 
tensive for  extirpation,  was  treated  post- 
operatively  with  nitrogen  mustard  and 
x-ray.  The  patient  lived  approximately 
eighteen  months  after  presentation  for 
treatment.  Most  of  this  time  was  spent  in 
relative  comfort  with  only  the  last  few 
weeks  of  life  marred  by  pain  and  confine- 
ment to  life  of  inactivity. 

A perusal  of  the  literature  indicates 
that  this  is  an  uncommon  tumor  supported 
by  the  fact  that  Chenz  and  Sutton,  in 
1955,  could  find  but  135  cases  reported. 
This  report  stated  that  only  six  cases  be- 
fore had  been  diagnosed  ante  mortem. 
Their  case  was  the  only  one  that  had  been 
diagnosed  by  angiocardiography.  A recent 
publication  by  Somers  & Lothe,'’  includes 
review  of  literature  until  the  present  time 
and  lists  the  total  number  of  reported 
cases  of  primary  cardiac  cancer  as  178. 
We  could  find  no  case  in  literature  that 
has  received  both  nitrogen  mustard  and 
x-ray  therapy. 

In  addition,  we  express  a hope  that  some 
of  these  tumors  may  be  diagnosed  early 
enough  for  complete  extirpation  by  use  of 
newer  surgical  adjuncts  now  available. 
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The  Cloak  of  Socialism 

Most  people  forget  that  they  are  government  and  that  the  people  must  pay  in  taxes 
for  every  appropriation  govei~nment  makes.  The  issues  are  fast  being  drawn.  One  of 
them  is,  will  government  dominate  research  or  will  private  initiative  be  left  a signifi- 
cant role?  Another  is,  will  prices  of  health  products  and  many  other  products  be 
regulated  by  competitive  forces  as  they  have  been  in  the  past  or  by  government?  A 
third  is,  will  medicine  remain  a free  profession  or  will  it  be  forced  to  put  on  the  cloak 
of  socialism  under  gradual  Federal  encroachment?  ...  As  we  pass  into  any  program 
which  is  socialistic,  we  sacrifice  the  total  well  being,  independence  and  dignity  of  the 
individual  to  the  average  well  being  of  the  masses,  where  people  are  leveled  into  medi- 
ocrity, with  little  independence  and  much  sacrifice  of  dignity  by  the  individual,  just 
as  has  been  done  in  Russia. — Profits  Insure  Progress:  Francis  Brown,  President, 
Schering  Corporation. 
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Pigment  cells  as  normal  constituents  of 
the  leg  muscle  of  mice.^  Willie  M.  Reams, 
Jr,  and  Thomas  C.  Mayer,-  Department  of 
Zoology,  Louisiana  State  University,  Bat- 
on Rouge,  Louisiana. 

A detailed  examination  of  mice  from 
11  major  strains  has  shown  that  mel- 
anocytes occur  in  at  least  the  musculature 
of  the  hind  limb  of  all  pigmented  strains. 
The  melanocytes  are  restricted  mainly  to 
the  superficial  muscles  of  the  posterior 
compartment  of  the  leg,  with  but  few  ap- 
pearing toward  the  anterior  aspect.  An 
experimental  analysis  has  shown  these 
melanocytes  to  be  of  neural  crest  origin 
and  that  they  invade  the  muscle  via  the 
skin.  In  all  cases  studied,  the  morphology 
of  these  melanocytes,  with  regard  to  shape 
(nucleofugal  or  nucleopetal)  and  color  of 
melanin  granules,  conforms  to  the  charac- 
teristics of  the  genotype  of  the  respective 
strain.  The  fact  that  mamalian  muscle 
provides  a suitable  environment  for  mel- 
anogenesis  is  significant.  A possible  node 
by  which  pigment  cells  leave  the  skin  and 
colonize  muscle  will  be  discussed. 

Segmental  differentiation  in  the  mam- 
malian renal  tubule.  J.  B.  Longley,  De- 
partment of  Anatomy,  Georgetown  Uni- 
versity Medical  School,  Washington,  D.  C. 

The  segmental  differentiation  of  the  re- 
nal proximal  tubule  in  lower  vertebrates 
has  been  studied  extensively  and  is  well 
known.  That  this  phenomenon  is  also  gen- 
eral in  mammals  is  less  well  known,  but 
has  been  documented  in  some  detail  for 
a number  of  species.  The  two  segments 
in  mammalian  tubules  correspond  fairly 
closely  with  the  configurationally  recog- 
nized convoluted  and  straight  segments. 
In  addition  to  their  difference  in  this  re- 

’ Supported  by  Grant  303-60  of  the  Greater 
New  Orleans  Cancer  A.ssocation  and  by  NSF 
Grant  G-14163. 
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spect,  they  can  also  be  recognized  on  the 
basis  of  differences  in  details  of  cellular 
morphology,  histochemical  activity,  and, 
indeed,  on  the  basis  of  differences  in  func- 
tion. These  findings  will  be  briefly  re- 
viewed and  evidence  presented,  based  on 
observations  of  the  distribution  in  rat  kid- 
neys of  various  tracer  materials,  for  the 
localization  of  several  secretory  and  reab- 
sorptive  functions  in  the  segments  of  the 
proximal  tubule.  In  the  case  of  a number 
of  phenolsulfonphthalein  dyes,  and  prob- 
ably also  with  alanine,  diodrast,  and  mer- 
curic ion,  secretion  in  the  convoluted  seg- 
ment of  the  proximal  tubule  is  followed  by 
reabsorption  in  the  straight  segment. 

Vitamin  D deficiency  and  developing 
bone.  B.  R.  Bhussry,  Department  of 
Anatomy,  Georgetown  University  Medical 
School,  Washington,  D.  C. 

This  investigation  was  designed  to  de- 
termine the  influence  of  a rachitogenic 
diet  on  the  developing  membrane  bones  of 
the  newborn  rats  (Birth — 21  days).  The 
Steenbock  rachitogenic  diet  has  a calcium- 
phosphorus  ratio  of  4-5:1  and,  without 
vitamin  D,  produces  rickets.  Twelve  adult 
female  albino  rats,  depleted  of  their  vita- 
min D stores  were  used  for  the  experi- 
ment. Animals  receiving  nutritionally  ade- 
quate diet  were  used  as  controls.  Mating 
of  rats  in  these  groups  was  started.  Upon 
determination  of  pregnancy,  the  females 
were  removed  to  individual  maternity 
cages.  The  newborn  rats  were  sacrificed 
at  three  day  intervals  beginning  from 
birth  to  twenty-one  days  post-natal.  The 
heads  were  cut  into  two  halves  and  fixed 
in  10%  formalin  (alcoholic)  for  twenty- 
four  hours.  Some  specimens  were  decalci- 
fied, whereas  others  were  not.  These  were 
processed  by  routine  histological  proce- 
dures. Serial  paraffin  sections  were  pre- 
pared at  six  microns  in  thickness,  and 
stained  by  Von  Kossa’s  silver  stain  and 
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Movvry’s  procedure  for  acid  and  neutral 
polysaccharides.  Micro-radiographs  were 
prepared  by  using  Philips  CMR  Unit.  The 
Steenbock  animals  demonstrated  excessive 
osteoid,  which  failed  to  undergo  resorp- 
tion. Retardation  and  disturbance  in  min- 


eralization of  bone  was  demonstrated  by 
the  lack  of  the  Von  Kossa  reaction  and  the 
appearance  of  large  radioluscent  areas  in 
contact  micro-radiographs.  The  PAS  and 
Mowry’s  procedure  demonstrated  a weak 
reaction. 


No  Finer  Opportunity 

Early  in  the  Kefauver  hearings,  the  subcommittee  invited  testimony  from  the 
Arthritis  and  Rheumatism  Foundation.  There  followed  appalling  disclosures  that  some 
$250  million  are  spent  each  year  by  arthritics  on  useless  quack  cures  . . . Considering 
the  close  attention  of  the  press  and  public  to  these  proceedings,  never  had  a Congres- 
sional inquiry  been  handed  a finer  opportunity  to  launch  a public  crusade  and  mobilize 
national  resources  to  stamp  out  criminal  operatives  in  the  health  field.  And  what  hap- 
pened? Nothing.  The  investigators  were  far  more  interested  in  getting  back  to  the 
assault  on  manufacturers  of  cortisone  and  its  derivatives  which  have  actually  re- 
stored millions  of  cripples  and  potential  cripples  to  useful,  productive  life. — Report  to 
the  Nation:  Austin  Smith,  M.  D.,  President,  Pharmaceutical  Manufacturers  Associa- 
tion. 
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First  National  Congress  on  Medical  Quackery 


Under  the  joint  sponsorship  of  the 
American  Medical  Association  and  the 
U.  S.  Food  and  Drug  Administration, 
the  First  National  Congress  on  Medical 
Quackery  was  held  in  Washington  on 
October  6 and  7,  1961.  Although  various 
governmental  and  private  agencies  have 
been  active  more  than  half  a century  in 
exposing  and  prosecuting  those  who  prac- 
tice medical  quackery,  this  is  the  first 
time  that  a combined  undertaking  has  set 
out  to  publicize  the  situation  which  exists 
in  this  dark  field  of  deceit  and  fraud. 

The  aims  were  to  inform  the  public  of 
its  extent  and  danger  and  to  bring  about 
a state  of  public  awareness,  which  would 
make  possible  more  effective  enforcement 
of  laws,  and,  if  need  be,  additional  laws. 

As  to  the  extent  that  medical  quackery 
exists,  there  should  be  no  illusion.  Vol- 
taire said  the  first  charlatan  was  born 
when  the  first  knave  met  the  first  fool. 
However,  few  of  the  suffering  and  sus- 
ceptible medical  public  realize  the  extent 
to  which  it  is  practiced. 


Conservative  estimates  indicate  that 
consumers  spend  more  than  a billion  dol- 
lars a year  on  needlessly,  falsely  I'epre- 
sented  drugs  and  cosmetics,  and  these  are 
presented  to  the  gullible  public  by  a hun- 
dred thousand  smooth-talking  charlatans. 
These  work  in  the  general  fields  of  fake 
medical  devices,  pseudoscience  and  nutri- 
tion, false  claims  for  drugs  and  cosmet- 
ics, and  miscellaneous  practices,  such  as 
chiropractic,  illegal  abortion,  and  vari- 
ous imposters  in  the  psychological  field. 
This  quasi-medical  underworld  each  year 
grosses  an  amount  equal  to  one-half  the 
annual  sales  of  the  legitimate  drug  com- 
panies. The  largest  single  field  is  that 
of  fake  nutritional  supplements,  which 
amounts  to  about  a half  billion  a year. 
The  single  field  of  quackery  in  arthritis 
treatments  takes  a quarter  of  a billion 
from  six  million  arthritics. 

The  Department  of  Investigation  of  the 
American  Medical  Association,  in  opera- 
tion more  than  fifty  years,  receives  four 
thousand  inquiries  a year  as  to  some  phase 
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of  charlatanism.  To  tho.se  who  have  some 
understanding  of  medicine  and  the  pro- 
cesses of  the  human  body,  the  (}uestion 
comes  why  do  these  people  go  to  quacks? 
The  answer  is  not  simple.  The  slogan  of 
a Texas  Cancer  quack  opens  the  (luestion : 
“The  world  is  made  up  of  two  kinds  of 
people — dem  dat  takes  and  dem  dat  gets 
took.”  A further  explanation  is  that  the 
individuals  who  have  a perfection  in  wish, 
find  that  this  leads  them  to  wishful  think- 
ing and  to  quackery.  So  long  as  they  are 
not  satisfied  quickly  and  easily  through 
legitimate  channels,  they  reach  for  a 
quicker  method. 

Two  .sets  of  circumstances  support  their 
own  wishful  thinking.  One  is  the  perfect- 
ly sound  ob.servation  that  faith  and  sci- 
ence work  successfully  together,  but  not 
.separately.  The  other  is  that  the  advances 
of  modern  medicine,  even  over  a period 
of  one  generation,  are  so  surprising  as 
to  induce  the  uninformed  public  to  believe 
in  miracles. 

The  combined  efforts  of  the  agencies 
exposing  and  combatting  quackery  are 
even  now  i-etarding  its  evils,  but  they  can 
be  even  more  effective  in  cooperation. 
The  governmental  agencies  are : the  Food 
and  Drug  Administration,  the  Po.st  Office 
Department,  the  Federal  Trade  Commis- 
sion, and  the  State  Boards  of  Medical  Ex- 
aminers. The  national  health  organiza- 
tions that  have  been  long  active  in  this 
field  are : The  American  Medical  Associa- 
tion, the  Arthritis  Foundation,  the  Ameri- 
can Cancer  Society,  and  Better  Business 
Bureaus.  Each  agency  that  is  active  in 
restraining  quackery  has  its  own  speci- 
alized problems.  Where  the  fields  over- 
lap, improvement  in  prosecution  is  ex- 
pected from  cooperation.  Each  quack  is 
thoroughly  familiar  with  the  law  that  per- 
tains to  his  activity.  He  is  aware  of  what 
loopholes,  imagined  or  actual,  there  may 
be,  and  starts  his  defense  before  he  is 
apprehended.  For  instance,  most  diffi- 
cult to  prosecute  is  the  door-to-door  “spe- 
cialist” in  the  promotion  of  his  particular 
product.  The  label,  claims  and  direction 
on  the  package  may  be  different  from 
that  in  the  brochure  accompanying  the 
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package,  and  both  may  be  entirely  for- 
eign to  the  promises,  claims  and  hopes 
aroused  by  the  spieler. 

The  company  which  makes  the  product 
may  be  further  protected  by  having  con- 
signed the  entire  lot  to  the  door-to-door 
salesman,  di.sclaiming  in  advance  any  re- 
sponsibility for  whatever  the  salesman 
may  do  or  say. 

The  areas  in  which  the  quacks  are  the 
most  active  are  those  in  which  the  dis- 
ea.ses  are  resistant  or  tedious  to  authentic 
medical  treatment.  Frequent  among  these 
are  arthritis,  cancer,  hypertension,  the 
problems  of  .senescence,  and  the  problems 
of  the  emotionally  disturbed  manifesting 
as  .somatic  di.sease. 

The  Commissioner  of  Food  and  Drugs, 
George  P.  Larrick,  .says  that  the  most 
widespread  and  expensive  type  of  quack- 
ery in  the  United  States  today  is  the  pro- 
motion of  vitamin  products,  special  die- 
tary foods,  and  food  supplements.  These 
are  promoted  with  the  statements  that 
most  disea.se  is  due  to  improper  diet;  that 
soil  depletion  cau.ses  malnutrition;  chemi- 
cal fertilizers  poi.son  the  land  and  the 
crops  that  grow  on  it;  that  certain  won- 
der foods  have  wonder  power ; that  certain 
types  of  cooking  utensils  are  harmful  to 
foods;  and  that  processing  in  cooking  re- 
moves nutritional  values  in  food. 

The  facts  of  nutrition  do  not  support 
these  contentions  when  proper  provision 
is  made  for  vitamins  and  these  will  be 
sufficient  in  amount  in  the  widely  publi- 
cized balanced  diet.  It  is  stated  by  nutri- 
tionists that  Americans  actually  have  to 
go  out  of  their  way  to  avoid  being  well- 
nourished. 

When  any  prospective  patient  or  cus- 
tomer is  invited  to  get  the  benefits  of  a 
bizarre  and  remarkable  discovery,  he 
should  consult  his  physician  before  spend- 
ing good  dollars  for  poor  advice.  He  may 
suspect  a quack  and  beware: 

“If  a ‘medical  expert’  uses  a special  or 
‘secret  machine’  or  formula  he  claims  can 
cure  disease. 

If  he  guarantees  a quick  cure. 

If  he  advertises  or  uses  case  histories 
and  testimonials  to  promote  his  cure. 
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If  he  clamors  constantly  for  medical  in- 
vestigation and  recognition. 

If  he  claims  medical  men  are  persecut- 
ing him  or  are  afraid  of  his  competition. 

If  he  tells  you  that  surgery,  x-rays,  or 
drugs  will  cause  more  harm  than  good.” 

When  any  one  of  these  features  appears 
in  the  spiel  he  can  hold  his  money,  talk 
to  his  doctor,  and  investigate  the  scientific 
background  in  all  medical  offers  by  writ- 
ing the  American  Medical  Association,  the 
Food  and  Drug  Administration,  the  Post 
Office  Department,  the  Federal  Trade 
Commission,  and  the  State  or  local  health 
department  or  the  state  or  parish  medical 
society. 

In  the  discussions  following  the  Con- 
gress on  Quackery,  it  was  pointed  out 
that  prosecution  would  be  easier  if  the 
Food  and  Drug  Administration  had  the 
power  to  determine  the  efficacy  of  a drug 
offered  to  the  public.  The  spokesman  for 
the  AMA,  however,  thought  that  the  ad- 
vantages of  a legal  provision  of  this  sort 
would  be  minimal  as  compared  to  the 
grave  disadvantage  to  the  physicians  and 
patients  of  the  nation,  to  have  so  great 
and  difficult  a problem  locked  within  the 


authority  of  one  limited  agency.  The  ad- 
vantages for  prosecution  should  be  sought 
in  other  ways. 

Reference  to  chiropractic  as  a part  of 
the  general  picture  was  mentioned.  Dis- 
cussion of  this  field  was  apparently 
planned  for  the  future.  While  chiroprac- 
tic is  illegal  in  this  and  three  other  States, 
statutory  provision  for  its  practice  exists 
in  the  other  forty-six.  The  secretary  of 
the  Federation  of  State  Medical  Boards 
Dr.  Harold  E.  Jervey,  Jr.,  said  in  effect 
that  if  only  a small  portion  of  the  money 
spent  on  investigating  the  drug  industry 
and  other  like  groups  had  been  available 
in  the  quackery  area,  the  health  and 
pocketbooks  of  the  American  people  would 
have  been  far  better  protected. 

The  discussions  of  the  Congress  re- 
peatedly demonstrated  that  the  problem 
of  quackery  is  widespread  and  deepseated 
in  the  problem  of  human  irresponsibility 
and  immorality.  If  the  responsible  por- 
tions of  the  American  public  can  be 
brought  to  support  properly  the  agencies 
which  fight  quackery,  the  help  given  will 
relieve  at  least  in  part  the  age  old  distress 
caused  “By  man’s  inhumanity  to  man.” 


f bfGANliEATION  SECTION 

The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana  State 
Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contribute  to  the 
understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


1962  ANNUAL  MEETING 

The  doctors  of  the  Ouachita  Parish  Medical 
Society  have  already  begun  arrangements  for  the 
1962  Annual  Meeting  which  will  be  held  in  Mon- 
roe, May  7-9.  Dr.  Vincent  J.  Sampognaro  has 
been  appointed  general  chairman  for  the  Meeting 
and  Dr.  Henson  S.  Coon,  Councilor  of  the  Fifth 
District,  will  serve  as  honorary  chairman.  The 
Virginia  Hotel  has  been  selected  as  headquarters, 
however  the  Frances  Hotel,  the  Penn  Resort  Hotel 
and  motels  in  the  area  have  also  offered  facilities. 
Hotel  reservations  will  be  handled  by  a housing 
committee,  of  which  Dr.  S.  R.  Mintz  is  chairman, 
after  .lanuary  first. 


Registration  will  take  place  and  technical  ex- 
hibits will  be  located  in  the  Crystal  Ball  Room  on 
the  mezzanine  floor  of  the  Virginia  Hotel.  The 
meeting  room  on  the  roof  of  the  Frances  Hotel 
will  also  have  table  space  for  technical  exhibits 
and  the  scientific  exhibits  will  be  placed  in  this 
room. 

As  in  previous  years,  the  opening  meeting  of 
the  Society  will  occur  on  Monday  evening,  the 
House  of  Delegates  will  convene  all  day  Monday 
and  on  Wednesday  morning  and  the  scientific 
sessions  will  take  place  all  day  Tuesday  and 
Wednesday,  with  sessions  alternating  at  the 
Frances  and  Virginia  Hotels.  The  chairmen  of 
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the  various  scientific  sections  are  as  follows  and 
members  who  wish  to  present  papers  should  com- 
municate with  these  doctors  at  once. 

-Allergy — Dr.  H.  Whitney  Boggs,  Shreveport 
Anesthesiology — Dr.  .lohn  B.  I’armley,  New 
Orleans 

Bacteriology  and  Pathology — Dr.  .Ambrose  .1. 

Ilertzog,  New  Orleans 
Chest — Dr.  Frederick  F’.  Boyce,  New  Orleans 
Dermatology — Dr.  Henry  W.  Jolly,  Jr.,  Baton 
Rouge 

Diabetes — Dr.  M.  W.  Matthews,  Shreveport 
Flar,  Nose  and  Throat — Dr.  F.  W.  Raggio,  Jr., 
Lake  Charles 

Eye — Dr.  George  S.  Ellis,  New  Orleans 
Gastroenterology — Dr.  Muriel  H.  Kaplan, 

New  Orleans 

General  Practice — Dr.  E.  A.  Fatter,  New 
Orleans 

Gynecology — Dr.  A.  G.  McHenry,  Jr.,  Monroe 
Heart — Dr.  John  E.  Garcia,  New  Orleans 
Medicine — Dr.  Louis  A.  Monte,  New  Orleans 
Neuropsychiatry — Dr.  T.  L.  L.  Soniat,  New 
Orleans 

Obstetrics — Dr.  M.  J.  St.  Remain,  Jr.,  New 
Orleans 

Orthopedics — Dr.  Paul  M.  Davis,  Jr., 
Alexandria 

Pediatrics — Dr.  R.  L.  Pavy,  I.,afayette 
Public  Health — Dr.  H.  E.  Cannon,  Covington 
Radiology — Dr.  H.  M.  Duhe,  New  Orleans 
Surgery — Dr.  Walter  Moss,  Lake  Charles 
Urology — Dr.  T.  A.  Kimbrough,  Lafayette 
Social  events  are  planned  for  Tuesday  and 
Wednesday  evenings  and  a golf  tournament  and 
fishing  rodeo  are  also  being  arranged  for  mem- 
bers. 


DOCTOR  DIPLOMATS 

During  the  Annual  Meeting  of  the  AMA  House 
of  Delegates  this  year  a plan  to  cooperate  in  the 
recruitment  of  volunteer  physicians  for  emer- 
gency service  in  the  foreign  mission  field  was 
approved.  The  AMA  Department  of  Internation- 
al Health  is  seeking  names  of  physicians  who  will 
volunteer  to  serve  in  the  mission  field  on  a tem- 
porary basis  and  cooperation  has  been  received 
from  agencies  representing  every  religious  de- 
nomination in  the  United  States  which  sponsors 
medical  missionaries. 

Each  physician  who  volunteers  will  be  asked 
to  complete  an  application  form  and  this  informa- 
tion will  be  used  by  the  missionary  agencies  in 
considering  qualifications  of  the  applicant.  The 
final  choice  as  to  the  acceptability  of  each  volun- 


teer physician  rests  with  the  screening  commit- 
tees of  the  missionary  agency. 

The  AMA  has  asked  that  members  of  the  State 
Society  be  informed  concerning  this  new  program 
and  physicians  who  are  interested  should  write 
directly  to  the  Department  of  International 
Health,  American  Medical  Association,  58.')  N. 
Dearborn  Street,  Chicago,  for  additional  data. 


ATTENTION  ALL  MEDICAL  ASSISTANTS  . . . 

The  young  and  growing  Louisiana  Associa- 
tion of  Medical  Assistants  is  seeking  more  mem- 
bers and  more  parish  chapters.  Our  basic  ob- 
jective is  to  improve  the  sei  vice  of  its  members 
to  physicians  and  to  the  public.  The  oiganiza- 
tion  can  aid  the  medical  profession,  particularly 
in  the  area  of  public  relations. 

Association  objectives  are: 

* To  form  and  coordinate  local  medical  as- 
sistants associations  whose  aim  shall  be  to 
hold  meetings  for  individual  and  collec- 
tive educational  advantages  by  lectures, 
demonstrations,  discussion,  instruction 
and  study. 

* To  inspire  members  to  render  honest,  loy- 
al and  more  efficient  service  to  their  pro- 
fessional employer  and  to  the  public 
which  they  serve. 

* This  organization  is  hereby  declared  to  be 
non-profit.  It  is  not,  nor  shall  it  ever 
become  a trade  union  or  collective  bar- 
gaining agent. 

The  Louisiana  Association  of  Medical  Assis- 
tants is  a component  part  of  the  American  Asso- 
ciation of  Medical  Assistants,  an  organization 
approved  by  the  American  Medical  Association. 
URGE  YOUR  ASSISTANT  TO  JOIN.  For  infor- 
mation contact: 

Mrs.  Fleta  D.  Latham,  President 

Louisiana  Association  of  Medical  Assistants 

3601  Harrison  Street 

Monroe,  Louisiana 

The  above  information  should  merit  the  atten- 
tion of  all  doctors  and  especially  their  assistants 
who  are  eligible  for  membership  in  this  associa- 
tion. 

We  believe  membership  in  this  organization 
has  and  will  create  greater  interest  in  the  care 
of  the  doctor’s  office  and  his  patients,  thereby, 
promoting  closer  cooperation  and  establishing 
better  public  relations  for  all  concerned. 

C.  Grenes  Cole,  M.  D. 
State  Chairman 
Advisory  Committee 
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PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 
Date 

Place 

Ascension 

Third  Tuesday  of  every  month 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Jefferson 

Third  Thursday  of  every  month 

Lafayette 

Second  Tuesday  of  every  month 

Lafayette 

Morehouse 

Third  Tuesday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays  of 

every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

SYMPOSIUM  ON 

CARDIAC  ARRHYTHMIAS  purpose — the  dissemination 

of  authentic  health 

The  University  of  Texas  Postgraduate  School 
of  Medicine  has  announced  a symposium  on  Car- 
diac Arrythmias  scheduled  for  December  8,  9 
and  10,  1961.  The  symposium  will  be  held  in 
the  Texas  Medical  Center,  Houston,  Texas,  and 
the  program  will  be  presented  by  three  out- 
standing guest  lecturers,  augmented  by  a local 
faculty.  The  three  guest  lecturers  are:  Doctor 
Samuel  Bellet,  of  Philadelphia,  Doctor  David 
Scherf,  of  New  York  City,  and  Doctor  Paul  Zoll, 
of  Boston. 

For  further  information,  write:  Office  of  the 
Dean,  The  University  of  Texas  Postgraduate 
School  of  Medicine,  102  Jesse  Jones  Library 
Building,  Texas  Medical  Center,  Houston  25, 
Texas. 


information.” 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  next  scheduled  examination  (Part  II), 
written,  will  be  held  in  various  cities  of  the 
United  States,  Canada,  and  military  centers  out- 
side the  Continental  United  States,  on  Friday, 
January  5,  1962. 

Current  Bulletins  may  be  obtained  by  writing 
to:  Robert  L.  Faulkner,  M.  D.,  Executive  Secre- 
tary and  Treasurer,  2105  Adelbert  Road,  Cleve- 
land 6,  Ohio. 

Diplomates  of  this  Board  are  urged  to  notify 
the  Office  of  the  Executive  Secretary  and  Trea- 
surer of  a change  in  address. 


“HIGHROAD  TO  HEALTH”  RADIO  SERIES 

The  role  of  the  family  doctor  in  handling 
common  medical  problems  arising  in  a family 
setting  is  the  subject  of  a public  service  radio 
series  starting  soon  over  Station  KSLO  in 
Opelousas,  Louisiana. 

Called  Highroad  to  Health,  the  series  consists 
of  thirteen  fifteen-minute  programs.  It  was 
pj'oduced  by  Lederle  Laboratories  in  cooperation 
with  the  American  Medical  Association. 

Each  program  opens  with  a ten  minute  drama- 
tization of  a health  problem  and  its  handling  by 
a physician.  This  is  followed  by  a five  minute 
interview-discussion  with  a guest  physician.  Each 
program  in  the  series  features  a guest  physician 
from  a different  state. 

Subjects  to  be  covered  in  the  series  are  men- 
tal health,  hypertension,  arthritis,  the  problems 
of  aging,  cancer,  tetanus,  nutiition,  appendicitis, 
pneumonia,  toxemia  of  pi'egnancy,  first  aid  of 
severe  cuts,  streptococcal  sore  throat  and  acci- 
dental poisoning. 

I)i’.  K.  Vincent  Askey,  President  of  the  AMA, 
has  called  Highioad  to  Health  “an  outstanding 
exami)le  of  good  ladio  piogramming  with  a 


AUDITORY  SCREENING  FOR  INFANTS 

“Auditory  Screening  for  Infants,”  a 15  min- 
ute, sound,  color  film  has  been  produced  by 
the  Child  Growth  and  Development  Study  of 
the  Johns  Hopkins  University  and  the  Division 
of  Maternal  and  Child  Health  of  the  Maryland 
State  Department  of  Health.  The  purpose  of 
the  film  is  to  stimulate  interest  in  an  auditory 
screening  technique  for  infants  which  is  an  ef- 
fective procedure  for  early  detection  of  hearing 
impairments  and  which  may  also  indicate  pos- 
sible abnormalities  in  motor  coordination  and 
mental  capacity. 

Preliminary  plans  have  been  made  to  establish 
training  institutes  at  Johns  Hopkins  for  the  pur- 
pose of  teaching  this  auditory  screening  tech- 
nique to  physicians,  nurses,  and  other  profes- 
sional personnel  in  speech  and  hearing. 

The  screening  test  shown  in  the  film  has  been 
used  in  England  for  a number  of  years.  It  was 
developed  by  Sir  Alex  Ewing  of  the  Department 
of  Education  of  the  Deaf,  University  of  Man- 
chester. In  1957  Dr.  Janet  Hardy,  Director  of 
the  Collaborative  Cerebral  Palsy  Project,  Johns 
Hopkins  University,  sent  Miss  Anne  Dougherty, 
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a public  health  nurse,  to  England  to  study  with 
Professor  Ewing.  Since  that  time,  Miss  Dough- 
erty has  been  in  charge  of  the  screening  at  Johns 
Hopkins.  She  is  the  producer  of  the  film. 

Medical  officials  have  endorsed  the  test  as 
a reliable  and  scientific  method  to  screen  in- 
fants and  have  recommended  that  the  test  he 
given  as  part  of  an  examination  of  every  infant 
by  the  time  he  is  eight  or  nine  months  old. 

“Auditory  Screening  for  Infants”  should  be  of 
interest  to  physicians,  nurses,  health  depart- 
ments, medical  and  nui'sing  schools,  schools  of 
public  health,  and  speech  and  hearing  centers. 
The  price  of  a print  of  this  film  is  $130.  The 
charge  for  preview  or  rental  is  $30,  which  can 
be  applied  to  the  purchase  price.  Copies  of  the 
guide  to  the  film  are  provided.  For  information 
write  Mr.  John  F.  De  Ley,  Bureau  of  Preventive 
Medicine,  Maryland  State  Department  of  Health, 
301  West  Preston  Street,  Baltimore  1,  Maryland. 


TWENTY-FIFTH  ANNUAL  MEETING 
THE  NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY 

The  twenty-fifth  annual  meeting  of  The  New 
Orleans  Graduate  Medical  Assembly  will  he  held 
March  12,  13,  14  and  15,  1962,  headquarters  at 
The  Roosevelt  Hotel. 

Nineteen  outstanding  guest  speakers  will  par- 
ticipate and  their  presentations  will  be  of  inter- 
est to  both  specialists  and  general  practitioners. 
The  program  will  include  fifty-five  informative 
discussions  on  many  topics  of  current  medical 
interest,  in  addition  to  clinicopathologic  confer- 
ences, symposia,  medical  motion  pictures,  round- 
table lunches  and  technical  exhibits. 

Following  the  meeting  in  New  Orleans,  ar- 
rangements have  been  made  for  a clinical  tour 
to  the  Eastern  Mediterranean  leaving  New  Or- 
leans via  air  on  March  16,  to  make  a connection 
with  jet  flight  leaving  New  York  for  Paris.  The 
itinerary  includes  visits  to  Athens,  Rhodes,  Cairo, 
Luxor,  Jerusalem  and  Tel  Aviv,  returning  on 
April  6 to  New  York.  (Optional  extensions  in 
Europe  may  be  arranged ) . 

Details  of  the  New  Orleans  meeting  and  the 
tour  are  available  at  the  office  of  the  Assembly, 
Room  105,  1430  Tulane  Avenue,  New  Orleans 
12,  Louisiana. 


PHARMACEUTICAL  MANUFACTURERS 
ASSOCIATION 

September  13,  1961 
Philip  H.  Jones,  M.  D.,  Editor 
Journal  of  Louisiana  State  Medical  Society 
1430  Tulane  Avenue 
New  Orleans,  Louisiana 
Dear  Dr.  Jones: 

In  behalf  of  our  140  members  who  manufac- 
ture prescription  drugs,  I wish  to  thank  you  for 
publishing  the  forthright  editorial  in  your  Au- 
gust issue,  “The  Kefauver-Celler  Bill  Would 


Hamper  the  Pharmaceutical  Industry”,  in  which 
you  have  brought  to  the  attention  of  your  many 
readers  some  of  the  threats  to  our  free  enter- 
prise system  that  are  contained  in  this  proposed 
legislation.  Physicians  everywhere  should  be 
alerted  to  the  ill  effects  this  proposed  legislation 
would  have  on  the  medical  profession  in  retard- 
ing the  discovery  and  marketing  of  new,  and 
often  life-saving,  drugs.  Likewise,  the  bill  would 
give  responsibility  to  the  Secretary  of  Health, 
Education  and  Welfare  for  determining  the  effi- 
ciency of  new  drugs,  and  this  carries  the  danger 
that  a Government  body  would  decide  for  physi- 
cians which  they  may  and  may  not  use.  The 
harassment  of  the  pharmaceutical  industry 
through  compulsory  licensing,  continual  plant  in- 
spections, and  the  selection  of  product  names 
by  the  Government  is  of  less  importance  than 
this  threatened  loss  of  physicians’  freedom  to 
practice  medicine  with  the  drugs  of  their  choice. 

Sincerely, 

Robert  J.  Benford,  M.  D. 


COST  OF  MEDICAL  CARE 
Recent  publicity  and  general  concern  over  the 
rising  costs  of  medical  care  have  led  to  the  for- 
mation of  a special  committee  of  the  Calcasieu 
Parish  Medical  Society  to  investigate  medical 
costs,  working  closely  with  other  interested  seg- 
ments of  the  community,  in  an  effort  to  explain 
such  costs  to  the  general  public.  This  activity 
will  be  undertaken  in  close  cooperation  with  the 
Louisiana  Division  of  the  Health  Insurance  Coun- 
cil, which  is  a group  which  represents  insurance 
carriers  and  industry.  The  investigation  is  an 
outgrowth  of  meetings  held  by  representatives 
of  the  Parish  Medical  Society  and  various  leaders 
of  local  industry. 


UNITED  APPEALS  CAMPAIGN 

Sharing  honors  with  the  Southwest  Louisiana 
Bar  Association,  the  Calcasieu  Parish  Medical 
Society  will  sponsor  a series  of  dinners  for  local 
businessmen  and  civic  leaders  as  a contribution 
to  the  current  United  Appeals  campaign  in  Cal- 
casieu Parish.  The  local  doctors  feel  that  they 
should  demonstrate  their  interest  and  concern 
in  community-wide  affairs  of  a non-medical  as 
well  as  medical  nature. 


OPENINGS  FOR  DOCTORS  AND  MEDICAL 
PERSONNEL 

Shreveport’s  Reserve  400  bed  114th  Evacua- 
tion Hospital  (Semimobile)  now  has  openings 
for  a number  of  qualified  Louisiana  doctors, 
nurses.  Medical  Service  Corps  Officers  and  hos- 
pital personnel,  including  technicians,  cooks,  and 
drivers.  Those  interested  in  further  information 
may  contact  the  Commanding  Officer,  Col.  Hen- 
ry A.  King,  Box  30,  Veterans  Hospital,  or  the 
Unit  Advisor,  6100  St.  Vincent  Avenue,  Shreve- 
port. 
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BOOK  REVIEWS 


Medical  Almanac  1961-62,  Peter  S.  Nagan,  comp. 

Saunders,  cl961,  .528  pp.  $5.00. 

The  compiler  states  that  his  purpose  is  to  bring 
together  in  one  volume  a wide  range  of  descrip- 
tive and  statistical  materia!  about  the  nonclinical 
side  of  medicine.  The  compiler  has  certainly  suc- 
ceeded in  his  purpose  even  though  you  may  ques- 
tion his  judgment  in  including  certain  facts. 
That  it  will  serve  as  a useful  tool  for  every  medi- 
cal library  is  without  question,  and  particularly 
for  hospitals  or  other  small  medical  libraries 
where  this  type  of  information  is  not  readily 
available. 

Some  of  the  material  included  seems  hard  to 
justify.  Among  these  are:  income  tax  informa- 
tion which  is  so  readily  available  from  other 
sources,  U.  S.  postal  rates,  and  a list  of  members 
of  the  U.  S.  Congress,  to  mention  a few.  The 
historical  facts  are  so  superficial  as  to  be  almost 
valueless.  The  vital  statistics  are  too  general  to 
be  of  real  value,  but  since  the  sources  are  given 
anyone  interested  could  pursue  these  figures  fur- 
thei’.  The  compiler  would  probably  have  served 
his  purpose  better  if  he  had  limited  his  facts  to 
the  medical  field.  As  a whole,  this  book  will 
prove  a helpful  tool  for  any  medical  library. 

W.  D.  POSTELL,  M.  D. 


Handbook  of  Poisoning:  Diagnosis  and  Treat- 
ment; by  Robert  H.  Dreisbach,  ed.  2.  Los  Altos, 
California.  Lange  Medical  Publications.  1959. 
474  p.  $3.50. 

The  pocket  sized  handbook  makes  an  excellent 
presentation  of  the  problems  involved  in  poison- 
ings. Though  necessarily  brief  because  of  the 
format  and  indicated  purpose  of  the  book,  there 
is  systematic  treatment  of  material  at  hand. 
Especially  to  be  commended  is  section  I which 
covers  the  Emergency  Management,  Supportive 
Therapy,  Diagnosis  and  Evaluation  and  the  Phy- 
sicians Legal  and  Medical  Responsibility  in  Poi- 
soning. The  latter  is  seldom  covered  and  is  most 
important. 

The  recommendation  is  made  that  all  physicians 
carry  a stomach  tube  and  a 4 ounce  irrigating 
syringe  in  their  bags  at  all  times.  The  book 
should  form  a welcome  addition  to  the  medical 
student  and  physician’s  library. 

R.  .1.  Muellino,  Jr.,  M.  D. 


Atlas  of  Obstetric  Techiiques ; by  J.  Robert  Will- 
son,  Mosby,  1961,  304  p.  Reg.  ed.  $12.50,  Illus- 
trated ed.  $14.50. 

Dr.  Willson’s  book  is  a well-written  treatise  on 
obstetrical  technique.  Since  the  book  is  intended 
as  a guide  to  labor  and  delivery,  not  as  a basic 
textbook,  he  makes  no  attempt  to  discuss  opera- 
tive obstetrics  in  detail.  His  objective  is  certain- 
ly attained  with  the  excellent  illustrations  and 
accompanying  descriptions.  The  drawings  of  the 
various  breech  presentations  and  extractions,  as 


well  as  forceps  rotations  are  especially  well  done. 

The  book  is  a practical  and  comprehensive  atlas 
for  any  general  practitioner  or  obstetrician-gyne- 
cologist. 

J.  DeCenzo,  M.  D. 


Clinical  Disturbances  of  Renal  Function;  by  Abra- 
ham G.  White,  W.  B.  Saunders  Company,  Phil- 
adelphia, 1961,  P.  468.  $10.50. 

The  book,  as  a whole,  is  well  written  and  ac- 
complishes the  author’s  avowed  purpose  to  help 
“the  practising  physician  confronted  with  a pa- 
tient whose  kidneys  are  not  functioning  nor- 
mally’’. 

The  material  covers  a tremendous  scope  in  at- 
tempting to  correlate  clinical  signs  and  symptoms 
with  physiological  considerations.  The  research 
renal  physiologist  would  find  sections  on  counter- 
current  theory  and  transport  systems  simplified 
to  a degree  but  understandable  to  the  general 
clinician.  The  figures  and  graphs  are  excellent 
although,  in  some  instances,  too  schematic. 

The  organization  of  the  text  in  discussing  a 
disease,  its  symptoms,  diagnosis  and  treatment 
also  makes  for  a very  coherent  study  of  an  in- 
dividual malfunction.  The  section  on  genetically 
induced  renal  dysfunction  is  particularly  well 
summarized. 

There  is  only  a regret  that  the  appendix  on 
renal  transport  mechanisms  could  not  have  been 
further  amplified  as  a chapter  in  the  main  text. 

In  summary,  the  book  presents  a useful  refer- 
ence for  any  physician  and  is  equally  good  in 
certain  sections  for  more  specialized  study. 

Roberta  M.  O’Dell,  Ph.D. 


PUBLICATIONS  RECEIVED 

Grune  & Stratton,  N.  Y. : A Manual  of  Neurol- 
ogy and  Psychiatry  in  Occupational  Medicine,  by 
Ralph  T.  Collins,  M.  D. 

The  C.  V.  Mosby  Co.,  St.  Louis:  Appraisal  of 
Current  Concepts  in  Anesthesiology,  by  John 
Adrian!,  M.  D.;  Rehabilitation  of  a Child’s  Eyes, 
by  Herbert  M.  Katzin,  M.  D.,  and  Geraldine  Wil- 
son, R.N.  (3rd  edit.);  Medical  Physiology,  edited 
by  Philip  Bard  (11th  edit.). 

W.  B.  Saunders  Co.,  Phila.:  The  Stages  of  Hu- 
man Development  before  Birth;  An  Introduction 
to  Human  Embryology,  by  E.  Blechschmidt, 
M.  D.;  Introduction  to  Anesthesia:  The  Princi- 

ples of  Safe  Practice,  by  Robert  D.  Dripps,  M.  D., 
.James  E.  Eckenhoff,  M.  D.,  and  Leroy  D.  Van- 
dam,  M.  D.  (2nd  Edit.)  ; Mechanisms  of  Disease; 
An  Introduction  to  Pathology,  by  Ruy  Perez- 
Tamayo,  M.  D. 

Charles  C Thomas,  Publisher,  Springfield,  111.: 
Scientific  Exhibits,  by  Thomas  G.  Hull  and  Tom 
Jones;  Sir  William  Osier  Aphorisms,  collected  by 
Robert  Bennett  Bean,  M.  1).,  edited  by  William 
Bennett  Bean,  M.  1).  (2nd  printing). 
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(brand  of  diphenoxylate  hydrochloride  with  atropine  suifate) 

lowers  motility 

controls  diarrhea 


Lomotil  brings  prompt  symptomatic  control  in  diarrhea,  either  acute  or  chronic. 

Both  pharmacologic  and  clinical  evidence  indicate  that  Lomotil  selectively  lowers 
the  propulsive  component  of  gastrointestinal  motility  without  relaxing  intestinal 
sphincters.  So  efficient  is  this  action  that  studies  in  mice  have  shown  Lomotil  to  be 
effectively  antidiarrheal  in  one-eleventh  the  dosage  of  morphine. 

Such  striking  antidiarrheal  activity  strongly  suggests  that  Lomotil  is  the  drug  of 
first  choice  for  prompt  and  positive  control  of  diarrhea. 

Dosage;  The  recommended  initial  dosage  for  adults  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each  patient  as  soon  as 
the  diarrhea  is  under  control.  Maintenance  dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil  is  supplied  as  unscored,  uncoated  white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  of  atropine  sulfate  to  discourage  deliberate  overdosage.  Recommended 
dosage  schedules  should  not  be  exceeded. 

An  exempt  preparation  under  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available  in  G.  D.  SEARLE  & CO. 
Physicians’  Product  Brochure  No.  81  from  G.  D.  Searle  &.  Chicago  so.  Illinois 
Co.,  P.O.  Box  5110,  Chicago  80,  Illinois.  Research  in  the  Service  of  Medicine 
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A CORNERSTONE  OF 
CARDIAC  THERAPY 


The  Dictionary  defines  a cornerstone  as  something  of 
fundamental  importance,  just  as  Pil.  Digitalis,  (Davies,  Rose) 
and  Tablets  Quinidine  Sulfate  Natural  (Davies,  Rose)  are  of 
fundamental  importance  in  treating  your  cardiac  patients.  These 
preparations  represent  60  years  of  experience  and  dependability 
in  the  manufacture  of  pharmaceuticals. 

Pil.  Digitalis  (Davies,  Rose),  0.1  Gram  (approx,  lj/2  grains) 
which  comprise  the  entire  properties  of  the  leaf,  provide  a 
dependable  and  effective  means  of  digitalizing  the  cardiac 
patient,  and  of  maintaining  the  necessary  saturation. 

Tablets  Quinidine  Sulfate  Natural,  0.2  Gram  (approx.  3 grains) 
are  alkaloidally  assayed  and  standardized,  insuring  uniformity 
and  therapeutic  dependability.  Each  tablet  is  scored  for  the 
convenient  administration  of  half  dosages. 


Davies,  Rose  & Company,  Limited  - Boston  18,  Mass. 

00-2 
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in  bacterial 

otitis 

media 

Panalba* 

promptly 

to  gain  precious 

therapeutic 

hours 


In  the  presence  of  bacterial 
infection,  taking  a culture  to 
determine  bacterial  identity 
and  sensitivity  is  desirable  — 
but  not  always  practical. 

A rational  clinical  alterna- 
tive is  to  launch  therapy  at 
once  with  Panalba,  the  anti- 
biotic that  provides  the  best 
odds  for  success. 

Panalba  is  effective  (in 
vitro)  against  30  common 
pathogens,  including  the 
ubiquitous  staph.  Use  of 
Panalba  from  the  outset  (even 
pending  laboratory  results) 
can  gain  precious  hours  of  ef- 
fective antibiotic  treatment. 


SUPPLIKD:  Cap<?ules,  each  contatnlne 

Panmycin*  Phosphate  (tetracycline  phosphate 
complex),  e<iuivalent  to  250  mg.  tetracycline 
hydrochloride,  and  125  mg.  All»amycin,*  as 
novobiocin  sodium,  in  bottles  of  16  and  100. 
USUAL  ADULT  DOSAGE:  1 or  2 capsules 

3 or  4 times  a day. 

SIDE  EFFECTS:  Panmycin  Phosphate  has  a 
very  low  order  of  toxicity  comparable  to  that 
of  the  other  tetracyclines  and  is  well  tolerated 
clinically.  Side  reactions  to  therapeutic  u.se 
are  infrequent  and  consist  principally  of  mild 
nnu.sca  and  abdominal  cramps. 

Albamycin  also  has  a relatively  low  order  of 
toxicity.  In  a certain  few  patients,  a yellow 
pigment  has  been  found  in  the  plasma.  This 
pigment,  apparently  a metabolic  by-product 
of  the  drug,  is  not  necessarily  associated  with 
abnormal  liver  function  tests  or  liver  enlarge* 
ment. 

Urticaria  and  maculopapular  dermatitis,  and 
a few  cases  of  leukopenia  have  bben  reported 
In  patients  treated  with  Albamycin.  These  side 
effects  usually  disappear  upon  discontinuance 
of  the  drug. 

CAUTION:  Since  the  use  of  any  antibiotic 
may  result  in  overgrowth  of  ndnsusceptible 
organisms,  constant  ob.servation  of  the  patient 
is  essential.  If  new  Infections  appear  during 
therapy,  appropriate  measures  should  be  taken. 
Total  and  differential  blood  counts  should  be 
made  routinely  during  prolonged  administra- 
tion of  Albamycin.  The  possibility  of  liver 
damage  should  be  considered  if  a yellow  pig- 
ment. a metabolic  by-product  of  Albamycin, 
appears  in  the  plasma.  Panalba  should  be  dis- 
continued if  allergic  reactions  that  are  not 
readily  controlled  by  antihistaminic  agents 
develop. 

•Trademark,  Reg.  U.  S.  Pat.  Off. 


Panalba 

your  broad-spectrum 
antibiotic  of  first  resort. 


Upjohn 


The  Upjohn  Company 
Kalamazoo.  Michigan 


drugs  anonymous 


One  of  the  several  hastily  conceived  and  potentially  dangerous  suggestions  for 
reducing  drug  costs  is  generic-name  prescribing.  The  proponents  of  generic-name 
prescribing  claim  that  it  will  lower  drug  costs  significantly  and — through  supervision 
by  the  Federal  Government — provide  quality  equivalent  to  that  of  trademarked 
drugs.  We  maintain  that  these  claims  are  false.  Here  are  some  authoritative  answers 
to  the  principal  questions  posed  by  generic-name  prescribing. 

How  much  money  would  be  saved  if  all  prescriptions  were  written 
for  generic-name  drugs? 

“The  [Rhode  Island]  Division  of  Public  Assistance  examined  10,000  drug  prescrip- 
tions for  welfare  recipients  for  the  purpose  of  determining  the  actual  savings  ...  of 
generic  versus  trade-name  drugs.  The  drugs  had  cost  528,000.  Substituting  generic 
drugs  whenever  possible  would  have  provided  a saving  of  less  than  5 per  cent. 
Syracuse  has  made  a similar  study  of  drug  costs  with  comparable  results.” 

Rhode  Island  Medical  Journal, 
January,  1961 


Are  the  savings  worth  the  risk  of  sacrificing  quality? 

“.  . . it  is  unsafe  [to  prescribe  generically]  because  there  is  not  sufficient  policing  of 
our  standards.  . . .” 

Lloyd  C.  Miller,  Ph.  D. 

Director  of  Revision  of  the  U.S.P. 

“The  naive  belief  that,  if  a product  was  not  good,  the  FD.A  would  prohibit  its  sale 
is  just  not  realistic.  ...  it  is  completely  impossible  for  the  FD.\  to  check  every  batch 
of  every  product  of  every  manufacturer.  . . . Hence  the  integrity  and  reputation  of 
the  manufacturer  assume  unusual  significance  where  drugs  and  health  products 
are  concerned.” 

Albert  H.  Holland,  M.D. 
formerly  Medical  Director  of  the 
Food  and  Drug  .Administration 

Smith  Kline  & French  Laboratories,  Philadelphia 
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YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


Soma  relieves  stiffness 
—stops  pain,  too 


Put  your 
low-back  patient 
back  on  the  payroll 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  (J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D. 


^ (carisoprodol.  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


Prompt 

Dependable 

Service 

on 

WARNER-CHILCOTT 
DIAGNOSTIC  REAGENTS 

• Simple  to  use 

• Time  saving 

• Convenient 

• Rigidly  standardized 

• Guaranteed 


PEACOCK. 


SURGICAL  COMPANY  >nc 


(235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA^' 


Browne-McHardy  Clinics 

VETERANS  HIGHV^AY  DIVISION 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
New  Orleans  15,  La. 
TWinbrook  9-2376 

INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  M.  D. 
Robert  C.  Judice,  M.  D. 
John  T.  Leckert,  M.  D. 

G.  Gordon  McHardy,  M.  0. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D. 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T,  Williams,  M.  D 

DERMATOLOGY 

William  Burroughs,  M.  D. 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D. 


GRAVIER  ST.  DIVISION 
630  Gravier  St. 

New  Orleans  12,  La. 
524-1605 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 

GENERAL  SURGERY 

Claude  C.  Craighead,  M.  D. 
Raul  G.  Reyes,  M.  D. 

OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  Ayerst,  M.  D. 

James  M.  Todd,  Jr.,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabezies,  M.  D. 

INDUSTRIAL  MEDICINE 
Ralph  J.  McDonough,  M.  D. 


8601  Veterans  Memorial  Hwy. 
Metairie,  La. 

VErnon  3-7341 

PEDIATRICS 

Carl  E.  Kemmerly,  M.  D. 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 
Diabetics 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 
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When  it’s  mo 


grippe  or 

“flu”thana  simple 
cold,  but  an  antibiotic 
is  not  indicated... 
prescribe  NEW 


WIN-CODIN*Tablets 

New  Witi-Coclin  tablets  provide  greater  symptomatic  relief 
from  influenza,  colds  and  sinusitis  than  do  simple  analgesic- 
antihistamine  combinations.  New  Win-Codin  tablets  contain 
a full  complement  of  the  most  effective  agents  available  to 
relieve  general  discomfort,  bring  down  fever  and  lessen 
congestive  symptoms. 

Each  tablet  contains; 

Codeine  phosphate  15  mg.— to  relieve  local  and  generalized 
pain  and  control  dry  cough 

NeoSynephrine®  10  mg.— to  shrink  nasal  membranes  and 
open  sinus  ostia 

Acelylsalicyclic  acid  300  mg.  (5  grains)— to  reduce  fever  and 
relieve  aching 

Chlorpheniramine  maleate  2 ?ng.— an  antihistamine  to  shrink 
engorged  membranes  and  lessen  rhinorrhea 
Ascorbic  acid  (vitamin  C)  50  mg.  — to  increase  resistance  to 
infectionst 

New  Win-Codin  tablets  will  bring  more  comfort  to  many 
patients  suffering  from  severe  coWs,  influenza  or  sinusitis. 

Average  dose:  Adults,  1 or  2 tablets  three  times  daily;  children 
6 to  12  years,  from  1/2  to  1 tablet  three  times  daily. 

Available  in  bottles  of  100  (Class  B narcotic). 

LABORATORIES  ‘Trademark  fFor  persons  with  vitamin  C deficiency 

New  York  18,  N.  Y.  Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 
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ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

February  27,  28,  March  1 and  2,  1962 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on  sub- 
jects of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving 

Technical  Exhibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and 
make  your  reservations  at  the  Palmer  House. 


^occl  in 

*^ublic 

^ Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Saciety  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


THE  EARLE  JOHNSON 
SANATORIUM 


ALFRED  TUCKER  BUTTERWORTH,  M.  D.  ' 

Psychiatrist-in-Chief  | 

Fellow  American  Psychiatric  Association  I 

j 

Specialized  treatments  in  mental  disorders  and  j 
alcoholic  and  drug  addictions.  j 

A limited  number  oF  custodial  cases  accepted.  | 

Fireproof  Buildings  I 

lovely  Gardens  and  Grounds  I 

Healthful  location  — All  Private  Rooms  | 

Excellent  Staff  | 

i 

"The  Hospital  Atmosphere  is  Avoided"  | 

I 

WRITE  P.  O.  DRAWER  106  j 

or  I 

Telephone  3-3369  | 

MERIDIAN,  MISSISSIPPI  I 

i 
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TRIPLE  SULFA  THERAPY  is  safe 
at  levels  of  pH  5.5  or  lower  where 
the  possibility  of  crystalluria 
would  be  greatest. 


TRI-AZO-MUL 

TRl-AZO-TAB 


i>  TRI-AZO-MUL 


Each  100  cc  contains: 


Sulfadiazine  

..  3.381 

gm. 

( Microcrystalline ) 

Sulfamerazine  

. 3.381 

gm. 

( Microcrystalline ) 

Sulfamethazine  

..  3.381 

gm. 

( Microcrystalline ) 


In  a palatable,  stable  emulsion  pleas- 
antly flavored  with  True  Raspberry 
Flavor.  Each  average  teaspoonful  ( 80 
min.)  represents  .5  gm.  (7.7  grs.)  of 
three  combined  sulfa  drugs  in  sus- 
pension. Supplied  in  pint  bottles  only. 

CONTRAINDICATIONS:  Sulfonamides 
are  potent  drugs,  and  may  cause  tox- 
ic reactions.  Sulfonamides,  therefore, 
should  be  given  only  under  constant 
supervision  of  a Physician. 


IN  OUR  61ST  YEAR 


© TRl-AZO-TAB 

Each  tablet  represents: 

Sulfadiazine  ...0.166  gm.  (2.57  gr.  I 
Sulfamerazine  . 0.166  gm.  (2.57  gr.) 
Sulfamethazine  .0.166  gm.  (2.57  gr.) 

Available  in  White  or  Pink  colored 
tablets  in  bottles  of  100,  500  or  1,000. 

^ TRI-AZO-MUL  ( citrated ) offers  the 
same  formula  as  TRI-AZO-MUL 
(plain)  with  sodium  citrate  (17.5 
gm. ) . 


@ First  Texas 

3^A€t/ifruic€4it€ca/:^f 

DALLAS 


Another  Established  Need  Product  . . . . 


Servinf)  the  phi/sician's  needs  since  IDOl 
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antibiotic  therapy  widj 

ECLQ 


CAPSULES,  150  mg.,  75  mg.  Dosage:  Average  infections— 
150  mg.  four  times  daily.  Severe  infections— Initial  dose  of 
300  mg.,  then  150  mg.  every  six  hours. 

PEDI.ATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with  cali- 
brated, plastic  dropper.  Dosage:  1 to  2 drops  (3  to  6 mg.) 
per  pound  body  weight  per  day  — divided  into  four  doses. 
SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored). 
Dosage:  3 to  6 mg.  per  pound  body  weight  per  day— ilivided 
into  four  doses. 


PRECAUTIONS  — As  with  other  antibiotics,  deci.omycin  ma' 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea 
tliarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  r 
sunlight  has  been  observed  in  a few  patients  on  deci-0.\ivcin 
.Although  reversible  by  discontinuing  therapy,  patients  shouli 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idio 
syncrasy  occurs,  diseontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  witl 
Di.ci.oMvciN,  as  with  other  antibiotics,  and  demands  that  th 
patient  be  kept  under  constant  observation. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


I 


n added  measure  of  protection 

MYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 

against  relapse—  up  to  6 da\’s’  acti\  it\'  on  4 da\’s’  dosage 

against  secondary  infection— sustained  high  acti\  it\'  le\’els 
against  ‘‘problem”  pathogens—  positive  broad-spectrum  antibiosis 


Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  27-30 
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Tareyton  delivers  the  flavor. . . 


Here’s  one  filter  cigarette  that’s  really  different! 


The  difference  is  this:  Tareyton’s  Dual  Filter  gives  you  a 
uni(|ue  inner  filter  of  ACTIVATED  CHARCOAL,  definitely  proved  to 
make  the  taste  of  a cigarette  mild  and  smooth.  It  works  together  with 
a pure  white  outer  filter— to  balance  the  flavor  elements  in  the  smoke. 

Tareyton  delivers— and  you  enjoy— the  best  taste  of  the  best  tobaccos. 


DUAL  FILTER 

Product  of  is  our  middle 


Tareyton 


name  © 4 r c*. 


Bj 


'T^ure.  white 
outer  filter 


ACTIVATED 
CHARCOAL 
inner  filter 
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Day  and  night’ 
less  wheezing, 
coughing,  labored 
respiration  in 
chronic  bronchitis 
and  emphysema 

New  Isuprel  Compound  Elixir  is  a bal- 
anced expectorant  bronchodilator.  It 
contains  potassium  iodide  to  promote  ex- 
pectoration and  relieve  dry  cough.  Its 
three  bronchodilators,  Isuprel,  ephedrine, 
and  theophylline,  keep  bronchi  continu- 
ously dilated.  Luminal  is  included  to  ne- 
gate possible  side  effect  from  adrenergic 
medication  and  to  provide  very  mild 
sedation  for  the  patient. 

New  Isuprel  Compound  Elixir  alleviates 
symptoms. ..prolongs  relief  in  chronic 
bronchitis  and  emphysema. 

Each  good-tasting  vanilla-flavored  tablespoon 


(15  cc.)  contains- 

Isuprel®  (brand  of  isoproterenol)  HCl  ...  2.5  mg. 

Ephedrine  sulfate  12  mg. 

Theophylline  45  mg. 

Potassium  iodide 150  mg. 

Luminal®  (brand  of  phenobarbital) 6 mg. 

Alcohol  19% 


Adult  Dose:  2 tablespoons  3 or  4 times  daily. 
How  Supplied:  Isuprel  Compound  Elixir  is  sup- 
plied in  bottles  of  16  fl.  oz. 

New 

ISUPREC 

compound 

ELIXIR 


LABORATORIES 
New  York  18,  N.Y. 

ISUPREL  AND  LUMINAL,  TRADEMARKS  RED.  U.  S.  PAT.  OFF. 
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chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion^^ 


biliary  dysfunction  and  NEOD 


NEOCHOLAN® 


WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


CONSIDER 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides : Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6.  INDIANA 
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AN  AMES  GLINIQUICK® 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

Quality  of  diabetic  control  & 
Quantitation  of  urine-sugar 

In  the  diagnosis  of  diabetes,  the  urine-sugar 
test  may  be  little  more  than  a screening  adju- 
vant. But  in  the  everyday  management  of 
diabetes,  the  urine-sugar  test  is  the  most  prac- 
tical guide  we  have.'  Routine  testing,  however, 
should  not  only  detect,  but  also  determine  the 
quantity  of  brine-sugar.  Quantitative  testing  is 
essential  for  satisfactory  adjustment  of  diet,  ex- 
ercise and  medication.  Furthermore,  day-to-day 
control  of  diabetes  is  in  the  patient’s  hands. 
Quality  of  control  is  thus  best  assured  by  the 
urine-sugar  test  which  permits  the  most  accu- 
rate quantitation  practicable  by  the  patient. 


Clinitest®  permits  a high  degree  of  practical  accuracy  and  is  very  convenient.^  Its  clinically  stand- 
ardized sensitivity  avoids  trace  reactions,  and  a standardized  color  chart  minimizes  error  or 
indecision  in  reading  results.  Clinitest  distinguishes  clearly  the  critical  V4%,  ¥2%,  %%,  1%  and 
2%  urine-sugars.  It  is  the  only  simple  test  that  can  show  if  the  urine-sugar  is  over  2%."  Your  nurse 
or  technician  will  appreciate  these  advantages;  your  patient  on  oral  hypoglycemic  therapy  will  find 
them  helpful.  Furthermore,  Clinitest  may  be  a vital  adjunct  in  the  management  of  the  diabetic 
child  or  the  adult  with  severe  diabetes. 

(1)  Danowski,  T.  S.;  Diabetes  Mellitus,  Baltimore,  Williams  & Wilkins,  1957,  p.  239.  (2)  McCune,  W.  G.:  M.  Clin. 
North  America  44:1479,  1960.  (3)  Ackerman,  R.  F.,  et  al.:  Diabetes  7:398,  1958. 


FOR  PRACTICAL  ACCURACY  OF  URINE-SUGAR  QUAHTITATION 


COLOR-CALIBRATED 


CLINITEST 

BRAND  Reagent  Tablets 


Standardized  urine-sugar  test. ..with 
GRAPHIC  ANALYSIS  RECORD 

A line  connecting  successive  urine-sugar  read- 
ings reveals  at  a glance  how  well  diabetics  are 
cooperating.  Each  Clinitest  Set  and  tablet  .re- 
fill contains  this  physician-patient  aid.  oisei 


AMES 

COMPANY,  INC 
EUNon  lfldion« 
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because  patients  are  more  than  arthritic  joints... 
controlling  inflammatory  symptoms  is  frequently  not  enough! 

Even  cortisone,  with  its  severe  hormonal  reactions,  can  effectively  control  inflammatory  and  rheuma- 
toid symptoms.  But  a patient  is  more  than  the  sum  of  his  parts  — and  the  joint  is  only  part  of  a whole 
patient.  Symptomatic  control  is  but  one  aspect  of  modern  corticotherapy,  because  what  is  good  for  the 
symptom  may  also  be  bad  for  the  patient. 


i 


Unsurpassed  ‘'General  Purpose'' and  “Special  Purpose"  Corticosteroid., . 

Outstanding  for  Short-  and  Long-term  Therapy 


Triamcinolone  Lederle 


(Knee  Joint.  Left : distal  end  of  femur;  Right:  proximal  end  of  tibia) 


ARISTOCORT  is  an  outstanding  “special  purpose”  steroid  when  the  complicating  problem  is  increased 
appetite  and  weight  gain,  sodium  retention  and  edema,  cardiac  disease,  hypertension  or  emotional 
disturbance  and  insomnia. 


ARISTOCORT  provides  unsurpassed  anti-inflammatory  control  without  sodium  retention  or  edema  — 
without  the  undesirable  psychic  stimulation  and  voracious  appetite. 


Supplied:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms.  Request  complete  information  on  indications, 
dosage,  precautions  and  contraindications  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  New  York 


Plan  now  to  attend  the  A.M.A.  Clinical  Session  in  Denver,  November  37-30 


For  your  patients  with  infections  or  other  illnesses 
who  need  therapeutic  vitamin  support.  Each 
Theragran  supplies  the  essential  vitamins  in  truly 
therapeutic  amounts: 


Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  . . 

Riboflavin 

Niacinamide 

Vitamin  C 

Pyridoxine  Hydrochloride 
Calcium  Pantothenate  . . 
Vitamin  B,2 


25,000  U.S.P.  Units 
. 1,000  U.S.P.  Units 

10  mg. 

10  mg. 

100  mg. 

200  mg. 

5 mg. 

20  mg. 

5 meg. 


Squibb 


Squibb  (Quality  — the  Priceless  Ingredient 

‘Theragran'*  is  a Squibb  trademark 
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present  as  a modifying  or  complicat- 
ing factor  in  nearly  ever}-  illness  or  disease  state^^* 

1.  Youmans,  J.  B.;  Am.  J.  Med.  25:659  (Nov.)  1958 


cardiac  diseases  ■ “^Vho  can  say,  for  exanij)le,  whether  the  patient  chronically 
ill  with  myocardial  failure  may  not  have  a poorer  myocardimn  because  of  a moderate 
deficiency  in  the  vitamin  B-complex?  Something  is  known  of  the  relationship  of  vitamin 
C to  the  intercellular  ground  substance  and  repair  of  tissues.  One  may  specidate  upon 
the  effects  of  a deficiency  of  this  vitamin,  short  of  scurvy,  upon  the  tissues  in  chronic 

disease.  " 2 Kampmeier.R  H Am.  J.  Med.  25:662  (Nov)  1959 

arthritis"  It  is  our  practice  to  prescribe  a multijile  vitamin  preparation  to  patients 
with  rheumatoid  arthritis  simply  to  insure  nutritional  adecjuacy  . . 


3 Fernandei'Herhhy.  L:  Lahey  Clinic  Bull.  11 12  (July-Sept.)  1958 


digestn'C  diseases  Symptoms  attributable  to  B-vitamin  deficiency  are  com- 
monly observed  in  patients  on  peptic  ulcer  diets. ^ Daily  administration  of  therapeutic 
vitamins  to  patients  with  hepatitis  and  cirrhosis  is  recommended  by  the  National 

O popq  rrll  1 nri  1 ^ Sebrell.  W H ; Am.  J.  Med  25  673  (Nov.)  1958.  5.  Pollack.  H.,  and  Halpern.  S.  L : Therapeutic  Nutrition. 

IV t a 1 1- 1 1 Li  1 ici  1 . National  Academy  of  Sciences  and  National  Research  Council.  Washington.  D.  C.,  1952,  p.  57. 

degenerative  diseases  “Studies  by  Wexberg,  Jolliffe  and  others  have  indi- 
cated that  many  of  the  symptoms  attributed  in  the  past  to  senility  or  to  cerebral  arterio- 
sclerosis seem  to  respond  with  remarkable  speed  to  the  administration  of  vitamins, 
particularly  niacin  and  ascorbic  acid.  These  facts  indicate  that  the  vitamin  reserve  of 
aging  persons  is  lowered,  even  to  the  danger  point,  more  than  is  the  case  in  the  average 

American  adult.”*  S.Ovefholser.  W . and  Fong,  T.C  C.  In  Stieglitz,  E.  J.:  Geriatric  Medicine.  3rd  edition,  J.  B.  Lippincott,  Philadelphia,  1954,  p.  264. 

infectious  diseases  i nfections  cause  a lowering  of  ascorbic  acid  levels  in  the 
plasma;  and  the  absorption  of  this  vitamin  is  reduced  in  diarrheal  states.^  7 Goidsmitn,  g a.: 

Conference  on  Vitamin  C.  The  New  York  Academy  of  Sciences,  New  York  City.  Oct.  7 and  8. 1960.  Reported  in;  Medical  Science  8:772  (Dec.10)  1960. 

diabetes  Diabetics,  like  all  patients  on  restricted  diets,  require  an  extra  source 
of  vitamins.®  “Rigidly  limiting  the  bread  intake  of  the  diabetic  patient  automatically 
eliminates  a large  amount  of  thiamin  from  the  diet.  . . .There  is  some  evidence  of 
interference  with  normal  riboflavin  utilization  during  catabolic  episodes.”® 

8,  Duncan  G G.:  Diseases  of  Metabolism  4th  edition  W B.  Saunders.  Philadelphia.  1959,  p.  812.  9.  Pollack.  H : Am  J Med  25:708  (Nov.)  1958. 


FOR  FULL  INFORMATION  SEE  YOUR  SOUIBB  PRODUCT  REFERENCE  OR  PRODUCT  BRIEF. 
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in  abdominal  distention 


Associated  with  air  swallowing,  functional  indigestion,  spastic 
colitis,  diverticulitis,  peptic  ulcer,  postoperative  gas. 


The  original  brand  of  methylpolysiloxane 


FOAM  AFTER  SILAIN 


FOAM  BEFORE  SILAIN 


a gastrointestinal 

DEFROTHICANr 

Air  swallowing,  abnormal  peristalsis  or  “nervous 
indigestion”  accelerates  foaming.  Foam  and  froth 
increase  the  volume  of  gastrointestinal  contents 
causing  discomfort. 

SILAIN  dispels  foam  and  froth 

Even  normal  peristalsis  may  produce  thick,  viscous 
foam  in  the  presence  of  gastric  mucin  and  gas  form- 
ing digestive  processes. 

SILAIN  reduces  increased  volume 

By  lowering  interface  cohesion,  Silain  breaks  down 
the  gas  bubbles  reducing  the  foam  to  a liquid. 

SILAIN  provides  fast  relief 

Relief  occurs  promptly  when  foam  is  broken— en- 
trapped gas  is  liberated  for  normal  absorption  or 
eliminated  by  belching  or  passing  flatus— volume 
decreases  immediately. 

SILAIN  is  safe 

A single  non-toxic  compound,  Silain  acts  physi- 
cally with  no  effect  on  gastrointestinal  motility. 

FORMULA:  Each  tablet  contains  50  mg  methylpolysiloxane. 

DOSAGE:  1 or  2 tablets  after  meals  or  more  frequently  if  necessary. 

AVAILABLE:  50  mg.  tablets  in  bottles  of  100. 

Clinical  trial  supply  on  request 

♦DEFROTHICANT— The  property  o(  preventing  and  eliminating  foam. 

U.  S.  Patent  No.  2,951,011 


PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis,  Tennessee 
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in  peptic  ulcer,  hyperacidity,  heartburn 


Control  Gastric 

GAS  acid 


TABLETS 


DEFROTHICANT  ANTACID 


SILAIN-GEL  non-fatiguing,  fruit-mint  taste 

Releases  Gas_The  unique  physical  property  of  SiLAiN  breaks 
the  frothy  bubbles  liberating  the  gas  for  elimination. 

Neutralizes  Acid —Specially  balanced  antacid  formulation  pro- 
vides efficient  neutralization. 

DOSAGE— 2 tablets  after  meals  and  at  bedtime.  The  safety  of  Silain-Gel  permits  administration  as  often 
as  necessary. 

FORMULA— Each  tablet  contains:  methylpolysiloxane  25  mg.;  magnesium  hydroxide  85  mg.;  co-precipi- 
tated  magnesium  carbonate  and  aluminum  hydroxide  282  mg. 

REFERENCES 

1.  Roth,  J.L.A.  and  Bockus,  H.L.:  Aerophagia — Med.  Clin.  N.  Am.  41:1673  (Nov.)  1957 

2.  Alvarez.  W.C.:  Gas  in  the  Bowel:  An  Introduction  to  Gastroenterology;  Paul  B.  Hoeber, 
Inc.  Alvarez,  W.C.;  Syndrome  of  Reverse  Peristalsis:  Ibid 

3.  Barondes,  R.  de  R.  et  al:  The  Silicones  in  Medicine.  Mil.  Surg.  106:378.  1950 

4.  Cutting,  W.:  Toxicity  of  Silicones.  Stanford  M.  Bull.  10.-23  (Feb.)  1952 

5.  Dailey.  M.  and  Rider,  J.;  Silicone  Antifoam  Tablet  in  Gastroscopy.  J.A.M.A.  155:859 
(June)  1954 

6.  Rider,  J.A.  and  Moeller,  H.C.:  Use  of  Silicone  in  the  Treatment  of  Intestinal  Gas  and 
Bloating.  J.A.M.A.  174:2052  (Dec.)  1960 

7.  Rider,  J.A. : Intestinal  Gas  and  Bloating:  Treatment  with  Methylpolysiloxane.  Am.  Pract. 
& Digest  Treat.  11:52  (Jan.)  1960 


PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis,  Tennessee 
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SPECIAL  COUGH  FORMULA 

^>r  Chdjdrert 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 


5.0  mg. 


Neo-Synephrine®  hydrochloride  . . 2.5  mg. 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 

Dosage: 

Children  from  6 months  to  1 year, 
l/4  teaspoon;  1 to  3 years,  l/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 

How  Supplied: 

Bottles  of  16  fl.  oz. 


Exempt  Narcotic 


i I ifitmob 

\J\J  LABORATORIES  | 


New  Vo.L  18.  N Y 


(brand  of  phenylephrine  hydrochloride) 


Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 
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POWERFUL  DIFFERENCE 


...motion- stopping  radiographic  speed 
is  built  into  every  Patrician  “200” 


With  the  G-E  Patrician  “200”  diagnostic  x-ray 
package,  you  can  enjoy  savings  and  still  not 
sacrifice  needed  power.  This  is  important.  For, 
only  ample  x-ray  output  will  assure  you  ex- 
jjosure  speed  sufficient  to  overcome  common 
motion-blurring  problems.  The  Patrician  com- 
bination provides  this  and  more  in  every  detail 
for  radiography  and  fluoroscopy.  For  example: 
full-size  81"  tilting  table  . . . inclependent  tube- 
stand  . . . counterbalanced  (not  counterpoised) 
fluoroscopic  screen  or  spot-film  device  . . . fine 
focus  x-ray  tube  . . . fluoroscopic  shutter-limit- 
ing device  to  confine  radiation  to  screen  area 


. . . automatic  x-ray  tube  overload  protection. 

Ask  about  renting:  Through  the  G-E 
Maxiservice®  plan,  you  can  have  this  com- 
plete Patrician  “200,”  plus  maintenance,  parts, 
tubes,  insurance,  and  paid-up  local  taxes  — 
all  wrapped-up  by  a modest  monthly  fee. 
Details  available  from  your  G-E  x-ray  repre- 
sentative listed  below. 

^vgress  k Ovr  Most  Important  T^roduct 

GENERAL^  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

NEW  ORLEANS 

7715  Edinburgh  St.  • HUnter  8-7742 
SHREVEPORT 

1839  Line  Ave.  • Phone  42  2-8743 


RESIDENT  REPRESENTATIVE; 

BATON  ROUGE 
C.  A.  Ebersbaker 

2451  Honeysuckle  Ave.  • Dickens  2-2308 
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When  minor  aches  and  pains 
disturb  your  patients’  sleep... 

BAYER®  ASPIRIN 
DOESN’T  MAKE  THEM  SLEEP, 
IT  LETS  THEM  SLEEP, 
NATURALLY! 


• • • • 
• • • « 

• • • • • • 


AND  WITH  BAYER  ASPIRIN, 
THERE’S  NO 
*'SEDATIVE  HANGOVER.’* 


There  are,  of  course,  a great  many  instances  of 
sleeplessness  in  which  the  patient  should  be  directed  to 
take  a sedative  to  induce  sleep. 

But  there  are  also  many  instances  in  which  sleeplessness  is 
caused  by  nothing  more  serious  than  minor  aches  and  pains  which 
can  easily  be  relieved  by  one  or  two  tablets  of  Bayer  Aspirin. 

With  physical  discomforts  gone,  sleep  comes  naturally. 

And  when  Bayer  Aspirin  is  used  as  a sleeping  aid, 
patients  never  suffer  the  "sedative  hangover”  which  so 
often  follows  an  induced  sleep. 

So  remember,  when  minor  aches  and  pains 
disturb  your  patients’ sleep,  Bayer  Aspirin  doesn’t 
make  them  sleep;  it  lets 
them  sleep,  naturally,  with 
no  "sedative  hangover.” 
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After  1 0 weeks 
of  therapy - 
a clear  skin, 
a new  personality, 
a new  world  of 
fun  and  laughter 

pi  lisoHex,  used  as  a daily,  exclusive 
wash,  enhances  any  treatment  for 
acne.  Because  it  contains  3 per  cent 
hexachlorophene,  it  supplies  continuous 
antibacterial  action  to  help  combat 
the  infection  factor.  pHisoHex 
cleanses  better  than  soap  because 
it  is  40  per  cent  more  surface-active. 

Used  together,  pHisoHex  and  new 
keratolytic  pHisoAc  Cream  provide 
basic  complementary  topical  therapy 
for  patients  with  acne  — to  unplug 
follicles  and  to  help  prevent 
comedones,  pustules  and  scarring. 

New  pHisoAc  Cream  dries,  peels  and 
helps  degerm  the  skin;  flesh-toned,  it 
tends  to  hide  acne  lesions  as  they  heal. 
pHisoHex,  in  unbreakable  squeeze 
bottles  of  5 oz.  and  new  plastic  bottles 
of  1 pint;  pHisoAc  in  H/o  oz.  tubes. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 

LABORATORIES 
New  York  18,  N.Y. 


CLINICAL  PHOTOGRAPHS 


Acne  vulgaris  before  treatment 


For  treatment  at  home,  this  patient 
washed  her  face  daily  with  pHisoHex 
and  kept  pHisoAc  on  her  face  twenty- 
four  hours  a day. 

Nine  office  treatments  consisted  of 
mechanical  removal  of  blackheads  and 
applications  of  carbon  dioxide  slush. 
No  other  medication  was  given. 


After  10  weeks  of  therapy 


ForAcne-pHiSOHeX^and 

^ antibacterial,  nonalkaline,  nonirritating, 
hypoallergenic  detergent 
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is  pharmaceutical 
advertising 
really 

“advertising”? 

of  course  it  is,  though  some  have  called  it 

“education”  . . . not  really  “advertising.” 

Of  course  it’s  “advertising”. . . a frankly  competitive  activity  of  the  Ameri- 
can private  enterprise  system  to  which  this  industry  belongs.  Of  course  it’s 
“advertising”. . .created  in  the  hope  of  getting  the  physician  to  note  and  read; 
of  persuading  him,  by  setting  forth  proven  indications  and  advantages,  to 
learn  about  a drug;  and  of  thereby  helping  him  alleviate  suffering  or  cure  dis- 
ease by  prescribing  it. 

“Advertising”?  Surely!  BUT  indisputably  different  from  any  other  adver- 
tising in  the  world  (which  is  just  what  has  led  people  to  devise  various  dif- 
ferent names  for  it).  For  in  its  proper  role  it  communicates  the  vital  information 
. . . good,  bad,  and  indifferent  . . . and  it  keeps  the  physician  abreast  of  each 
useful  new  clinical  application  and  each  new  danger  revealed  during  increas- 
ing use  of  the  drug. 

There's  been  a lot  of  talk  about  “over-advertising",  and  there  may  have  been 
occasional  excesses.  But  consider  the  potential  dangers,  in  this  era  of  astonishing 
new  drugs,  of  “under-advertising".  . . in  view  of  the  complexity  of  modern  drug 
therapy;  the  lag  of  6 to  more  than  18  months  before  the  appearance  of  deBni- 
tive  medical  articles  on  new  drugs;  and  the  fact  that  there  is  no  other  source  of 
such  comprehensive  information  about  a new  agent  as  the  company  that  ran  it 
through  the  crucial  gauntlet  of  animal  pharmacology  and  clinical  investigation. 

This  message  is  brought  to  you  on  behalf  of  the  producers  of  prescription  drugs. 
For  additional  information,  please  write  Pharmaceutical  Manufacturers  Associa- 
tion. 1411  K Street.  N W..  Washington  5.  D.C. 
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effective,  palatable,  economical 


Cremosuxidine*[sulfasuxidine®succinylsulfathiazole  suspension  with  kaolin  and  pectin] 
reduces  fluidity  of  stools,  reduces  enteric  bacteria,  adsorbs  toxins,  and  soothes 
the  irritated  intestinal  mucosa. 


Chocolate-mint  flavored... readily  accepted  by  patients  of  all  ages. 

Additional  information  on  CREMOSUXIOINE  is  available  to  physicians  on  request. 


MERCK  SHARP  & DOHME,  division  of  merck  & co.,  Inc.,  west  point,  pa. 

CftCMOSUXIOINE  AND  SULFASUXIOINC  ARC  TRADEMARKS  OF  MERCK  & CO.,  INC. 
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Keep  medical  education  on  tlie  march 

When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly— to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Every  cent  of  your  gift  will  go  to  the 
school— or  schools— of  your  choice. 

Give  to  the  American  Medical  Education  Foundation 

635  North  Dearborn  Street,  Chicago  lO,  Illinois 
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PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 

TIMBERLAWN  FOUNDATION 

For  Education  and  Research  in  Psychiatry 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  CENTER 


PERRY  C.  TALKINGTON,  M.D..  Clinical  Director 
CHARLES  L.  BLOSS,  M.  D.,  Medical  Director 
Associate  Psychiatrists 
HOWARD  M.  BURKETT,  M.  0. 

JAMES  K.  PEDEN,  M.  D. 

WARD  G.  DIXON.  M.  D. 

JERRY  M.  LEWIS,  M.  D. 

C.  L.  JACKSON,  M.  D. 

RALPH  M.  BARNETTE,  JR.,  6.  B.  A.,  Business  Manager 


Clinical  Psychology 
PHILIP  RODS,  PH.  D. 

DONALD  BERTOCH,  M.A. 

Social  Work 

BILL  M.  TURNA6E,  M.S.S.W. 

ROBERT  L.  COATES,  M.S.S.W. 

GERALDINE  SKINNER,  B.S.,  O.T.  R.,  Director  of  Occupational  Therapy 
LOIS  TIMMINS,  PH.D.,  Director  of  Recreational  Therapy 
FRANCES  LUMPKIN,  R.  N.,  B.S.,  Director  of  Nurses 


Evergreen  1-2121 


Dallas  21,  Texas 


P.O.  Box  1769 


One  out  of  ihree  who  died  of  cancer 

last  year  could  have  been  saved! 


To  alert  the  practicing  physician  to  suspect  and  diagnose  cancer  early  — 
the  American  Cancer  Society  has  available  for  you  a film  series  of 
Physicians’  Conferences  on  Cancer. 

*Kinescopes  of  live,  color,  closed-circuit  television  programs, on 
early  diagnosis  and  treatment  of  cancer,  present  outstanding  clinicians. 

These  24  film  programs  — the  nucleus  of  a course  on  cancer  for  the 
General  Practitioner  — cover  virtually  all  cancer  sites  and  types. 

They  center  around  panel  discussions,  laboratory  techniques,  case 
histories,  x-ray  findings,  histopathology,  statistical  data, 
and  operative  procedures. 

Professional  Films  and  services  available  to  the  doctor  in  his  own 
community  may  be  obtained  through  your  Division  of  the 

American  Cancer  Society 


•APP80VED  BY  THE  AMEBICAN  ACADEMY  Of  GENEBAl  PRACTICE  FOR  IRFORMAl  STUDY  CREDIT  (U  MM  COLOR  SOUMO  FILMS.  RUNNING  TIME  30-50  MINUTES) 


AMERICAN  CANCER  SOCIETY,  Louisiana  Division,  Inc.,  822  Perdido  Street,  ttew  Orleans  12,  U. 
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JA  5-4047  By  Appointment 
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BARRETT  KENNEDY,  AA.  D. 
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DERAAATOLOGY 
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Courtesy 

Parking 

Adjacent 
to  Building 


Green  Clinic 
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Obstetrics  and  Gynecology 
Carl  L.  Langford,  M.D. 
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Bruce  W.  Everist,  M.D. 

0.  Wharton  Bro^vn,  Jr.,  M.D. 
Eye,  Ear,  Nose  and  Throat 
Harold  H.  Harms,  M.D. 


Ruston,  Louisiana 
Radiology 

M.  Ragan  Green,  M.  D. 

Internal  Medicine 
Henry  S.  Roane,  M.D. 
Robert  W.  Sharp,  M.D. 
Joe  L.  Smith,  Jr.,  M.D. 

Dentistry 

L.  Felton  Green,  D.D.S. 
Benjamin  C.  Baugh,  D.D. 


The  Sellers  and  Sanders  Clinic 

OPPOSITE  SOUTHERN  BAPTIST  HOSPITAL 

4414  Magnolia  St.  New  Orleans  15,  La. 

Telephone  TW  5-6635 

Obstetrics  & Gynecology  General  Surgery 

Thomas  B.  Sellers,  M.  D.  John  T.  Sanders,  M.  D. 

Simon  V.  Ward,  M.  D.  L.  Terrell  Tyler,  M.  D. 

Julius  T.  Davis,  Jr.,  M.  D.  Internal  Medicine 

T.  K.  Dampeer,  Jr.,  M.  D.  Daniel  W.  Hayes,  M.D. 

Lige  B.  Rushing,  Jr,,  M.D. 
Diagnostic  X-ray  and  Laboratory  Facilities 


PHILIP  RONALD  LORIA,  M.  D. 

DISEASES  OF  THE  SKIN 


Dermoplaninj 


Removal  of  Excessive  Hair 


1104  Maison  Blanche  Bldg. 
By  Appointment 


New  Orleans  16,  La. 

524-9621 
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PROFESSIONAL  CARDS 


JOHN  C.  HARDIN,  JR. 

D.D.S.,  M.D.,  F.A.C.S. 

Maxillo-Facial  & Oral  Surgery 

(Head  and  Neck  Surgery) 

121  Physicians  & 
Surgeons  Bldg.,  West 
Phone  3-6901  Shreyeport,  Louisiana 


DR.  NATHAN  H.  POLMER 

Physical  Medicine — Rehabilitation 

2209  Carondelet  St. 

2-5  P.  M. 

Off.:  JA  2-0171  Res.:  JA  2-3946 


JAMES  W.  BURKS,  JR.,  M.  D. 

DISEASES  OF  THE  SKIN 
SURGICAL  PLANING  FOR  COSMETIC  DEFECTS 
FACILITIES  FOR  REMOVAL  OF  SUPERFLUOUS  HAIR 

925  Maison  Blanche  Bldg. 

New  Orleans  16,  La.  529-3322 


DR.  R.  ROSS,  JR. 

SKIN  DISEASES 

802  Pere  Marquette  Bldg.  JA  2-0202 


DR.  RICHARD  W.  VINCENT 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
1320  ALINE  STREET 
TWinbrook  5-4561 


LEWELL  C.  BUTLER,  JR.,  M.  D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Phone  3-9671 

211-213  Physicians  and  Surgeons  Building  West 
803  Jordan  Street  Shreveport,  Louisiana 


BLAISE  SALATICH,  D.D.S.,  M.D. 

PRACTICE  LIMITED  TO  ORTHOPEDIC 
SURGERY 

1212  Maison  Blanche  Building 
JAckson  2-7697  By  Appointment 


THE  OWENS  CLINIC 

for 

PLASTIC  AND  RECONSTRUCTIVE 
SURGERY 

2223  Carondelet  St.  New  Orleans  13,  La. 

Telephone:  JAckson  2-0106 
After  Hours  — Call  Doctors’  £xchiiiige  Wll  5-41tl 


DR.  HARTWIG  M.  ADLER 

EYE,  EAR,  NOSE  AND  THROAT 
Hours  by  appointment. 

3439  Prytania  Street  TW.  1-4094 

New  Orleans 


DR.  CARL  N.  WAHL 

Practice  limited  to 

MAXILLO-FACIAL  AND  PLASTIC 
SURGERY 

825  Maison  Blanche  Bldg.  523-3216 


J.  W.  DAVENPORT,  JR.,  M.  D. 

Blood  Classification  Studies 

Irregular  Antibody  Determinations 

Paternity  Exclusion  Tests 

2700  NAPOLEON  AVE.  TW.  5-6681 


FRANK  H.  MAREK,  M.  D. 
Radiologist 

444  So.  Ryan  Street  Lake  Charles,  La. 

Phone  HE  3-6361 
Practice  Limited  to 

X-ray  and  Radium  Treatment 
and  Diagnosis 


DR.  HARRY  ZOLLER 

HEARING  AND  DEAFNESS 
DISEASES  AND  SURGERY  OF  THE  EAR 

1109  Pere  Marquette  Building 
JA.  5-2535  By  Appointment 
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The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


ORAL  CANCER  MONOGRAPH 


by:  Dauely  P.  Slaughter,  M.  D. 
and  Lester  B.  Cahn,  D.D.S. 


This  is  a comprehensive  work  which  covers  oral  cancer  thoroughly  as  it  concerns 
the  dentist,  and  stresses  the  role  of  the  dentist  in  cancer  case-finding. 


Introduction 

Etiology  and  Pathogenesis  of  Oral  Cancer 

Professional  Attitudes  in  Diagnosis  and  Detection 

Examination  of  Patient 

Clinical  Diagnosis  of  Oral  Tumors 

Neck  and  Face  Tumors  Apparent  on  Inspection 

Skin  Cancer  of  Face 

Biopsy 

Treatment  of  Oral  Cancer 


We  are  pleased  to  advise  that  copies  of  the  Oral  Cancer  Monograph  will  be 
mailed  directly  by  the  National  Headquarters  of  the  American  Cancer  Society 
to  all  practicing  dentists. 


AMERICAN  CANCER  SOCIETY 


TABLE  OF  CONTENTS 


Louisiana  Division,  Inc. 


822  Perdido  Street 


New  Orleans  12,  La. 


W.  J.  REIN,  M.D.,  President 


Now... two  new  products  to  supply 
the  iron  infants’  and  chlldreii  need 
at  the  ages  they  need  it 


GHEWABLE  VITAMINS  WITH  IRON 


These  two  new  formulations— one  for  infants,  one  for  older  children 
— are  distinctive  additions  to  the  present  line  of  Vi-Sol®  vitamins, 
thereby  providing  the  choice  of  Tri-Vi-Sol  drops  with  and  without 
iron  and  Deca-Vi-Sol  chewable  vitamins  with  and  without  iron. 
Both  new  products  taste  good.  The  packaging  carefully  limits 
elemental  iron  to  a total  of  500  mg.  per  bottle.  Nevertheless,  the 
bottles  should  be  kept  out  of  the  reach  of  children. 

Tri-Vi-Sol  vitamin  drops  with  iron. Each  0.6  cc.  daily  dose  supplies  10  mg. 
elemental  iron  plus  safe,  rational  amotiius  of  vitamins  C,  D and  A.  Supplied 
in  bottles  of  30  cc. 

Deca-Vi-Sol  chewable  vitamins  with  iron. Each  chewable  tablet  supplies  10  mg. 
elemental  iron  and  safe,  rational  amounts  of  C,  D and  A plus  seven  significant 
B vitamins.  Sup]>licd  in  bottles  of  50  chewable  tablets. 

Uibliography:  (I)  Jacobs,  I.:  Cl*  (Jan.)  1060.  (2)  Shiilman,  I.:  J.A.M.A.  775:118-12.3 

(Jan  14)  1061.  (.3)  Moore,  C.  V.,  in  Wolil,  .M.  G.,  and  Goodliari.  R.  S.:  Modern  N’utriiion 
in  Health  and  Disease,  ed.  2,  Philadelphia,  Lea  & Kebiger,  I960,  p.  243. 

10  mg.  of  prophylactic  iron... 
logically  combined  for  your 
convenience  with  two  of  the 
most  widely  used  and  accepted 
pediatric  vitamin  products 

Mead  Johnson 
Laboratories 


Symbol  of  service  in  medicine 
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Announcing 


The  Twenty-Fifth  Annual  Meeting 
of 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

Conference  Headquarters  — Roosevelt  Hotel 
MARCH  12,  13,  14,  15,  1962 

GUEST  SPEAKERS 


E.  M.  Papper,  M.  D.,  New  York,  N.  Y. 
Anesthesiology 

E.  P.  Cawley,  M.  D.,  Charlottesville,  Va. 
Dermatology 

Julian  M.  Ruffin,  M.  D.,  Durham,  N.  C. 
Gastroen  terology 


V.  A.  Byrnes,  M.  D.,  St.  Petersburg,  Fla. 
Ophthalmology 

John  H.  Moe,  M.  D.,  Minneapolis,  Minn. 
Orthopedic  Surgery 

A.  C.  Furstenberg,  M.  D.,  Ann  Arbor,  Mich. 
Otolaryngology 


Carroll  L.  Witten,  M.  D.,  Louisville,  Ky. 
General  Practice 


Jeff  Minckler,  M.  D.,  Denver,  Colo. 
Pathology 

Howard  W.  Jones,  Jr.,  M.  D.,  Baltimore,  Md.  Lewis  L.  Coriell,  M.  D.,  Camden,  N.  J. 
Gynecology 


T.  M.  Dm-ant,  M.  D.,  Philadelphia,  Pa. 
Internal  Medicine 

M.  M.  Wintrobe,  M.  D.,  Salt  Lake  City,  Utah 
Internal  Medicine 

Bernard  J.  Alpers,  M.  D.,  Philadelphia,  Pa. 
Neurology 

Ralph  C.  Benson,  M.  D.,  Portland,  Ore. 
Obstetrics 


Pediatrics 

Robert  D.  Moreton,  M.  D.,  Fort  Worth,  Tex. 
Radiology 

J.  H.  Mulholland,  M.  D.,  New  York,  N.  Y. 
Surgery 

0.  H.  Wangensteen,  M.  D.,  Minneapolis,  Minn. 
Surgery 

John  L.  Emmett,  M.  D.,  Rochester,  Minn. 
Urology 


Special  Wednesday  Night  Guest 

Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons, 
medical  motion  pictures,  technical  exhibits,  and  entertainment  for 
visiting  wives. 

(All-inclusive  registration  fee  — $20.00) 

THE  CLINICAL  TOUR  TO  THE  EASTERN  MEDITERRANEAN  VISITING  PARIS, 
ATHENS,  RHODES,  CAIRO,  LUXOR,  JERUSALEM  AND  TEL  AVIV 

Leaving  March  16  via  air  and  returning  April  6,  1962 
(Optional  extensions  may  be  arranged) 

For  information  concerning  the  Assembly  meeting  and  the  tour  write 
Secretary,  Room  105,  1430  Tulane  Avenue,  New  Orleans  12,  La. 
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W.  J.  REIN,  M.D., 

President 
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THE  LOUISIANA  COCA-COLA  BOTTLING  CO.,  LTD. 


You  Know— 


that  we  know! 


TRUSTED  MANY  MILLIONS  OF  TIMES 


Prescription  Headqucaters  Since  1905 


Openings  for  residents  in  psychia- 
try in  915  bed  progressive  hospital. 
Three  year  approved  psychiatric  resi- 
dency through  affiliation  with  Lou- 
isiana State  University  and  Tulane 
University  Medical  Schools.  Oppor- 
tunities for  teaching  and  research; 
psychoanalysis  available  in  third  year 
by  private  arrangement ; organized 
training  while  living  on  the  beautiful 
Gulf  Coast.  Starting  salaries  from 
$6,995  to  $10,635,  plus  many  fringe 
benefits.  For  information  write  Dr. 
J.  T.  May,  Associate  Chief  of  Staff, 
VA  Hospital,  Gulfport,  Mississippi. 


MEDICAL  BOOKS 
Of  All  Publishers 

Any  book  on  Medicine,  Surgery,  and 
Nursing 

J.  A.  MAJORS  COMPANY 

147  South  Liberty  St. 

NEW  ORLEANS  12,  LA. 

Catalogs  cheerfully  sent  upon  request 
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...WITH  METHEDRINE'SKE  CAN  HAPM  REFUSE! 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent.”  Douglas,  H.  S.:  West.J.Surg.  59:238  (May)  1951. 


‘METHEDRINE’ 

brand  Methamphetamine  Hydrochloride 

Supplied;  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

Literature  available  on  request. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  New  York 
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Incpeasit^... 

the 

trend  is  to 


According  to  a recent  report*  on  the  effectiveness 
of  Terramycin  in  io6  cases  of  upper  respiratory 
tract  infection:  “The  response  in  sinusitis  was  par- 
ticularly gratifying,  as  both  acute  and  chronic 
cases  were  controlled  within  an  average  of  five 
days.” 

“It  was  the  impression  of  the  hospital  staff  that 
oxy tetracycline  [Terramycin]  was  not  only  better 
tolerated,  but  more  effective  than  other  antibiotics 
habitually  used.” 

The  results  reported  in  this  and  many  other  stud- 
ies confirm  the  vitality  of  Terramycin  for  broad- 
spectrum  antibiotic  therapy  and  demonstrate  why 
—increasingly— the  trend  is  to  Terramycin. 


In  brief  I, 


leppamycin 

CAPSULES  250  mg.  and  125  mg.  per  capsule 
convenient  initial  or  maintenance  therapy 


in  adults  and  older  children 


Science  for  the  world’s  well-being® 

Pfizer  Laboratories  Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York  17,  N.  Y. 

*Jacques.  A.  A.,  and  Fuchs,  V.  H.:  J.  Louisiana  M.  Soc.  113:200,  May,  1961. 


The  dependability  of  Terramycin  in  daily 
practice  is  based  on  its  broad  range  of 
antimicrobial  effectiveness,  excellent 
toleration,  and  low  order  of  toxicity.  As  with 
other  broad-spectrum  antibiotics, 
overgrowth  of  nonsusceptible  organisms  may 
develop.  If  this  occurs,  discontinue  the 
medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility 
testing.  Glossitis  and  allergic  reactions  to 
Terramycin  are  rare.  Aluminum  hydroxide 
gel  may  decrease  antibiotic  absorption  and  is 
contraindicated. 

More  detailed  professional  information  available  on  request. 
another  reason  why  the  trend  is  to 
Terramycin— iTryirt/V/Vy  of  dosage  form: 

TERRAMYCIN  Syrup/ Pediatric  Drops 

125  mg.  per  tsp.  and  5 mg.  per  drop 
(100  mg./cc.),  respectively — deliciously 
fruit -flavored  aqueous  forms  . . . 
preconstituted  for  ready  oral  administration 
TERRAMYCIN  Intramuscular  Solution 

50  mg./cc.  in  10  cc.  vials;  100  mg.  and 
250  mg.  in  2 cc.  ampules — tlx  broad- 
spectrum  atitibiotic  for  mmiediate  intra- 
vmsadar  injection  . . . conveniently 
preconstituted  . . . notably  well  tolerated  at 
injection  site  with  low  tissue  reaction 
compared  to  other  broad-spectrum  antibiotics 


often  accompanies  hyperacidity . . . 


n 
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DEFROTHICANT  • ANTACID 


should  be  part  of  antacid  regimens 


When  peptic  ulcer,  hyperacidity  and  heartburn 
are  complicated  by  gas,  they  require  more  than 
antacids  . . . they  require  Silain-Gel! 

Silain-Gel  includes  a defrothicant,  methylpoly- 
siloxane*,  that  breaks  up  frothy  bubbles  thus 
liberating  gas  for  elimination.  And  Silain-Gel  in- 
cludes the  properly  balanced  antacid  formulation 
for  maximum  neutralization. 

Patient  acceptance  is  assured  by  the  non-fatiguing 
fruit  mint  taste  of  Silain-Gel.  Silain-Gel  is  safe 
for  long-term  administration. 


Dosage:  Silain-Gel  Liquid— 2 teaspoonfuls  4 times  daily 
after  or  between  meals  and  at  bedtime.  Silain-Gel  Tab- 
lets—2 tablets  (chewed  or  swallowed)  after  meals  and 
at  bedtime. 

Formula:  Each  tablet  contains  25  mg.  activated  methyl- 
polysiloxane,  282  mg.  aluminum  hydroxide  (equivalent 
to  Dried  Gel,  U.S.P.)  and  85  mg.  magnesium  hydrox- 
ide. Each  teaspoonful  of  Liquid  is  equivalent  to  1 tablet. 

Available:  Silain-Gel  Liquid— Plastic  Flask,  12  fl.  oz.; 
Silain-Gel  Tablets— Bottles  of  100. 

Write  for  Clinical  Trial  Supply  and  Detailed  Literature. 


*U.S.  Patent  No.  2,951.011 

PLOUGH  LABORATORIES,  INC. 

A Subsidiary  of  Plough,  Inc.,  Memphis,  Tennessee 
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when  urinary 
tract 

infections 
present 
a therapeutic 
challenge . . . 


CHLOROMYCETIN 


(chloramphenicol,  Parke-Davis) 


Often  recurrent . . . often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice.^-^  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci. CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coll  and  Aerobacter  aerogenes.^  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  CHLOROMYCETIN  continues  to  be  confirmed  by  recent  in  vitro  studies.^-® 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 


Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 


References : (1)  Malone,  K J.,  Jr. : Mi7.  Med,  125  :836.  1960.  (2)  Martin,  W.  J. ; Nichols,  D.  R.,  & Cook,  E.  N. : Proe.  Staff  Meet.  Mayo  Clin, 
34:187,  1969.  (3)  Ullman,  A.;  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook,  E.  W.; 

Curtin,  J.  A.,  & Grossberg,  S.  E. : Bull.  Johns  Hopkins  Hoap.  108:48,  1961.  (5)  JollitT,  C.  R. 

Engelhard,  W.  E. ; Ohlsen,  J.  R. ; Heidrick,  P J.,  & Cain,  J.  A.:  Antibiotics  & Chemother.  10 
694,  1960.  (6)  Lind,  H.  E.:  Am,  J.  Proctol.  11:392,  1960. 


PARKE-DAVIS 


PASK£.  DAYtS  A COMPAMV,  91,  m*cA*f** 


The  cigarette  that  made  the  Fitter  Famous ! 


It’s  true.  Kent’s  enormous  rise  in  popularity— with  all  the  attendant  maga- 
zine and  newspaper  stories— really  put  momentum  to  the  trend  toward  filter 
cigarettes ! 

So,  Kent  is  the  cigarette  that  made  the  filter  famous.  And  no  wonder. 
Kent’s  famous  Micronite  filter  is  made  from  a pure,  all-vegetable  material. 

A specially  de.signed  process  at  the  P.  Lorillard  factory  compresses  this 
material  into  the  filter  shape  and  creates  an  intricate  network  of  tiny  channels 
which  refine  smoking  flavor. 

Kent  with  the  Micronite  filter  refines  away  harsh  flavor  . . . refines  away 
hot  taste  . . . makes  the  taste  of  a cigarette  mild. 

That’s  why  you’ll  feel  better  about  smoking  with  the  taste  of  Kent. 

O I9SI  ^ LOniLLAIIO  CO 


A PRODUCT  OF  P LORILLARD  COMPANY  FIRST  WITH  THE  FINEST  CIGARETTES  THROUGH  LORILLARD  RESEARCH 
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antibiotic  therapy  with  an  added  measure  of  protection 

E CLOM YCIN 


DEMETHYLCHLORTETRACYCUINE  LEDERLE 


against  relapse— up  to  6 days’  activity  on  4 days’  dosage 
against  secondary  infection— sustained  high  activity  levels 
against  “problem”  pathogens^ositive  broad-spectrum  antibiosis 

CAPSULES,  150  mg.,  75  mg.  - PEDIATRIC  DROPS,  60  mg./cc.  - SYRl  P,  75  mg./5  cc. 

Request  complete  information  on  indications,  dosage,  precautions  and  contraindications 
from  your  Lederle  representative  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Calms  the  Tense,  Nervous  Patient 

in  anxiety  and  depression 


The  outstanding  effectiveness  and  safety  with  which 
Miltown  calms  tension  and  nervousness  has  been 
clinically  authenticated  by  thousands  of  physicians 
during  the  past  six  years.  This,  undoubtedly,  is  one 
reason  why  meprobamate  is  still  the  most  widely 
prescribed  tranquilizer  in  the  world. 

Its  response  is  predictable.  It  will  not  produce 
unpleasant  surprises  for  either  the  patient  or  the 
physician.  Small  wonder  that  many  physicians  have 
awarded  Miltown  the  status  of  a proven,  depend- 
able friend. 

Hik  JV*  ^ 1 .1 

Miltowir 

meprobamate  (Wallace) 

Usual  dosafie;  One  or  two  400  mg.  tablets  t.i.d. 
Supplied ; 400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50.  Also  as 
MEPROTABS®— 400  mg.  utimarked,  coated 
tablets;  and  in  sustained-release  capsules  as 
MEPROSPAN®-400  and  MEPROSPAN®-200 
(containing  respectively  400  mg.  and 
200  mg.  meprobamate). 

dra.  WAI.I.ACi:  LABORATORIES 
«>i.H4a  \V/»  (Jiaiibuiy,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 


1 

2 


Acts  dependably  — 
without  causing  ataxia  or 
altering  sexual  function 


Does  not  produce 
Parkinson-like  symptoms, 
liver  damage  or 
agranulocytosis 


3 Does  not  muddle 
the  mind  or  affect 
normal  behavior 
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feel  the  edge  of  this  page.. 


Like  this  page,  a Filmtal)  coating  is  aljout  l/250th  of  an  inch  thick. 
That’s  the  depth  of  the  Filmtab  which  seals  the  active  ingredients  into 
-Abbott  vitamin  tablets. 

Why  do  we  make  it  paper-thin? 

Filmtab  coatings  replace  sugar  coatings.  This  means  that  our  vitamin 
tablets  are  quite  a bit  smaller  than  most — sometimes  by  as  much  as 
30%.  This  makes  them  easier  to  swallow.  And,  because  there’s  no  bulk 
(not  even  sub-seals  are  needed)  the  nutrients  are  readily  available.  Yet, 
patients  remain  protected  from  vitamin  odors  and  after-tastes. 

The  greatest  advantage,  however,  is  in  stability. 

Filmtab  coatings  don’t  require  water.  Consequently,  there  is  virtually 
no  chance  of  moisture  degradation.  The  potency  your  patient  pays 
for  stays  in  the  tablet.  Without  sugar,  we’ve  even  been  able  to  eliminate 
much  of  the  brittleness.  So,  tablets  are  less  apt  to  chip  or  break. 

Small  reasons,  perhaps,  yet  no  refinement  is  too  subtle  if  it  adds  to 
a product’s  performance,  or  your  patient’s  convenience. 


Filmtab  coatings  protect  these  Abbott  nutritionals: 

DAYALETS®  OPTILETS®  SURBEX-T"” 

DAYALETS-M®  OPTILETS-M®  SUR-BEX®  WITH  C 

Maintenance  Formutas  Therapeutic  Formulas  B-complex  with  C Formulas 


and 

you’ll 

know 

how 

thin 

a 

FILMTAB 

coating 

can 

be! 


TM— Trademark 


Filmtab— Film-sealed  tablets,  Abbott 


112069 


Her  position  on  nutrition 
Is  taught  in  all  the  schools. 

She’s  an  oracle  for  others, 

Yet,  the  first  to  break  the  rules. 
While  a mine  of  diet  knowledge 
(And,  each  lecture  is  a gem) 

Poor  Ramona  from  Pomona  needs 
some  DAYALETS  with  M. 


(V%  Cwp) 

••AMta  puling  (tcup) 

•pplp,  raw 

banana.  ra«»  (madiu«-*J»a> 
canlstoup*  (%) 

grapafrvit  (Vl  aaM*() 

orangB,  raw  <a*adiwai-aiM) 
paaeN  r«w  (a»a4haai-a(ta) 
pasr,  raw  (atadiaw-aiaa) 
ptnaappia,  canwad  O larga  ai>ca> 
PrwM  Jaiaaa 
prapPfrwM,  fraatt  (le«ip> 
oraaga,  ftpi*  (leap) 
pinaappla,  oannad  (leapt 
tomato,  eawapd  (1  e«ip> 


baa(,  twfo4fl  siaak  (3ee) 
lamp  ebop  (Soft 
perb  Cbep  (Sm  ) 


^ - X 


Likes,  dislikes,  and  time  schedules  never  interfere  with  her  lectures, 
doctor,  just  her  diet.  She  could  live  in  a grocery  store  and  still  eat  poorly.  While 
, Dayalets-M  can’t  replace  self-discipline,  it  can  help  insure  optimal  nutrition. 
Tablets  are  tiny,  potent,  and  Filmtab-coated.  Patients  like  taking  them. 


DmiETS-H 


minerals  in  the  most  compact  tablet  of  its  kind 


r 

r 

1 

[ 

ABBOTT 

112070 


Filmtob— Film-sealed  tablets,  Abbott 


FAHALArE 


Kgbins. 


mutually  potentiating  nonsteroid  antirheumatics 


'"superior  to  aspirin” ^ and  with  a "higher  'therapeutic  index’ 


When  sodium  should  be  avoided — 

PABALATE- SODIUM  FREE 

When  conservative  steroid  therapy  is  indicated — 

PABALATE-HC 

Pabalate  with  Hydrocortisone 

1.  Barden,  F- W,,  et  al.:  J.  Maine  M.  A.  46:99,  1955. 
2.  Ford,  R.  A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 

A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


once  again, 
an  active 
hand  in 
"doing”- 


In  each  yellow  enteric-coated 
Pabalate  tablet: 

Sodium  salicylate  (5  gr.) 

0.3  Gni. 

Sodium  para-aminobenzoate 
(5  gr.)  0.3  Gm. 
Ascorbic  acid 50.0  mg. 


In  each  pink  enteric-coated 

Pabalate-Sodium  Free 

tablet: 

Same  formula  as  PABALATE, 
with  sodium  salts  replaced  by- 
potassium  salts. 


In  each  light  blue  enteric-coated 
PaBALATE-HG  tablet: 

Same  formula  as  PABALATE- 
SODIUM  Free,  plus  hydrocor- 
tisone (alcohol)  . . . 2.5  mg. 


Making  today’s  medicines  with 
integrity . . . seeking  tomorrow’s 
with  persistence. 


CONSISTENTiy  SUCCESSFUL  IN  RELIEVING 

DRY  ITCHY  SKIN 


satisfactory  results  in  88  ^ of  cases 

CO—: 

from  dryness  and  pruritus. 


BATH  OIL 


INDICATIONS 


eczematoid  dermatitis 
atopic  dermatitis 
senile  pruritus 


- -r  1 


STUDY2  Lubowe,!  I . 

satisfactory  results  in  94%  of  cases 
comments;  Sardo  “reduced  infl 

■■“=hin»,  irritaLn  a^lr’ 
discomfort... •>  ’ 



sTVJO'i^  ritW'**" 

, Q\0/ootcase^  ^ 

v/itTa  ^ ^ 

.-r.r.tlfier  • • • 


contact  dermatitis 


nummular  dermatitis 


neurodermatitis 


soap  dermatitis 
ichthyosis 


SARDO  IN  THE  BATH  releases  millions  of  microfine  water-miscible  globules*  which 
act  to  (a)  lubricate  and  soften  skin,  (b)  replenish  natural  emollient  oil,  (c)  prevent 
excessive  evaporation  of  essential  moisture. 


Patients  appreciate  pleasant,  convenient  SARDO. 

Non-sticky,  non-sensitizing,  economical.  Bottles  of  4,  8 and  16  oz. 

for  samples  and  literature,  please  tvrite  . . . 

SARDEAU,  INC.  75  East  55th  Street,  New  York  22,  N.  Y.»Patent  Pending,  t.m.  © icei 
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In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 
In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 
Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 

brand  of  phenylephrine  hydrochloride  hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 


LABORATORIES 
New  York  18,  N.Y. 


When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.'"®  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  [}/z%)  and  children 
(V4%),  in  dropper  bottles  of  Vs,  % or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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IN  FUNCTIONAL  G.I.  AND 
BILIARY  DISTURBANCES 
...TO  EACH  PATIENT 
ACCORDING  TO  THE  NEED 


DECHOLIN-BB 


Hydrocholeretic  • Antispasmodic  • Sedative ...  to  reduce 
TENSION  and  anxiety-induced  dysfunction  of  G.I.  and  bili- 
ary tracts...  and  also  relieve  both  smooth-muscle  spasm  and 
biliary/intestinal  stasis 


butabarbital  sodium 15  mg.  ('A  gr.) 

(Warning-may  be  habit  forming) 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract lOmg.  (!4gr.) 


DECHOUN 
with  Belladonna 

Hydrocholeretic  — Antispasmodic ...  to  relax  SPASM  of 
smooth  muscle  of  G.I.  tract  and  sphincter  of  Oddi... and 
also  counteract  biliary/intestinal  stasis 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 

belladonna  extract 10  mg.  (14  gr.) 


DECHOUN 

Hydrocholeretic ...  to  combat  STASIS  in  bowel  and  biliary 
tract... by  activating  biliary  function  with  a greatly  increased 
flow  of  aqueous  “therapeutic”  bile 

dehydrocholic  acid,  Ames 250  mg.  (3%  gr.) 


Avertifse  ailiill  dose;  1 or,  if  necessary,  2 tablets  three  times  daily. 

Side  effects:  DECHOUN  by  itself,  or  as  an  ingredient,  may  cause  transitory  diarrhea.  Belladonna  in 
Dechoi  IN  with  Belladonna  and  Decholin-BB  may  cause  blurred  vision  and  dryness  of  mouth. 
Contraindications:  Biliary  tract  obstruction,  acute  hepatitis,  and  (for  Dechoi  in  with  Belladonna  and 
Dechoi  in-BB)  glaucoma. 

precautions:  Periodically  check  patients  on  Dechoi  in  with  Belladonna  and  Dechoi  in-BB  for  increased 
intraocular  pressure.  Also  observe  patients  on  Dechoi  in-BB  for  evidence  of  barbiturate  habituation  or 
addiction,  and  warn  drivers  against  any  risk  of  drowsiness. 

Avaiiabic:  Dechoi  in-BB,  in  bottles  of  100  tablets;  Dechoi  in  with  Belladonna  and  Decholin,  in  bottles  of 
100  and  500.  iim 


AMES 

COMPANY.  INC 
Elkhori  • Indiano 
Tpronto  • Conodo 
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Saunders 


Graham,  Sotto  and 

Cf  V)L«’  nlu,l>-!->'l(p-(o-Julc  ana 


Paloucek — Cancer  of  the  Cervix 


Tliis  authoritative  new  inonograph,  Iroiii  the 
worhl  fainous  Rom’ell  Park  Memorial  Insti- 
tute, Itriiigs  you  today's  latest  iulonuatiou  on 
the  diagnosis  and  management  of  cervical 
cancer.  I'he  authors  begin  with  an  interest- 
ing discussion  ol  the  fre(|uency,  etiology  and 
pathology  of  stub  lesions.  Ihere  are  exten- 
sive sections  on  diagnosis  and  therajty  — in- 
cluding coni|)lications  alletting  management 
such  as  f>reguaucy,  Ijmla/rse  of  the  uterus, 
carcinoma  of  a cervical  stumf),  and  fever. 


^'on’ll  find  fully  illustrated  coverage  of  tcch- 
ni(]ues  of  obtaining  material  for  Papani- 
colaou smears  and  performing  cervical  biopsy. 
Roth  irradiation  and  ojjerative  techni(|ues 
are  exjjlained  and  illustrated  in  detail. 

By  John  B.  Graham,  M.D.,  Chief  Gynecologist;  Luciano 
S.  J.  Sotto,  M.D.,  formerly  Attending  Gynecologist;  and 
Frank  P.  Paloucek,  M.D.,  Attending  Gynecologist.  All 
of  the  Roswell  Park  Memorial  Institute,  Buffalo,  New 
York.  About  544  pages,  with  157  illustrations. 

About  $15.00.  New — Ready  in  January! 


Hogan  and  Zimmerman —Ophthalmic  Pathology 


C^Jdioii ! -- Cl  atfu.^  and  {vxl^uol; 

In  a Straightforward  and  visually  su|)erb  man- 
ner, this  book  dearly  sets  forth  the  mor]jho- 
logic  pathology  of  the  eye  and  the  physiologic 
[)rocesses  alletting  ocular  change.  I lie  authors 
first  cover  principles  of  general  pathology, 
pathologic  entities  affecting  the  entire  eye, 
and  a general  tliscussion  of  ocular  injuries. 
Anatomy,  histology,  congenital  and  develop- 
mental anomalies,  inllammations,  metabolic 
disorders,  neoplasms  are  then  carefully  con- 
sideretl  for  all  the  various  regions  of  the  eye: 


fli^  and  if.s  diAonl. -i-s 

the  lids  and  lacrimal  drainage  apparatus,  the 
cornea  and  sclera,  the  uveal  tract,  retina,  op- 
tic nerves,  vitreous,  and  the  orbit.  Many  beau- 
tiful new  illustrations  have  been  incorpttrated. 

Edited  by  Michael  J.  Hogan,  M.D.,  Professor  and  Chair- 
man, Department  of  Ophthalmology,  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco;  and  Lorenz  E. 
Zimmerman,  M.D.,  Chief,  Ophthalmic  Pathology  Branch 
and  Registrar,  Registry  of  Ophthalmic  Pathology,  Armed 
Forces  Institute  of  Pathology,  Washington,  D.C.;  with 
15  Contributors.  797  pages.  7/2"xll",  with  703  figures, 
some  in  color.  About  $3().00.  New  (2nd)  Edition! 


Owen — Hospital  Administration 


Cl’V)UofjRaoC!-Cf  compitfttf  and  mucfi  nwdtfd  aoutc*  on  ntana^injj  fodatp  fiospifafs 


1 he  place  of  the  hospital  in  the  community 
and  the  interrelationships  between  depart- 
ments of  the  hospital  are  clearly  set  forth  in 
this  new  day-to-day  reference  source.  Here  you 
will  find  hundreds  of  valuable  ideas  to  help 
increase  efficiency  in  the  construction,  organ- 
ization and  administration  of  today’s  hospi- 
tals. Every  aspect  of  administration  is  carefully 
detailed  from  Planning  and  Organizing  the 
Hospital  to  Hospital  Laio.  There  is  valuable 
coverage  of:  Financial  Management  — Laun- 


dry and  Linen  Service  — Maintenance  of 
Building  and  Grounds — Organizing  the  Med- 
ical Staff — Surgical  Services — Medical  Record 
Library  — Chaplaincy  Service  — Public  Rela- 
tions— Research — T rusteeship. 

Edited  by  Joseph  Karlton  Owen,  B.S.,  M.S.,  Ph.D., 
Specialist  in  Hospital  Administration,  Louis  Block  and 
Associates,  Inc.,  Silver  Spring,  Md.;  with  the  Coordina- 
tive  Assistance  of  Robert  K.  Eisleben,  B.A.,  M.A.,  As- 
sistant Administrator  of  Little  Company  of  Mary  Hospital, 
Torrance,  Calif.  About  9fi0  pages,  6/2 with  186  il- 
lustrations. About  $16.00.  New — Ready  in  January! 


Order  Today  from  W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 

Please  send  me  the  following  books  and  bill  me; 

□ Graham,  Sotto  & Paloucek 's  Cancer  of  the  Cervix,  about  $1.5.00 

□ Hogan  ft  Zimmerman's  Ophthalmic  Pathology,  about  $30.00 
Q Owen’s  Hospital  Administration,  about  $16.00 


I Name 


.■\dtlress 


SMJ-12-r.l 
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for  your  obstetric  patients  in  pain,  the  narcotic  of  choice  i 


IS 


DEMEROL: 


r 


% i 


OCMLOfflOS 


A -fe'  ‘ ' 

't.-  ■ 

• ■■■■  ?v. 


For  dependable  pain  relief  in 
labor,  Demerol  is  unsurpassed 
in  effectiveness  and  safety 
for  both  mother  and  child. 

Usual  dosage  is  from  50  to 
100  mg.  subcutaneously  or 
intramuscularly  when  pains 
become  regular,  repeated  three 
or  four  times  at  intervals  of  from 
one  to  four  hours  as  needed. 

ObftjeCT  TO  RBOULATJONS  OF  THE  FEDBRAt  8UREAU  OF  NAACOHO 
OCMCSOt  (BRAND  OF  MEPERrOmC),  TRADEMARK  RCG.  U.$.  RAT. 


-ABORATORIKS 
NEW  YORK  18,  N.  Y 


Belote  pieicribing  bo  sure  lo  consult  WInIhfop's  litoroluru  lor  additional  inlormation  obout  dosoge,  possible  side  effects  ond 


controindicorlons. 


The  .loiiHNAi,  OK  tiik  Isttiu.siANA  sStatk  IMkdk'ai,  Society 


THESE  57,000 
PEOPLE  IN 
LOUISIANA  NEED 
MEDICAL  HELP 


Heart  disease,  cancer,  mental  illness  — everyone  knows 
the  nation’s  three  major  medical  problems.  Do  you 
know  that  alcoholism  ranks  fourth?  In  the  state  of 
Louisiana  there  are  at  least  57,000  alcoholics.  These 
\ people  need  medical  help.  No  one  is  in  a better  posi- 
I tion  to  initiate  and  supervise  a program  of  rehabilita- 
I tion  than  the  physician  who  enjoys  the  confidence  of 
I the  patient  or  the  patient’s  family. 


ONE  FOR  THE  ROAD  BACK: 

UBRIUM 

AN  IMPORTANT  AID  IN  THE  TREATMENT  AND 
REHABILITATION  OF  THE  PROBLEM  DRINKER 

During  and  after  an  acute  alcoholic  episode,  Librium 
relieves  anxiety,  agitation  and  hyperactivity,  induces 
restful  sleep,  stimulates  appetite  and  helps  to  control 
withdrawal  symptoms.  The  complications  of  chronic 
alcoholism,  including  hallucinations  and  delirium 
tremens,  can  often  be  alleviated  with  Librium. 

During  the  rehabilitation  period.  Librium  makes  the 
patient  more  accessible,  strengthening  the  physician- 
patient  relationship.  Librium  therapy  helps  to  reduce 
the  patient’s  need  for  alcohol  by  affording  a construc- 
tive approach  to  his  underlying  personality  disorders. 

Consult  literature  and  dosage  information,  available 
on  request,  before  prescribing. 


LIBRIUM®  Hydrochlofide  — 7-chlofO-2-methyl3mino- 
5-phenyl'3H-l  ,4 -benzodiazepine  4-o*ide  hydrochloride 


'TROCHE 

laboratories  Division  of  Hoffmann-La  Roche  Inc, 
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■ See 

both  blood  picture 
and  patient  respond  to 

TRINSICON® 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 

For  a rapid  hematological  response 
. . . striking  clinical  improvement 

Two  Pulvules®  Trinsicon  daily  are  capable  of 
producing  in  ten  days  an  Hb  and  RBC  re- 
sponse comparable  to  that  obtained  after  a 
transfusion  of  one  pint  of  whole  blood.  For 
potent,  complete  anemia  therapy,  prescribe 
Trinsicon. 

Two  Pulvules  Trinsicon  (daily  dose)  provide: 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor)  ....  300  mg. 

Vitamin  B12  with  Intrinsic  Factor 

Concentrate,  N.F 1 N.F.  unit  (oral)* 

Cobalamin  Concentrate,  N.F.,  equivalent 

to  Cobalamin 15  meg.  f 

(The  above  three  ingrectients  are  clinically  equiva- 
lent to  \yi  N.F.  units  of  AF.-\  potency.) 

Iron,  Elemental 220  mg. 

(as  Ferrous  Sulfate) 

Ascorbic  Acid  (Vitamin  C) 150  mg. 

Folic  Acid 2 mg. 

*Potency  established  prior  to  mixture  with  other  ingredients. 
tObtained  from  extractives  of  suitable  microbial  organisms  and  liver 
and  determined  microbiologically  against  vitamin  B,,  standard;  the 
total  amount,  including  that  contained  in  the  Vitamin  B,,  with  Intrinsic 
Factor  Concentrate,  N.F.,  is  30  micrograms. 

Product  brochure  available; 

write  Fli  Lilly  and  Company,  Indianapolis  6,  Indiana. 


ir> 
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The  Weeders,  Van  Gogh.  Bernard  Koehler  Collection,  Berlin 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age"  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 


SEARLE 


December,  1961 — Vol.  113,  No.  12 


17 


How  to  help  your  patient  stick  to  a 
full-liquid  diet 

The  secret  ingredient  in  a successful  diet  is  accep^tance. 

With  a blender  and  a little  imagination,  it's  relatively  easy 
to  prepare  appetizing  foods  for  a full-liquid  diet.  Strained 
chicken  or  shrimp  blended  with  milk  makes  a good 
"bisque " — in  tomato  juice  it's  "creole."  Many  patients  like 
cottage  cheese  beaten  into  chocolate  milk  flavored  with 
mint.  Strained  carrots  go  well  in  milk  or  broth,  while 
strained  fruits  in  fruit  juice  — garnished  with  mint  or  a 
lemon  wedge  — are  an  appealing  and  satisfying  dessert. 

Liquids  should  be  served  in  colorful  mugs  or  pretty  glasses. 


It  takes  no  time  to  “whip  up"  dinner  in  a blender 

United  States  Brewers  Association,  Inc. 


For  reprints  of  this  and  t1  other  diet  menus,  write  us  at  63G  Fifth  Avenue,  N.Y.  17,  N.Y. 
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in  bacterial 
tracheobronchitis 


In  the  presence  of  bacterial  infection,  taking  a culture  to  determine 
bacterial  identity  and  sensitivity  is  desirable  — but  not  always  practical 
in  terms  of  the  time  and  facilities  available. 

A rational  clinical  alternative  is  to  launch  therapy  at  once  with 
Panalba,  the  antibiotic  that  provides  the  best  odds  for  success. 

Panalba  is  effective  (in  vitro)  against  30  common  pathogens,  includ- 
ing the  ubiquitous  staph.  Use  of  Panalba  from  the  outset  (even  pend- 
ing laboratory  results)  can  gain  precious  hours  of  effective  antibiotic 
treatment. 


Panalba 

promptly 

gain  precious 
therapeutic  hours 

anaiba  i your  broad-spectrum 

(]  antibiotic  of  first  resort 


Supplied:  Capsules,  each  containing  Panmycin*  Phosphate 
(tetracycline  phosphate  complex),  equivalent  to  250  mg.  tetra- 
cycline hydrochloride,  and  125  mg.  Albamycin,*  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Usual  Adult  Dosage:  1 or  2 capsules  3 or  4 times  a day. 

Side  Effects:  Panmycin  Phosphate  has  a very  low  order  of 
toxicity  comparable  to  that  of  the  other  tetracyclines  and  is 
well  tolerated  clinically.  Side  reactions  to  therapeutic  use  in 
patients  are  infrequent  and  consist  principally  of  mild  nausea 
and  abdominal  cramps 

Albamycin  also  has  a relatively  low  order  of  toxicity.  In  a cer- 
tain few  patients,  a yellow  pigment  has  been  found  in  the 
plasma.  This  pigment,  apparently,  a metabolic  by-product  of  the 
drug,  is  not  necessarily  associated  with  abnormal  liver  function 
tests  or  liver  enlargement 


Urticaria  and  macutopapular  dermatitis,  a few  cases  of  leuko- 
penia and  thrombocytopenia  have  been  reported  In  patients 
treated  with  Albamycin.  These  side  effects  usually  disappear 
upon  discontinuance  of  the  drug. 

Caution:  Since  the  use  of  any  antibiotic  may  result  in  over- 
growth of  nonsusceptible  organisms,  constant  observation  of 
the  patient  is  essential.  If  new  infections  appear  during  ther- 
apy, appropriate  measures  should  be  taken. 

Total  and  differential  blood  counts  should  be  made  routinely 
during  prolonged  administration  of  Albamycin.  The  possibility 
of  liver  damage  should  be  considered  if  a yellow  pigment,  a 
metabolic  by-product  of  Albamycin,  appears  In  the  plasma. 
Panalba  should  be  discontinued  if  allergic  reactions  that  are 
not  readily  controlled  by  antihistamlnic  agents  develop. 

•Trademark,  Reg.  U.S.  Pat.  Off. 

The  Upjohn  Company 
Kalamazoo.  Michigan 


Upjohn 


NEW..made  from  lOOX  com  oil 


UNSALTED  MARGARINE 


FOR  HYPERTENSIVE  PATIENTS 


* contains  only  10  mgs.  of  sodium  per  100  grams 

* contains  50%  liquid  corn  oil  and  50%  partially 
hydrogenated  corn  oil 

* has  30%  linoleic  acid— 10  times  that  of  hutter 


Because  of  the  relationship  of  high- 
sodium  intake  to  elevated  blood  pres- 
sure, new  Fleischmann’s  Unsalted  Com 
Oil  Margarine  will  prove  to  be  a valu- 
able addition  to  the  dietary  regimen  of 
your  hypertensive  patients.  It  contains 
only  10  mgs.  of  sodium  per  100  grams. 

Fleischmann’s  Unsalted  Margarine  is 
made  from  100%  corn  oil  and  contains 
both  liquid  corn  oil  and  partially  hydro- 
genated corn  oil.  Its  linoleic  acid  content 
of  30%  is  three  times  higher  than  the 
10%  of  regular  margarines  and  ten  times 
higher  than  the  3%  of  butter.  This  is  the 
only  unsalted  margarine  made  from 
100%  corn  oil. 

The  substitution  of  Fleischmann’s  Un- 
salted Corn  Oil  Margarine  for  butter  or 


ordinary  margarines  in  your  hyperten- 
sive patients’  dietary  regimen  has  the 
added  advantage  of  increasing  their  in- 
take of  high  polyunsaturates  . . . impor- 
tant because  of  their  association  with 
hypertension  and  atherosclerosis. 

If  your  hypertensive  patient  needs  so- 
dium restriction,  recommend  Fleisch- 
mann’s Unsalted.  It  has  a light,  delicate 
taste  that  he’ll  hke.  Tell  him  that  it  is 
available  in  his  grocer’s  frozen  food  case. 

Write  now  for  physician  booklet  of  5 
coupons— each  coupon  redeemable  by 
your  patient  for  1 lb.  of  Fleischmann’s 
Unsalted  Margarine.  Address  Fleisch- 
mann’s Unsalted  Margarine,  625  Madi- 
son Avenue,  N.  Y.  22,  N.  Y.  Distribution 
presently  limited  in  some  areas. 


In  line  with  the  suggestion  of  the 
American  Heart  Association  to  manufacturers, 
we  are  listing  the  fatty  acid  composition  of 
Fleischmann’s  Unsalted  (Sweet)  Margarine: 

Unsaturated  Fatty  Acids: 

Polyunsaturates 30% 

Monounsaturates 50% 

Saturated  Fatty  Acids  . . . 20% 

100% 

Fleischmann’s 

Fresh-Frozen  in  the  green  foil  package 
in  your  grocer's  frozen  food  case 


AVERAGE  DAILY  INTAKE 

Two  Ounces  or  Eight  Pats  of  Flelschmann’s 
Corn  on  Margarino  Will  Supply 

Corn  Oil— Liquid 22.7  Gm. 

22.7  Gm. 
. 90-95 


Corn  Oil— Partially  Hydrogenated 
Iodine  Value 


Sodium  (dietetically  sodium-free)  . . 

Linoleic  Acid 

Vitamin  A (Adult's  Need) 

Vitamin  A (Child's  Need) 

Vitamin  D (Adult's  and  Child's  Need) 


6 Mgs. 
13.6  Gm. 
. 47% 

. . 62% 
. . 62% 


ONLY  UNSALTED  MARGARINE 
MADE  FROM  100%  CORN  OIL 


20 


The  Journal  of  the  Iajuisiana  State  iMedk  al  Sot  iety 


I 


Soma  relieves  stiffness 
—stops  pain,  too 


YOUR  CONCERN;  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity  : with 
Soma,  11.5  days;  without  Soma,  41  days.  {J.A. 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


( carisoprodol,  Wallace) 
\^/® Wallace  Laboratories,  Cranbury,  New  Jersey 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D, 


TO  OUR  FRIENDS  AND  CUSTOMERS 


Upon  the  threshold  of  the  New  Year,  we  pause  to 
look  back  to  all  that  was  good  in  the  past  with  grateful 
remembrance  and  to  look  forward  to  the  future  with 
faith  and  confidence. 

As  is  our  custom,  and  our  pleasure,  we  again  extend 
our  best  wishes.  May  everything  you  hope  for  be  yours 
in  the  year  that  lies  ahead. 


PEA€€)€H€ 


SURGICAL  COMPANY  >nc 


V 

<235  TEXAS  AVENUE 

SHREVEPORT.  LOUISIANA^^ 


Browne-McHardy  Clinics 


MAIN  CLINIC 
3636  St.  Charles  Ave. 
New  Orleans  15,  La. 
TWinbrook  9-2376 


GRAVIER  ST.  DIVISION  VETERANS  HIGHWAY  DIVISION 

630  Gravier  St.  8601  Veterans  Memorial  Hwy. 

New  Orleans  12,  La.  Metairie,  La. 

524-1605  VErnon  3-7341 


INTERNAL  MEDICINE 
Cardiology 
Gastroenterology 
Hematology 
Rheumatology 

Donovan  C.  Browne,  M.  D. 
Robert  C.  Judice,  M.  D. 
John  T.  Lecicert,  M.  D. 

G.  Gordon  McHardy,  M.  D. 
Robert  J.  McHardy,  M.  D. 
Daniel  H.  Mattson,  M.  D. 
Thomas  C.  Roach,  M.  D. 
Swan  S.  Ward,  M.  D. 
George  E.  Welch,  M.  D. 
Guy  T.  Williams,  M.  D 

DERMATOLOGY 

William  Burroughs,  M.  D. 

DISEASES  OF  THE  CHEST 
Joseph  E.  Blum,  Jr.,  M.  D. 


EAR,  NOSE  and  THROAT 
Norma  Kearby,  M.  D. 

GENERAL  SURGERY 

Claude  C.  Craighead,  M.  D. 
Raul  G.  Reyes,  M.  D. 

OBSTETRICS  and  GYNECOLOGY 
C.  Gordon  Johnson,  M.  D. 
Robert  I.  Ayerst,  M.  D. 

James  M.  Todd,  Jr.,  M.  D. 

OPHTHALMOLOGY 

Oliver  H.  Dabezies,  M.  D. 

INDUSTRIAL  MEDICINE 
Ralph  J.  McDonough,  M.  D. 
Horace  A.  Nabers,  Jr.,  M.  D. 


PEDIATRICS 

Carl  E.  Kemmerly,  M.  D. 

RADIOLOGY  and  RADIOTHERAPY 
Charles  O'Dowd  Lilly,  M.  D. 
Joseph  B.  Marino,  M.  D. 

Walter  McDowell,  M.  D. 

UROLOGY 

John  F.  Lally,  M.  D. 

AUXILIARY  SERVICES 
Cytology 
Dietitian 
Diabetics 

Electroencephalograph 

Endoscopy 

Medical  Laboratory 

Pharmacy 

Physical  Therapy 

Pulmonary  Function  Studies 


22 


The  Journal  of  the  Louisiana  State  Medical  Socie-fy 


TRADEMARK 


FORMULA:  Each  15  cc.  (tablespoon)  contains: 
Sulfaguanidine  U.S.P.  2 Gm. 

Pectin  N.F 225  mg. 

Kaolin  3 Gm. 

Opium  tincture  U.S.P.  . 0.08  cc. 
(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children;  Vz  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


EFFECTIVE  ANTIDIARRHEAL 


/laboratories! 
New  York  18,  N.  Y, 


Before  prescribing  be  sure  to 
consult  Winthrop's  literature 
for  a<jditional  information 
about  dosage,  possible  side 
effects  and  contraindications. 


SUPPLIED:  Bottles  of  16  Jl.  oz.  (raspberry  flavor,  pink  color) 
Exempt  Narcotic,  Available  on  Prescription  Only. 
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ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

February  27,  28,  March  1 and  2,  1962 
Palmer  House,  Chicago 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on  sub- 
jects of  interest  to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Teaching  Demonstrations 

Medical  Color  Telecasts  Instructional  Courses 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving 

Technical  Exhibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a 
MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and 
make  your  reservations  at  the  Palmer  House. 


AN 

ETHICAL 

AND 

EFHHX  TIVE 
C OLl.ECTION 
SERVICE 

specifically  developed 
for  the 

Medical  Profession 


PROFESSIONAL 
SERVK  E 
(T)MPANY 

!»;{  MASSACUrSKITS  AVENUE 
KOSTON.  MASS. 


in  very  special  cases 


a very  superior  brandy, 
specify 


★ ★ ★ 


COGNAC  BRANDY 

84-  Proof  I Schieffelin  & Co.,  New  York 
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in  its  completeness 


Digitalis 

(0**i«*.  R<wel 

0.1  Gram 

m (raiiu) 
CAUTION:  FnWral 
l»w  prohibits  dUpcns- 
in«  wttbovt  prMrr<|>- 
twm  

UT1Q.  Ha  I ct..  la 
^ l«tN  Iho,.  I tk 


li 


Each  pill  is 
equivalent  to 
one  USP  Digitalis  Unit 

Physiologically  Standardized 
therefore  always 
dependable. 


Clinical  samples  sent  to 
physicians  upon  request. 


Davies,  Rose  &.  Co.,  Ltd. 
Boston.  18,  Mass, 


A TOTAL 

Antispasmodic 


ESOPHAGEAL  SPASM 

CARDIOSPASM 

PYLORIC  SPASM 

GASTRITIS  AND 
GASTRIC  ULCER 

DUODENAL  ULCER 

CHOLECYSTITIS 

ENTERITIS 

SPASTIC  COLON 

PELVIC  INFLAMMATORY 
DISEASE 

HOMAPIN-4® . . . 

A single  pure  synthetic  alkaloid  which 
acts  quickly  to  relieve  pain  and  spasm. 

Exceptionally  effective,  it  is  four  times 
more  potent  than  Atropine  in  depressing 
ganglionic  transmissions. 

Results  are  achieved  with  minimal  side 
effects  when  administered  in  the  recom- 
mended dosage  range. 

CONTRAINDICATIONS;  All  anticholinergics 
should  be  withheld  in  glaucoma. 

PRECAUTIONS:  The  effect  of  Homapin'B'  on  the 
bladder  is  negligible,  but  caution  should  be  observed 
in  patients  with  prostatic  hypertrophy. 

DOSAGE:  One  or  two  tablets  every  4 hours.  Usual 
dosage  range,  10-80  mg.  Homatropine  Methylbro- 
mide  daily. 

SUPPLIED:  Bottles  of  100,  500  and  1,000. 

EACH  TABLET  CONTAINS: 

Homatropine  Methylbromide  10.  mg.  (1/6  grain) 
Phenobarbital  16.  mg.  (1/4  grain) 

WARNING;  May  be  habit  forming. 

CAUTION:  Federal  law  prohibits  dispensing  with- 
out a prescription. 

COMPLETE  LITERATLRE  AND  SAMPLES  t PON  REQUEST. 

Missioii 

Pharmacal  4 o . 

SAN  ANTONIO  6, TEXAS 
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In  oral  penicillin  therapi 
COMPOCILLIN-VK 
offers  the  speed,  the  certain 
the  effectiveness 
of  this . . . 


with  the  safety 
and  the  convenience 
of  this . . . 


IN  ORAL  PENICILLIN  THERAPY 

COMPOCILLIN-VK 

POTASSIUM  PENICILLIN  V 


Because  potassium  penicillin  V (Compo- 
cillin-VK)  offers  excellent  absorp- 
tion*  '*'^  ''— fast,  predictable  levels  of 
antibacterial  activity  enter  the  blood  stream 
and  quickly  reach  the  site  of  infection.  Ab- 
sorption lakes  place  high  in  the  digestive  tract 
and  is  virtually  unaffected  by  gastric  media. 

Antibacterial  levels  are  so  predictable  that, 
in  many  cases,  Compocillin-V K may  be  pre- 
scribed in  place  of  injectable  penicillin.  This  is 
especially  appreciated  by  younger  patients 
and— as  you  know— oral  administration  is 
considered  far  safer  than  injectable. 

Compocillin-VK  is  well  tolerated  and  may 
be  used  in  treating  mild, severe,  and  in  high  do- 
sage ranges,  even  critical  cases  involving  peni- 
cillin-sensitive organisms.  It  comes  in  stable, 
palatable  forms  for  every  patient— every  age. 


There  are  tiny,  easy-to-swallow  Filmtab® 
tablets — 125  mg.  and  250  mg.  (200,000  units 
and  400,000  units),  a tasty,  cherry-flavored 
suspension  (each  5-ml.  teaspoonful  contains 
125  mg.)  and  two  combinations  (Filmtab  and 
suspension)  with  the  triple  sulfas.  Depending 
on  severity  of  infection,  dosage  for  Compo- 
cillin-VK is  usually  125  mg.  or  250  mg.  three 
times  a day. Won’t  you  try  Compocillin-VK? 

1.  R.  Lamb  and  E.  S.  Maclean,  Penicillin  V— A Clinical 
Assessment  After  One  Year,  Brit.  M.  J.,  July  27,  1957, 
p.  191-193.  2.  J.  I.  Burn,  M.  P.  Curwen,  R.  G.  Huntsman 
and  R.  A.  Shooter,  A Trial  of  Penicillin  V,  Brit.  M.  J., 
July  27, 1957,  p.  193.  3.  J.  Macleod,  Current  Therapeutics, 
The  Practitioner,  178:486,  April,  1957.  4.  W.  J.  Martin, 
D.  R.  Nichols  and  F,  R.  Heilman,  Observations  on  Clinical 
Use  of  Phenoxymethyl  Penicillin  (Penicillin  V),  J.A.M.A., 
p.  928,  March  17,  1956. 


• riLMTAe— -riLM'SEALEO  TABtETS,  ABBOTT. 
110261 


•} 


NEOCHOLAN® 


CONSIDER 


WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1 .2  mg,;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  THE  DOW  CHEMICAL  COMPANY 
INDIANAPOLIS  6.  INDIANA 
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SPECIAL  COUGH  FORMULA 

for  CIruLdren. 


T rademark 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 


Each  teaspoon  (5  cc.)  contains:  Codeine  phosphate 


5.0  mg. 


Neo-Synephrine®  hydrochloride  . . 2.5  mg. 


(brand  of  phenylephrine  hydrochloride) 


Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 


Dosage: 

Children  from  6 months  to  1 year, 
l/4  teaspoon;  1 to  3 years,  l/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 

How  Supplied: 

Bottles  of  16  fl.  oz. 


Exempt  Narcotic 


III  lintlilob 

\J\J  LABORATORIES  | 


New  York  18.  N Y 

Before  prescribing  be  sure  to  consult 
Winthrop’s  literature  for  additional 
information  about  dosage,  possible 
side  effects  and  contraindications. 
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Keep  medical  education  on  th.e  march. 

When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly— to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  “. . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Every  cent  of  your  gift  will  go  to  the 
school— or  schools— of  your  choice. 

Give  to  the  American  Medical  Education  Foundation 

535  North  Dearborn  Street,  Chicagro  lO,  Illinois 
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This  message  is  brought  to  you  on  behalf 
of  the  producers  of  prescription  drugs. 
Pharmaceutical  Manufacturers  Association 
1411  K.  Street,  N.W.,  Washington,  D.C, 
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Progress  in  Prostatectoiiiy;^ 

• A scholarly  presentation  of  a subject  of  interest  to  the  specialist  and 
the  general  practitioner. 


Introduction 

care  of  patients  suffering  from 
urinary  obstructions  caused  by  pros- 
tatic disease  has  always  held  an  impor- 
tant place  amongst  the  obligations  of 
general  practice.  Today  it  is  becoming  a 
problem  of  increasing  magnitude  because 
of  the  ever  enlarging  proportion  of  our 
population  attaining  longevity  as  a result 
of  the  great  advances  in  the  last  fifty 
years  in  all  branches  of  medical  science. 

It  is  a remarkable  phenomenon  that 
mankind  should  have  remained  in  absolute 
ignorance  for  so  long  regarding  a part 
of  the  body  liable  to  such  important  and 
devastating  pathological  changes  as  the 
prostate  gland.  Phylogenetically , the  pros- 
tate is  a very  old  gland.  It  developed  far 
back  in  the  process  of  evolution.  Even  the 
lowly  earthworm  has  a well  developed 
prostate  gland.  Yet,  mankind  knew  noth- 

* Lecture  given  at  the  Twenty-fourth  Annual 
Meeting  of  the  New  Orleans  Graduate  Medical 
Assembly,  March  6-9,  1961,  New  Orleans. 

t Assistant  Clinical  Pi’ofessor  of  Urology,  Uni- 
versity of  California  School  of  Medicine;  Chief, 
Department  of  Urology,  Southern  Pacific  Hos- 
pital and  St.  Joseph’s  Hospital,  and  Civilian 
Consultant  in  Urology,  Letterman  Army  Hospi- 
tal, San  Francisco. 


THOMAS  E.  GIBSON,  M.  D.t 
San  Francisco 

ing  of  its  existence  until  the  16th  century. 
Then  the  classic  authors  described  “ex- 
cresences”  and  “carnosities”  at  the  blad- 
der outlet,  but  that  was  the  extent  of 
their  knowledge. 

On  looking  at  the  records  it  is  amazing 
to  find  that  prostatectomy  is  an  opera- 
ation  of  very  recent  times.  It  is  pretty 
much  a 20th  century  development. 

Etiology 

The  cause  of  benign  prostatic  hyper- 
trophy is  not  known.  However  there  is 
abundant  evidence  that  endocrine  factors 
play  an  important  etiological  role.  This 
theory  is  supported  by  the  fact  that 
eunuchs,  castrated  before  middle  life,  do 
not  develop  prostatic  enlargements.  I do 
not  know  if  castration  would  also  prevent 
cancer  of  the  prostate.  However,  I think 
it  would  if  done  early  enough  in  life. 
Cancer  of  the  prostate  is  increasingly 
prevalent  after  the  age  of  fifty,  so  much 
so  that  Doctor  Hugh  Young  once  re- 
marked that  any  man  who  lives  long 
enough  will  develop  the  disease.  We  do 
know  as  a result  of  Huggin’s  work  that 
the  gonads  do  have  a tremendous  endo- 
crine effect  on  the  evolution  of  prostatic 
cancer.  Castration  after  middle  life  does 
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not  have  any  worthwhile  effect  on  benign 
prostatic  hypertrophy  but  it  does  have  a 
definite  retarding  effect  on  prostatic  can- 
cer. So  much  so  in  fact  that  a few  pa- 
tients I have  followed  for  fifteen  or  more 
years  have  now  no  more  evidence  of  can- 
cer. Unfortunately,  in  the  majority  of 
cases  the  benefit  is  not  permanent. 

Symptoms  and  Diagnosis 

A misleading  situation  arises  when  we 
have  a patient  with  silent  prostatism.  The 
patient  may  deny  any  urinary  symptoms 
and  complain  only  of  general  lassitude, 
loss  of  appetite,  weakness,  headache,  diur- 
nal somnolence  and  constipation.  All  ex- 
perienced urologists  are  familiar  with  the 
old  gentleman  who,  in  spite  of  a chronic- 
ally overdistended  bladder  which  neces- 
sitates the  unbuttoning  of  his  top  trouser 
button,  complains  only  of  wetting  the  bed 
at  night.  One  of  my  patients  complained 
only  of  severe  headache.  A brain  surgeon 
had  been  called  in  by  his  family  doctor 
who  thought  he  might  have  a brain  tumor. 
Discovery  of  a tremendously  overdistend- 
ed bladder  revealed  the  true  situation. 
The  patient’s  bladder  was  drained  for 
several  days  by  indwelling  Foley  catheter 
until  renal  function  had  become  stabilized. 
(His  headache  was  due  to  uremia  from 
back  pressure  on  his  kidneys).  Then  a 
median  bar  was  removed  by  transure- 
thral resection  and  the  patient  made  a 
most  gratifying  recovery. 

In  general,  the  man  who  has  prostatism 
complains  of  local  symptoms  referable  to 
the  urinary  tract.  One  of  the  first  and 
most  important  symptoms  is  nocturia. 
The  patient  has  to  get  up  to  urinate  one 
or  more  times  at  night.  At  the  same  time 
some  impairment  of  the  size  and  force  of 
the  stream  is  noted.  Difficulty  in  starting 
and  terminal  dribbling  gradually  become 
more  troublesome.  Hematuria  may  occur, 
but  not  often.  Contrary  to  general  belief, 
bleeding  is  more  common  with  benign  hy- 
pertrophy than  with  cancer  of  the  pros- 
tate. An  attack  of  acute  retention  may 
occur,  usually  at  a most  inopportune  time. 

In  such  cases  when  the  physician  feels 
the  prostate  rectally  and  notes  enlarge- 


ment he  has  little  difficulty  in  advising 
the  patient  as  to  whether  or  not  surgical 
treatment  is  indicated.  However,  it  must 
be  remembered  that  the  prostate  may  not 
feel  enlarged  or  abnormal  in  any  way.  In 
such  cases  one  should  keep  in  mind  the 
possibility  of  prostatic  obstruction  that 
cannot  be  palpated  rectally,  such  as  a 
middle  lobe  hypertrophy,  median  bar,  fi- 
brous contracture  of  the  bladder  neck, 
and  neurogenic  bladder.  Further  studies 
must  then  be  carried  out.  The  presence 
and  amount  or  the  absence  of  residual 
urine  is  of  first  importance  in  the  diag- 
nosis. This  is  done  by  having  the  patient 
void  all  he  can,  and  then  passing  a cathe- 
ter to  see  if  any  residual  urine  remains 
in  the  bladder.  This  test,  too,  can  be  de- 
ceptive, because  high  degrees  of  vesical 
neck  obstruction  can  exist  without  residu- 
al urine,  since  the  bladder  muscle  under- 
goes compensatory  hypertrophy  and  can 
compensate  at  first  for  the  demands  im- 
posed by  the  obstruction.  More  definitive 
studies  by  the  urologist  may  then  be  re- 
quired to  reach  an  accurate  evaluation  of 
the  particular  case. 

Recurrent  urinary  tract  infection  often 
constitutes  the  only  subjective  finding  in 
prostatism.  Recurrent  attacks  of  cystitis 
with  pyuria  may  constitute  a puzzling 
situation  as  to  etiology  until  careful  study 
reveals  that  it  is  due  to  bladder  neck  ob- 
struction caused  by  the  prostate.  Obstruc- 
tion anywhere  in  the  urinary  tract  predis- 
poses to  infection,  and  the  reverse  is  also 
true.  Stasis  of  urine  incidental  to  ob- 
struction almost  invariably  leads  to  infec- 
tion sooner  or  later. 

Patients  with  a moderate  degree  of  ob- 
struction with  no  evidence  of  infection 
or  damage  to  the  upper  urinary  tract 
through  backpressure  may  be  carried 
along  on  non-surgical  treatment  for  long 
periods  without  surgery  in  some  cases. 
However,  if  symptoms  become  too  dis- 
turbing, or,  regardless  of  symptoms,  if 
kidney  damage  becomes  evident  as  a re- 
sult of  the  obstruction  then  surgical  treat- 
ment is  imperative.  In  prostatism  pa- 
tients do  not  die  as  a direct  result  of 
the  disease  of  the  prostate  but  indirectly 
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from  uremia  as  a result  of  damage  to  the 
upper  urinary  tract.  In  such  cases  it  is 
necessary  to  resort  to  the  indwelling  cath- 
eter to  overcome  the  effects  of  the  ob- 
struction. Then  after  several  days,  or 
even  weeks,  when  renal  function  is  sta- 
bilized and  general  homeostasis  restored, 
surgery  can  be  employed  with  some  de- 
gree of  safety.  In  other  patients  who 
show  no  renal  impairment,  operation  may 
be  undertaken  without  delay  provided 
their  general  physical  condition  permits. 

An  ancient  philosopher  by  the  name  of 
Gracian  said : “For  it  is  not  without  plan 
that  nature  has  joined  the  sweetness  of 
the  honey  with  the  sharpness  of  the  sting 
of  the  bee”. 

Choice  of  Technique 

So  it  is  with  prostatectomy.  Of  all  the 
many  techniques  and  variations  thereof 
which  man  has  devised  there  is  none  with 
its  advantages  which  has  not  also  its  dis- 
advantages. Fancy  has  run  riot  in  devising 
new  methods  of  approach.  There  are  those 
mice  among  men  who  choose  to  nibble  at 
even  the  largest  gland  making  unseemly 
hamburger  of  it  (transurethral  resection) 
while  the  man  among  the  mice  with  a deft 
turn  of  the  wrist  and  flick  of  the  finger 
removes  the  whole  thing  en  masse  in  ten 
minutes  by  open  operation. 

The  relative  merits  and  demerits  of  all 
these  methods  has  furnished  urologists 
with  a never  ending  source  of  enjoyable 
debate  and  there  is  no  prospect  that  these 
views  will  ever  be  wholly  reconciled  any- 
more than  that  the  United  Nations  will 
be  able  to  wipe  war  from  the  face  of  the 
earth.  I do  think,  however,  there  is  a 
growing  tendency  for  urologists  to  stop 
bragging  about  how  big  a gland  they  can 
remove  by  transurethral  resection,  and  to 
veer  in  the  direction  of  open  prostatec- 
tomy, which  is  easier  on  both  the  surgeon 
and  the  patient.  Too  many  patients  have 
come  back  later  for  more  resection  in 
cases  of  benign  hypertrophy.  Transure- 
thral prostatectomy  is  the  hardest  opera- 
tion to  learn  to  do.  Someone  stated  that  it 
takes  ten  years  and  1000  cases  to  make 
a good  resectionist. 


In  the  marvelous  present  day  training 
facilities  available  to  the  young  man  who 
wishes  to  specialize  in  urology  he  may 
theoretically  acquire  equal  skill  and  fa- 
cility in  all  methods  of  prostatectomy.  I 
doubt  this  euphoric  thought  will  ever  be 
realized  because  of  the  natural  variations 
in  individual  human  proclivities.  Every 
urologist  unconsciously  assumes  a parti- 
san attitude  with  experience,  and  becomes 
biased  in  favor  of  certain  methods,  and 
he  will  become  more  expert  in  certain 
procedures  and  less  so  in  others.  Years 
of  experience  with  a wealth  of  clinical 
material  and  a conscientious  attempt  on 
my  own  part  to  become  proficient  in  all 
methods  has  failed  to  make  me  the  per- 
fectly rounded  out  unbiased  expert  in  all 
methods  which  we  are  told  should  be  the 
goal  of  every  urologist.  Such  Olympian 
heights  are  only  for  the  chosen  few,  and 
mighty  few  are  chosen. 

Analyzing  my  own  attainments  without 
personal  bias,  I would  grade  myself  on 
a scholarship  basis  as  follows : Suprapu- 
bic prostatectomy  grade  1,  perineal  pros- 
tatectomy grade  2,  transurethral  prosta- 
tectomy grade  3 and  retropubic  prostatec- 
tomy gi'ade  4.  Thus  I consider  myself  an 
expert  suprapubic  prostatectomist,  a good 
perineal  prostatectomist,  a fair  resection- 
ist and  a mediocre  retropubic  artist.  I 
find  that  these  grades  vary  in  direct  pro- 
portion to  my  personal  liking  for  these 
various  operations.  Obviously,  any  man 
will  learn  to  do  well  what  he  likes  to  do, 
and  will  only  achieve  mediocrity  in  what 
he  does  not  like  to  do.  Recognition  of  the 
human  equation  renders  futile  all  argu- 
ment as  to  the  superiority  of  one  method 
over  another.  With  adequate  basic  train- 
ing in  urology  supplemented  by  years  of 
experience  the  urologist  is  entitled  to  uti- 
lize the  particular  method  for  a given 
type  of  case  which  he  has  found  gives 
him  the  most  perfect  end  results  with  a 
minimum  of  morbidity  and  mortality. 

With  this  peroration  I will  now  proceed 
to  outline  my  own  methods,  and  at  the 
same  time  I shall  try  to  avoid  any  insin- 
uation that  my  way  is  the  only  way  to 
salvation.  In  other  words,  I shall  not 
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attempt  to  tell  you  the  best  way,  but  the 
way  I like  best.  I would  be  in  an  em- 
barrassing dilemma  if  I were  to  convert 
you  all  to  my  way  of  thinking  and  then 
have  my  convictions  altered,  as  might  hap- 
pen to  anyone  who  retains  an  open  and 
pliable  mind. 

In  retrospect,  it  interests  me  to  note 
that  at  the  outset  of  my  urological  career, 
having  been  trained  by  a perineal  enthu- 
siast, I did  perineal  prostatectomies  ex- 
clusively in  the  case  of  median  bars,  ves- 
ical neck  contractures  and  obstructive 
prostatic  cancer  not  amenable  to  radical 
removal.  I subsequently  learned  to  do 
suprapubic  prostatectomies  which  I came 
to  look  upon  with  increasing  favor,  since 
it  was  easier  to  do  than  the  perineal  and 
less  subject  to  urethral  sphincter  and 
rectal  injury.  With  the  advent  of  the 
Stern-McCarthy  Resectoscope,  transure- 
thral prostatectomy  won  the  spotlight  and 
became  so  favored  that  I treated  about 
ninety  per  cent  of  bladder  neck  obstruc- 
tions by  this  method.  With  increasing  ex- 
perience my  initial  enthusiasm  for  trans- 
urethral resection  waned  as  a result  of 
certain  morbidity  factors,  and  the  neces- 
sity of  reoperation  after  a few  years  in  a 
certain  percentage  of  cases,  particularly 
those  cases  of  adenomatous  hyperplasia. 
No  matter  how  emphatic  the  transure- 
thral protagonists  may  be  who  do  100 
per  cent  resections  I remain  skeptical  of 
the  ability  of  even  the  most  skilful  to 
completely  and  safely  remove  100  per  cent 
of  the  hyperplastic  tissue  in  every  case. 

At  the  present  time  my  practice  is  to 
utilize  transurethral  resection  in  approxi- 
mately thirty  per  cent  of  all  bladder  neck 
obstructions.  I limit  its  use  in  general  to 
median  bars,  small  hyperplasias,  vesical 
neck  contractures,  certain  neurogenic 
bladder  disturbances  and  obstructive  pros- 
tatic cancer  not  amenable  to  radical  ex- 
tirpation. Approximately  60  per  cent  are 
done  suprapubically.  Suprapubic  prosta- 
tectomy is  limited  to  benign  glandular 
hyperplasias  which  by  their  very  nature 
are  easily  enucleable.  Perineal  prostatec- 
tomy is  resorted  to  in  about  ten  per  cent 
of  cases.  The  indications  for  this  proce- 


dure are  benign  hyperplasias  of  extra- 
vesical  type  which  are  low  in  the  pelvis, 
prostatic  enlargements  in  the  very  obese, 
and  in  suspected  prostatic  cancer.  The 
perineal  approach  is  ideal  also  for  exten- 
sive calculus  disease  of  the  prostate  where 
operative  interference  is  indicated. 

Retropubic  prostatectomy  has  not  yet 
won  a place  in  my  affections.  So  far,  I 
fail  to  see  where  it  has  any  special  virtues 
to  recommend  it  over  and  above  those 
methods  already  in  use.  It  violates  the 
space  of  Retzius  which  it  can  only  do 
because  of  antibiotics  and  allied  drugs, 
but  even  then,  the  incidence  of  osteitis 
pubis  is  greater  with  it  than  with  other 
operations.  However,  many  urologists 
have  given  this  operation  their  stamp  of 
approval,  and  it  is  not  my  purpose  to 
make  odious  comparisons.  I do  not  pro- 
pose to  bore  you  with  statistics  because 
biological  statistics  are  always  elastic 
enough  to  support  any  partisan  thesis. 
How  measure  the  length  of  an  earthworm 
which  can  vary  its  length  according  to 
the  exigencies  in  which  it  finds  itself? 

In  1949,  I had  the  privilege  of  attend- 
ing the  Eighth  Congress  of  the  Inter- 
national Society  of  Urology  held  in  Bar- 
celona, Spain.  One  day  was  devoted  to  a 
symposium  on  the  treatment  of  the  ob- 
structions of  the  bladder  neck  (excluding 
cancer  of  the  prostate).  I was  particu- 
larly interested  in  a comprehensive  dis- 
sertation given  by  Galbraith  of  Glasgow, 
Scotland.  After  paying  tribute  to  some 
of  the  newer  procedures  such  as  the  Har- 
ris operation,  the  Hey  operation  and  the 
Millin  operation  he  mentioned  the  origi- 
nal operation  by  Freyer  of  London  first 
done  over  fifty  years  ago.  I quote:  “By 
this  operation  I mean  a simple  rapid 
suprapubic  enucleation  of  the  prostate 
gland  (with  control  of  bleeding  by  the 
use  of  a dilatable  bag  catheter).  I be- 
lieve that  this  may  be  the  operation  of 
choice  in  the  very  'poor  risk  (italics 
mine),  where  it  would  be  unsafe  to  sub- 
mit that  patient  to  an  operation  exceed- 
ing a quarter  of  an  hour  in  length”.  In 
that  statement  I believe  he  unwittingly 
revealed  the  crux  of  the  whole  situation. 
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My  immediate  thought  was  that  if  the 
h'reyer  operation  is  best  for  the  very 
poor  risk  why  is  it  not  also  good  for  the 
risk  that  is  not  so  poor?  Probably  this 
feeling  has  been  the  subconscious  moti- 
vation for  my  favoring  the  Freyer  opera- 
tion, with  slight  modification,  for  the 
past  twenty-five  years,  and  finding  it 
good.  Incidentally,  1 would  invite  you  to 
read  Freyer’s  book  on  “Enlargement  of 
the  Prostate”,  published  over  half  a cen- 
tury ago.  You  will  find  it  extremely  in- 
teresting and  instructive.  He  claims  pri- 
ority in  having,  on  December  1,  1900, 
performed  the  first  total  enucleation  of 
the  prostate  gland  as  opposed  to  the 
earlier  operations  of  McGill,  Belfield, 
Fuller  and  others  who  pioneered  in  do- 
ing partial  prostatectomies,  removing  on- 
ly prominent  portions  of  the  enlarged 
gland  “by  means  of  scissors,  forceps  and 
scoops  of  kinds”.  He  does  not  mention 
the  perineal  prostatectomy  of  Goodfellow 
who  is  generally  accorded  priority  in  re- 
moving the  total  enlargement  some  ten 
years  earlier. 

Regardless  of  priority,  it  is  a remark- 
able tribute  to  Freyer  and  his  work  that 
he  was  able  in  1906  in  the  third  edition 
of  his  book  to  report  a series  of  312 
cases  operated  upon  with  a mortality  of 
only  seven  per  cent.  Mind  you,  this  was 
in  the  days  before  we  had  blood  trans- 
fusions, antibiotics,  modern  anesthesia, 
and  very  little  knowledge  of  blood  chem- 
istry or  kidney  function. 

Technique  of  Suprapubic  Prostatectomy 

Preliminary  vasectomy  is  routinely  per- 
formed in  open  prostatectomy  to  prevent 
postoperative  epididymitis.  A small  in- 
cision 6 cm.  in  length  is  made  in  the  mid- 
line above  the  symphysis  pubis  extending 
down  through  the  rectus  fascia.  The  rec- 
tus muscles  are  separated  in  the  midline 
exposing  the  prevesical  space.  The  pre- 
vesical fascia  is  pushed  upward  to  avoid 
possible  injury  to  the  peritoneum  and  the 
anterior  bladder  wall  grasped  with  an 
Allis  clamp.  The  bladder  is  anchored  on 
each  side  of  the  Allis  clamp  with  a guy 
suture  and  the  clamp  removed.  A scalpel 


is  plunged  into  the  bladder  at  this  point 
and  the  opening  made  only  large  enough 
to  admit  the  index  finger.  Like  the  female 
perineum,  this  opening  will  sti'etch  suf- 
ficiently to  permit  the  enucleation  of  the 
gland  as  well  as  its  removal  to  the  outside. 
This  stretching  maneuver  is  preferable  to 
incising  the  bladder  wall  any  more  than 
is  absolutely  necessary,  because  a small 
incision  facilitates  primary  healing  and 
greatly  minimizes  postoperative  hospitali- 
zation. Here  I quote  Freyer  who  states 
that,  “It  is  astonishing  through  what  a 
comparatively  small  suprapubic  wound  a 
very  large  prostate  can  be  delivered”. 

The  enucleation  of  the  pi’ostate  is  ac- 
complished by  pushing  the  index  finger 
down  into  the  prostatic  urethra  anterior 
to  the  catheter,  breaking  through  the  mu- 
cous membrane  of  the  urethra  overlying 
the  lobes  and  sweeping  the  finger  later- 
ally to  right  and  left,  gently  and  carefully 
following  the  plane  of  cleavage  established 
between  gland  and  capsule.  Special  care 
is  taken  in  freeing  the  gland  at  its  apex 
so  as  not  to  damage  the  external  sphincter. 
In  the  majority  of  cases,  bimanual  enucle- 
ation, performed  by  having  the  index  fin- 
ger of  the  other  hand  in  the  rectum  to 
elevate  the  prostate,  will  greatly  facilitate 
the  operation. 

There  is  generally  very  little  bleeding 
from  the  operation.  In  rare  cases  where 
one  encounters  an  unexpectedly  adherent 
gland  it  may  be  necessary  to  enlarge  the 
wound  sufficiently  to  aid  the  enucleation 
with  scissors.  Quoting  Freyer  again,  “It 
is  astonishing  the  rapidity  with  which  the 
cavity  left  by  the  removal  of  the  prostate 
practically  disappears,  owing  to  the  in- 
herent elasticity  of  the  sheath,  the  con- 
tractility of  the  surrounding  muscles,  and 
the  pi’essure  of  the  pelvic  structures  gen- 
erally. The  contraction  that  takes  place 
somewhat  resembles  that  of  the  womb  in 
parturition,  and  no  doubt  has  a similar  in- 
fluence in  arresting  hemorrhage” . Freyer 
concluded  his  operation  simply  by  insert- 
ing a large  suprapubic  tube  in  the  blad- 
der and  made  no  use  of  packs,  bags  or 
urethral  retention  catheter.  In  conform- 
ance with  his  practice  I long  ago  con- 
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signed  packs  and  hemostatic  bags  to  the 
ashcan  and  instead  use  a 24  F Foley  re- 
tention catheter  with  30  cc.  bag  per  ure- 
thram,  together  with  a large  caliber  su- 
prapubic tube.  I believe  that  blood  loss 
is  in  general  less  with  this  technic.  Less 
than  ten  per  cent  of  cases  require  a unit 
of  blood  postoperatively. 

Wound  closure  consists  simply  of  tak- 
ing two  sutures  of  chromic  No.  1 to 
approximate  the  rectus  fascia,  and  two 
sutures  of  Dermalon  in  the  skin.  The 
opening  in  the  bladder,  because  of  its 
small  size  is  not  sutured.  The  entire  op- 
eration from  incision  to  closure,  because 
of  its  ease  and  simplicity  should  not  re- 
quire more  than  fifteen  to  thii'ty  minutes 
for  its  execution.  This  is  important  in 
old  people  in  avoiding  shock. 

Postoperatively,  the  suprapubic  drain- 
age tube  is  removed  in  twenty-four  hours. 
The  urethral  Foley  24  F catheter  is  left 
in  place,  and,  if  kept  properly  adjusted 
and  open,  wound  healing  is  per  primam 
without  any  urinary  leakage  above.  The 
patient  leaves  his  bed  on  the  second  day 
postoperative  and  the  retention  catheter 
is  removed  on  the  sixth  or  seventh  day. 
It  is  rarely  necessary  to  replace  the  cath- 
eter. These  patients  are  often  clamoring 
to  go  home  by  the  eighth  or  ninth  day, 
but  we  insist  on  their  staying  in  the  hos- 
pital ten  to  fourteen  days,  where  there  is 
less  danger  than  at  home  of  late  secon- 
dary reactions  or  complications. 

I am  happy  with  this  operation  because 
it  is  quick  and  easy  to  do,  and  patients 
are  happy  because  the  results  are  uniform- 
ly good. 

So  much  has  been  written  in  the  last 
few  years  about  transurethral  and  retro- 
pubic prostatectomy  as  well  as  compli- 
cated ways  of  doing  suprapubic  prostatec- 
tomy, that  we  are  apt  to  think  of  the 
original  Freyer  operation  as  obsolete.  If 
any  of  the  younger  men  in  this  assembly 
are  imbued  with  such  ideas,  let  them  re- 
consider, and  go  back  to  fundamentals. 

Perineal  Prostatectomy 

Because  of  my  early  training  in  urology 
I have  never  completely  abandoned  peri- 


neal prostatectomy  but  still  resort  to  it 
for  teaching  purposes,  for  occasional 
cases  of  calculus  disease  of  the  prostate, 
and  for  carcinoma  or  suspected  carcino- 
ma when  it  appears  to  be  early  enough  to 
benefit  by  radical  removal  of  the  gland. 

In  1950,  Smith  and  Woodruff  published 
a thought  provoking  paper  on  the  develop- 
ment of  cancer  of  the  prostate  after  sub- 
total prostatectomy  for  benign,  or  sup- 
posedly benign,  hypertrophy.  They  re- 
ported a series  of  648  cases  of  cancer  of 
the  prostate  in  which  six  per  cent  had 
previously  undergone  subtotal  prostatec- 
tomy for  what  appeared  to  be  benign  hy- 
pertrophy. Further  study  showed  an  even 
higher  percentage  of  clinically  undetect- 
ed carcinoma  in  specimens  removed.  They 
therefore  advocate  total  prostectomy  in 
selected  cases  of  benign  hypertrophy. 

Labess  (1952)  in  a study  of  98  pros- 
tates removed  suprapubically,  clinically 
diagnosed  benign,  9.2  per  cent  showed  co- 
existing carcinoma.  For  the  past  few 
years  there  has  been  an  increasing  trend 
in  my  own  practice  when  doing  perineal 
prostatectomy  to  do  a total  rather  than 
subtotal  removal  of  the  gland  for  two 
reasons : first  of  all  it  is  easier  to  do  and 
secondly  it  definitely  removes  any  latent 
malignancy  as  well  as  preventing  the 
occurrence  of  future  malignancy.  The 
seminal  vesicles  are  not  removed  unless 
carcinoma  has  been  proved  clinically  or 
by  frozen  section  from  the  prostate  at 
the  time  of  operation.  It  may  surprise 
some  of  you  to  know  that  it  is  easier  to 
do  a total  than  a subtotal  perineal  px'os- 
tatectomy,  so  even  in  cases  of  benign  hy- 
pertrophy subjected  to  perineal  prostatec- 
tomy I now  routinely  perform  a total 
rather  than  subtotal  enucleation  unless 
there  is  some  specific  contraindication, 
such  as  the  preservation  of  the  sexual 
function.  Sex  life  is  still  an  important 
consideration  to  some  individuals  who  are 
still  not  too  old  to  ijearn.  Speaking  of  the 
sexual  function,  I am  always  reminded  of 
a passage  from  Montaigne,  the  six- 
teenth century  French  philosopher,  who 
said : “One  has  reason  to  I'emark  on  the 
unruly  liberty  of  this  member  (the  penis) 
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that  SO  importunately  asserts  itself  when 
we  have  no  need  of  it,  and  so  inoppor- 
tunely fails  us  when  we  have  most  need 
of  it,  so  imperiously  contesting  in  authori- 
ty with  our  will,  so  proudly  and  obstinate- 
ly refusing  our  solicitations,  both  mental 
and  manual”. 

Statistical  Study 

I would  like  to  mention  briefly  a statis- 
tical study  we  conducted  recently  on  my 
service  at  the  Southern  Pacific  Hospital 
in  San  Francisco.  This  is  purely  a rail- 
road hospital.  In  a ten  year  period,  (1947- 
1957),  there  were  2000  prostatectomies. 
There  were  1327  transurethral  prostatec- 
tomies and  the  balance  were  open  opera- 
tions chiefly  suprapubic  by  my  (Freyer) 
method.  The  mortality  rate  for  transure- 
thrals  was  1.88  per  cent,  for  suprapubics 
1.62  per  cent.  I think  this  is  a pretty 
good  record  when  you  stop  to  think  that 
about  one  half  of  these  cases  were  done 
by  our  residents  in  training,  and  that 
these  patients  were  all  on  general  duty 
nursing  without  special  care. 

Conclusion 

In  closing,  I would  like  to  say  a word 
about  cancer  of  the  prostate.  The  atti- 
tudes of  urologists  toward  radical  pros- 


tatectomy are  at  wide  variance.  These 
attitudes  may  be  divided  into  four  groups : 

1.  Those  who  believe  in  radical  prosta- 
tectomy, and  do  it. 

2.  Those  who  do  not  believe  in  radical 
prostatectomy,  and  do  it. 

3.  Those  who  do  not  believe  in  radical 
prostatectomy  and  do  not  do  it. 

4.  Those  who  do  not  believe  in  radical 
prostatectomy,  but  say  they  do. 

Carcinoma  of  the  prostate  is  such  an 
insidious  disease  that  few'er  than  five  per 
cent  of  cases  are  first  seen  in  a stage  eaidy 
enough  to  be  cured  by  radical  prostatec- 
tomy. The  radical  operation  carries  a 
mortality  and  morbidity  rate  of  five  per 
cent  or  more.  The  results  of  radical  sur- 
gery as  compared  with  orchiectomy  and 
estrogen  therapy  in  this  select  group  are 
so  closely  parallel  that  the  urologist  could 
hardly  be  accused  of  malpractice  if  he 
were  to  abandon  the  radical  operation 
entirely. 
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Drug  Industry  Threatened 

I am  convinced,  in  essence,  that  there  should  be  no  change  in  any  laws  which 
throttle  the  development  and  marketing  of  valuable  new  drugs  or  would  cuitail  the 
economic  incentives  that  spur  our  progress.  Unless  such  stifling  proposals  are  intelli- 
gently and  vigorously  opposed  and  defeated,  the  drug  industry,  as  it  exists  today,  will 
vanish  as  a free  and  private  industry. — Elmer  B.  Vliet,  Chairman  of  the  Board,  Abbott 
Laboratories,  to  American  Society  of  Oral  Surgeons. 
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The  Use  of  Gamma  Globulin  in  the 

Treatment  of  Herpes  Zoster  and  Herpes  Simplex^ 

• In  the  treatment  of  herpes  zoster  ophthalmicus,  the  use  of  gamma 
globulin  is  the  treatment  of  choice.  In  herpes  simplex  and  dendritic 
ulcers  of  the  cornea,  gamma  globulin  may  be  reserved  for  the  infants 
and  small  children  without  the  antibodies  in  their  plasma. 


tN  discussing  my  paper  on  the  “Use  of 

Gamma  Globulin  in  the  Treatment  of 
Viral  Diseases”,'  I was  surprised  to  learn 
that  this  method  of  therapy  was  not  well 
known.  I feel  that  every  physician  who 
treats  viral  diseases  should  be  aware  of 
the  therapeutic  value  of  gamma  globulin. 
This  paper  will  be  limited  to  its  use  in 
herpes  zoster  and  herpes  simplex,  but  its 
use  in  other  viral  diseases  must  not  be 
forgotten. 

Viral  diseases  unlike  bacterial  diseases 
do  not  have  any  specific  therapy.  This 
has  resulted  in  an  inability  to  eradicate 
or  attenuate  these  diseases.  Once  the  in- 
fection has  manifested  itself,  it  must  con- 
tinue its  clinical  course. 

We  are  fortunate  in  having  vaccines  for 
many  of  the  viral  diseases.  The  best  known 
are  those  for  variola  and  poliomyelitis. 
These  vaccines  if  given  in  sufficient  time 
will  develop  immune  bodies  which  will  at- 
tenuate or  protect  against  the  disease. 
Unfortunately,  the  viral  diseases  which 
affect  the  eyes  do  not  have  specific  vac- 
cines available. 

Once  the  disease  has  manifested  itself 
clinically,  we  have  no  specific  antiviral 
therapy  other  than  immune  bodies  ob- 
tained from  the  plasma  of  a patient  who 
has  recently  recovered  from  the  disease. 
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The  availability  of  such  a person  makes  it 
almost  impossible  to  administer  the  anti- 
bodies early  in  the  disease.  To  be  effec- 
tive the  immune  bodies  must  be  adminis- 
tered early  before  the  virus  has  en- 
trenched itself  within  the  cells.  We  must 
resort  to  those  commercial  preparations 
which  are  readily  available  such  as  pooled 
gamma  globulin. 

Concentrated  gamma  globulin  is  derived 
from  plasma  pools  of  normal  healthy  do- 
nors. Its  antibiotic  titer  is  adequate  to 
prevent  or  attenuate  measles ; - German 
measles;”"  infectious  hepatitis'*''”  and 
poliomyelitis."' Hyperimmune  gamma 
globulin  is  derived  from  the  pooled  plasma 
of  individuals  four  to  eight  weeks  after 
specific  immunization  or  at  a comparable 
time  during  convalescence  from  a particu- 
lar infection.  It  has  been  found  useful  in 
the  prevention  of  mumps  orchitis  '■*  and 
pertussis.'^ 

There  are  several  advantages  in  the 
use  of  pooled  gamma  globulin  over  the 
parent  plasma.  The  concentration  of  the 
gamma  globulin  is  approximately  twenty- 
five  times  their  plasma  concentration.  The 
effective  dosage  may  be  administered  in- 
tramuscularly, and  the  antibodies  are  suf- 
ficiently stable  to  permit  storage  until 
needed.  The  danger  of  transmitting  serum 
hepatitis  is  eliminated.'” 

Poliomyelitis  immune  globulin  (human) 
was  used  in  the  treatment  of  my  patients. 
This  is  the  same  as  the  immune  serum 
globulin  U.  S.  P.  (human)  except  that  it 
has  been  specifically  demonstrated  to  meet 
a standard  set  by  the  National  Institute 
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of  Health  for  content  of  type  2 (Lansing) 
poliomyelitis  antibody.'"  It  is  a sterile  con- 
centrated solution  of  globulins  obtained 
from  the  human  blood  and  processed  from 
human  placentae  and  standardized  to  con- 
tain 16.5  per  cent  of  globulins  (plus  or 
minus  1.5  per  cent)  more  than  90  per  cent 
of  which  is  gamma  globulin.  The  antibi- 
otic activity  of  plasma  is  largely  confined 
to  the  gamma  globulin  faction. 

Concentrated  gamma  globulin  is  given 
intramuscularly  or  subcutaneously  but 
never  intravenously.  Toxic  reactions  are 
uncommon.  A local  inflammatory  reaction 
at  the  site  of  the  injection,  malaise,  head- 
ache and  a low  grade  fever  may  occur. 
Severe  reactions  of  angioneurotic  edema, 
nephrotic  syndrome  and  anaphylactic 
shock  have  been  reported.’* 

The  dosage  of  concentrated  gamma 
globulin  used  for  treatment  varies  from 
0.14  cc.  to  0.2  cc.  per  pound  of  body 
weight.  The  smaller  figure  was  found  by 
Harmon  to  be  effective  as  used  in  the  1952 
poliomyelitis  field  trials.'”  The  larger  dose 
was  recommended  by  the  Executive  Com- 
mittee of  the  Association  of  State  and 
Territorial  Health  Officers.-”  The  aver- 
age adult  received  a dose  of  15  to  30  cc. 
depending  upon  the  severity  of  the  dis- 
ease. The  expense  of  the  treatment  is 
compensated  by  quicker  recovery,  shorter 
hospitalization  and  minimal  loss  of  time 
from  work. 

Herpes  Zoster 

The  beneficial  results  obtained  by  the 
use  of  gamma  globulin  in  the  treatment 
of  herpes  zoster  was  first  reported  by 
Gros  in  1952.-'  He  presented  11  patients 
of  whom  7 had  ocular  involvement.  The 
relief  of  pain,  retardation  of  the  lesions 
and  hastened  convalescence  were  also  re- 
ported by  Weintraub,--  Rodarte  and  Wil- 
liams and  Lea  and  Taylor.-*  Unfavor- 
able results  were  reported  by  Epstein  and 
Allington.-' 

Case  Reports 

My  first  experience  with  the  use  of  gamma 
globulin  in  the  treatment  of  herpes  zoster  oc- 
curred in  1951.  At  this  time  I was  serving  as 
civilian  consulting  ophthalmologist  for  the  Barks- 
dale Air  Force  Base  Hospital.  I had  been  called 


to  examine  a 28  year  old  pilot  who  was  suffer- 
ing severely  from  acute  herpes  zoster  ophthal- 
micus. He  was  awaiting  air  evacuation  to  an 
ophthalmological  center.  He  was  given  20  cc. 
of  gamma  globulin  in  two  10  cc.  doses.  Over 
night  the  pain  was  lelieved  and  the  progress  of 
the  skin  lesions  was  retarded.  He  returned  to 
Barksdale  in  one  week  with  a request  from  the 
ophthalmologist  to  send  the  name  of  the  medica- 
tion administered.  His  recovery  was  uneventful. 

The  use  of  gamma  globulin  was  limited 
to  the  treatment  of  poliomyelitis  and  a 
few  other  diseases.-*  I was  unable  to  ob- 
tain the  gamma  globulin  for  further  study 
in  the  treatment  of  viral  diseases  until  the 
Salk  vaccine  for  poliomyelitis  was  re- 
leased. 

My  next  patient  with  herpes  zoster  ophthal- 
micus was  a 42  year  old  pharmaceutical  sales- 
man who  had  had  the  disease  for  four  days.  He 
had  been  treated  with  combiotic,  ACTH,  and 
piromen  with  no  improvement.  He  was  hospital- 
ized and  given  20  cc.  of  gamma  globulin  in  10 
cc.  doses  intramuscularly.  The  pain  was  relieved 
in  twelve  houi’s  and  the  progression  of  the  skin 
lesion  halted.  He  was  discharged  on  the  sixth 
day  and  made  an  uneventful  recovery. 

The  third  patient  was  a 74  year  old  white 
male  with  his  only  aphakic  eye  involved.  He 
was  in  congestive  heart  failure  with  fibrosis  and 
bronchopneumonia  of  the  lung.  He  was  given 
30  cc.  of  gamma  globulin  in  5 cc.  doses  intra- 
muscularly. He  was  also  digitalized  and  given 
antibiotic  medication.  The  pain  was  relieved 
over  night  and  the  skin  lesion  began  to  improve 
in  forty-eight  hours.  He  was  released  on  his 
tenth  hospital  day.  He  was  able  to  wear  his 
cataract  lens,  and  he  made  an  uneventful  re- 
covery. 

The  fourth  patient  was  a 66  year  old  white 
female  who  had  the  disease  for  two  days.  She 
was  referred  by  her  family  physician  with  her- 
pes zoster  of  the  right  eye  and  right  side  of 
the  forehead.  The  patient  was  admitted  to  the 
hospital  and  given  20  cc.  of  gamma  globulin  in 
two  10  cc.  doses.  The  pain  was  relieved  over 
night  and  she  was  discharged  on  her  fifth  hos- 
pital day.  She  made  an  uneventful  recovery  and 
the  skin  lesion  healed  without  visible  scars. 

Herpes  Simplex 

The  therapeutic  results  obtained  with 
systemic  administration  of  gamma  glob- 
ulin vary  a great  deal.  The  physicians 
who  have  used  this  method  of  treatment 
feel  that  the  best  clinical  results  are  ob- 
tained in  recurrent  cases  in  which  there  is 
corneal  vascularity.  The  work  of  Howard 
and  Allen  indicates  that  the  human  gam- 
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ma  globulin  is  effective  in  herpes  simplex 
infection  in  experimental  animals.^"’  I 
would  not  hesitate  to  use  the  gamma  glob- 
ulin in  babies  and  young  children  who  have 
not  had  sufficient  time  to  develop  their 
own  antibodies.  In  these  patients  den- 
dritic ulcers  are  severe  and  resistant  to 
the  usual  treatment  measures.  Scars  of 
the  cornea  are  often  seen  after  such  an 
infection.  In  older  patients  with  recur- 
rent attacks,  the  gamma  globulin  should 
be  administered  as  the  healing  process  is 
hastened.  Hospitalization  is  usually  avoid- 
ed and  the  loss  of  time  from  work  is  min- 
imized. The  resultant  scarring  is  lessened. 
Since  the  scars  from  previous  attacks  have 
lowered  their  visual  acuity,  further  cor- 
neal scars  must  be  avoided  whenever  pos- 
sible. 

Case  Reports 

My  first  experience  with  the  use  of  gamma 
globulin  in  the  treatment  of  dendritic  ulcers  was 
in  1952.  The  patient  was  an  eight  month  old  in- 
fant with  binocular  corneal  involvement.  The 
lesions  failed  to  respond  to  iodine  and  alcohol 
cauterization.  The  diseased  epithelium  was  re- 
moved with  a Von  Graefe  knife,  and  five  cc. 
of  gamma  globulin  administered  intramuscular- 
ly. The  ulcers  of  both  corneas  healed  with  no 
resultant  scars. 

The  second  patient  was  a five  year  old  white 
female  who  was  referred  by  an  ophthalmologist 
who  had  treated  the  dendritic  ulcer  with  iodine 
and  alcohol  cauterization.  The  lesion  promptly 
recurred  and  was  spreading.  The  cornea  was 
again  cauterized  by  iodine  and  alcohol  and  the 
involved  epithelium  removed  with  a Von  Graefe 
knife.  Ten  cc.  of  gamma  globulin  in  5 cc.  doses 
were  given  intramuscularly.  The  ulcer  healed 
with  a minimal  scar. 

The  second  group  of  patients  with  den- 
dritic ulcers  who  should  be  treated  with 
gamma  globulin  are  those  with  recurrent 
scarred  and  vascularized  corneas.  These 
patients  well  remember  their  periods  of 
hospitalization,  repeated  cauterization, 
and  often  artificial  fever  injections.  They 
also  remember  the  cost  and  the  time  lost 
from  their  employment.  They  are  very 
grateful  and  cooperative  patients. 

My  first  patient  in  this  group  was  a 28  year 
old  man  with  numerous  corneal  scars  and  vascu- 
larity. He  was  treated  in  the  office  by  cauteri- 
zation with  iodine  and  alcohol,  and  the  damaged 
and  diseased  corneal  epithelium  was  removed. 
Atro{)ine  and  antibiotic  ophthalmic  ointment 


were  instilled  and  the  eye  dressed.  Fifteen  cc. 
of  gamma  globulin  were  given  intramusculaidy. 
Still  wearing  the  eye  patch,  he  was  able  to  re- 
turn to  work  on  the  fourth  day.  The  cornea 
healed  rapidly  with  only  minimal  scarring. 

The  second  patient  with  recurrent  dendritic 
ulceration  was  a 46  year  old  school  teacher 
who  had  scars  and  vascularization  of  both  eyes. 
Since  his  lesion  was  monocular,  he  was  treated 
in  the  office  by  cauterization  with  iodine  and 
alcohol.  The  involved  corneal  epithelium  was 
removed  with  the  Von  Graefe  knife.  Atropine 
and  antibiotic  ophthalmic  ointments  were  in- 
stilled and  the  eye  dressed.  He  was  given  20  cc. 
of  gamma  globulin  in  10  cc.  doses  on  successive 
days.  Wearing  the  bandage,  he  was  able  to  re- 
turn to  his  classroom  on  the  second  day.  The 
cornea  healed  with  minimum  discomfort  and 
scarring. 

The  majority  of  patients  with  dendritic 
ulcers  which  are  primary  lesions  of  small 
size  should  be  treated  by  cauterization 
with  iodine  and  alcohol  and  with  the  re- 
moval of  the  involved  epithelium.  Ban- 
daging of  the  eye  after  instillation  of  atro- 
pine and  antibiotic  ophthalmic  ointments 
in  the  conjunctival  sac  is  usually  suffi- 
cient to  cure  the  disease.  In  recurrent  le- 
sions and  in  those  patients  with  severe 
clinical  reactions  of  the  cornea  and  con- 
junctiva, gamma  globulin  should  be  given. 

Summary 

Gamma  globulin  has  been  used  success- 
fully in  the  treatment  of  many  of  the  viral 
diseases.  I have  used  it  successfully  in  the 
treatment  of  herpes  zoster  and  dendritic 
ulcers.  Other  authors  have  reported  simi- 
lar results  and  have  been  encouraged  with 
its  use. 

Conclusions 

Many  medical  articles  have  been  pub- 
lished on  the  use  of  gamma  globulin  in 
the  treatment  and  prevention  of  the  viral 
diseases.  Very  few  of  these  articles  in- 
clude ocular  involvement  and  very  little 
has  been  published  by  the  ophthalmolo- 
gists. It  has  been  my  experience  that  very 
few  ophthalmologists  are  aware  of  the 
value  of  gamma  globulin  in  the  treatment 
of  viral  diseases. 

In  the  treatment  of  herpes  zoster  oph- 
thalmicus the  use  of  gamma  globulin  is 
the  treatment  of  choice.  In  herpes  simplex 
and  dendritic  ulcers  of  the  cornea  gamma 
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globulin  may  be  reserved  for  the  infants 
and  small  children  without  the  antibodies 
in  their  plasma.  The  patients  with  re- 
current attacks  and  corneal  vascularity 
should  be  given  gamma  globulin. 

In  order  to  obtain  the  maximum  bene- 
ficial results,  the  gamma  globulin  must  be 
administered  early  in  the  disease.  The 
dosage  should  also  be  sufficient  to  main- 
tain a high  plasma  titer  and  thus  obtain 
the  maximum  clinical  response. 
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Discussion 

Dr.  Robert  A.  Schimek  (New  Orleans)  : It  is 
always  a pleasure  to  discuss  a paper  which  is  in 
agreement  with  one’s  own  views  and  practices. 
Dr.  Breffeilh  should  be  complimented  for  his 
courage  in  publishing  his  conviction  that  gamma 
globulin  is  of  value  in  the  treatment  of  herpes 
zoster  and  herpes  simplex  of  the  cornea. 

Let  us  attempt  to  judge  scientifically  the  val- 
ue of  gamma  globulin  for  herpes.  Against  it  is 
the  absence  of  valid  statistical  data  in  patients 
to  prove  that  gamma  globulin  is  truly  of  value. 
The  course  of  herpes  zoster,  and  particularly  of 
herpes  simplex  of  the  cornea,  can  be  most  vari- 
able. For  example,  herpes  simplex  may  occur 
and  subside  spontaneously  in  a few  days  without 
any  therapy.  Certainly,  no  scientific  conclusion 
can  be  reached  from  the  treatment  of  only  4 
cases  of  herpetic  dendritic  keratitis. 

If  we  take  the  opposite  side  and  argue  for  the 
treatment  of  herpes  with  gamma  globulin,  we 
can  state  the  following.  Although  the  4 cases 
of  herpes  simplex  and  4 of  herpes  zoster  are 
not  as  many  as  would  be  desired  for  a statistical 
evaluation,  and  although  there  are  no  controls, 
the  clinical  course  of  these  8 patients  was  much 
better  than  would  be  expected  with  other  con- 
ventional methods  of  treatment.  Recovery  was 
rapid  and  uncomplicated.  Second,  the  rationale 
of  applying  this  treatment  for  herpes  is  logical, 
since  gamma  globulin  has  proved  to  be  effective 
in  other  virus  diseases. 

In  support  of  Dr.  Breffeilh’s  observations,  I 
would  like  to  mention  5 cases  of  my  own  in 
which  treatment  with  gamma  globulin  for  her- 
pes simplex  of  the  cornea  or  dendritic  keratitis 
was  used.  Case  No.  1 was  a 20-year  old  white 
girl  with  a history  of  repeated  severe  attacks 
of  dendritic  keratitis  for  seven  years,  which  had 
resulted  in  a vascularized  scarred  cornea.  I first 
saw  her  one  month  after  another  recurrence. 
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which  had  been  treated  unsuccessfully  elsewhere 
with  iodine  cauterization.  For  the  next  month 
I treated  her  with  two  additional  iodine  cauter- 
izations, prolonged  patching  of  the  eye,  local 
application  of  aureomycin,  and  general  hygienic 
and  supportive  measures,  with  her  vision  remain- 
ing about  20/400.  Active,  severe,  widespread 
dendritic  keratitis  persisted..  Twenty  cubic  cen- 
timeters of  gamma  globulin  was  administered, 
and  the  cornea  was  again  cauterized  to  remove 
the  cells  that  were  already  infected.  In  five  days 
the  cornea  completely  healed  and  vision  cleared 
to  about  20/40. 

Case  No.  2 was  a 10-year  old  girl,  who  had 
had  repeated,  recurrent  attacks  of  herpetic  kera- 
titis accompanied  by  fever  and  fever  blisters  on 
the  face  for  three  years.  Some  scarring  and 
vascularization  of  the  cornea  not  affecting  the 
pupillary  area  were  noted.  Ten  cubic  centime- 
ters of  gamma  globulin  was  administered.  The 
cornea  was  cauterized.  Uneventful  healing  oc- 
curred within  ten  days  which  was  a shorter  time 
of  recovery  than  she  usually  had  experienced  in 
the  past  several  years  fiom  these  attacks.  This 
was  about  two  years  ago.  One  year  ago,  an- 
other attack  of  herpetic  dendritic  keratitis  oc- 
curred, and  the  cornea  was  cauterized  with  io- 
dine. Gamma  globulin  was  again  administered, 
with  prompt  healing  in  three  days.  Since  then, 
whenever  herpetic  blisters  on  her  face  and  fever 
develop,  she  promptly  reports  to  the  office  for 
a prophylactic  dose  of  2 to  5 cc.  of  gamma  globu- 
lin. She  has  had  three  such  attacks  of  fever  and 
fever  blisters,  which  have  been  immediately 
treated  with  gamma  globulin  and  no  herpetic 
disease  of  the  cornea  has  resulted.  This  has  been 
a reversal  of  her  previous  experience  when  her- 
petic keratitis  would  routinely  accompany  her 


attacks  of  fever  and  “fever  blisters”  on  the  face. 

Case  No.  3 was  an  adult  whose  initial  attack 
of  herpetic  keratitis  was  treated  with  20  cc.  of 
gamma  globulin  and  ether  scrub  of  the  cornea, 
which  cleared  in  three  days.  Case  No.  4 was 
another  adult  with  his  third  attack  of  herpetic 
keratitis.  There  was  no  vascularization  of  the 
cornea  but  there  were  some  scars  from  the  pre- 
vious attacks.  The  corneal  infection  subsided 
within  five  days  after  administration  of  gamma 
globulin  and  iodine  cauterization. 

Case  No.  5 was  a 30-year  old  man  with  20/200 
vision  and  dense  corneal  scarring  and  corneal 
vascularization  from  repeated  attacks  of  her- 
petic keratitis.  Treatment  with  10  cc.  of  gamma 
globulin  and  trypsin  topically  failed  to  affect 
the  herpetic  keratitis.  Cauterization  of  the  cor- 
nea with  iodine  resulted  in  prompt  healing  with- 
in the  next  three  days.  It  may  be  that  cells 
that  are  already  infected  must  be  removed  by 
iodine  cauterization  or  other  debridement  and 
that  gamma  globulin  may  protect  the  new  epi- 
thelial cells  from  infection  by  the  virus.  This 
theory  would  seem  more  reasonable  in  those 
corneas  which  are  already  vascularized  so  that 
the  antibodies  could  reach  the  diseased  area. 

Although  I have  made  gamma  globulin  a part 
of  my  armamentarium  against  recurrent  herpet- 
ic keratitis  during  the  past  two  and  a half  years, 
I have  no  scientific  proof  of  its  value  from  the 
standpoint  of  a controlled  statistical  series.  It 
is  merely  a clinical  impression  that  gamma  globu- 
lin is  of  value  when  given  before  or  at  the  same 
time  of  corneal  debridement  with  iodine,  ether, 
or  other  similar  techniques.  I hope  that  Dr. 
Breffeilh  or  someone  will  set  up  a controlled 
study  so  that  we  can  obtain  objective  evidence 
of  its  value. 


Drug  Information — Please 

The  nation’s  physicians  annually  make  62,000,000  phone  calls  to  the  nation’s  phar- 
macists— seeking  information.  It  shows  that  the  doctor  is  avid  for  information  about 
prescription  drugs.  It  shows  also  that  he  will  not  hesitate  to  turn  to  the  pharmacist 
for  it. — Dan  Rennick,  editor  of  American  Druggist. 
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• The  technique  and  results  in  stapedectomy  are  given. 


ttKARING  loss  is  the  Ki'eatest  impair- 
^ nient  that  affects  man.  There  are 
more  than  seventeen  million  Americans 
including  10  per  cent  of  the  school  chil- 
dren that  suffer  from  a hearing  handi- 
cap. At  the  present  time  our  efforts  are 
directed  to  the  prevention  and  surgical 
correction  of  early  hearing  losses.  Con- 
ductive or  obstructive  hearing  losses  are 
due  to  disease  or  damage  to  either  the 
ear  canal,  drum,  middle  ear,  stapes,  eusta- 
chian  tube,  nasopharynx,  or  a combina- 
tion of  these.  This  group  constitutes  one- 
third  of  all  the  hearing  impairments. 

Children  often  have  recurrent  abscesses 
of  the  ear.  Paracentesis  and  adenoidec- 
tomy  will  prevent  these  cases  from  devel- 
oping a chronic  draining  ear  with  progres- 
sive damage  to  the  middle  ear  structures. 
In  adults  a sterile  accumulation  of  fluid 
often  follows  a cold.  If  early  pai'acentesis 
is  delayed  eventual  reorganization  takes 
place  in  the  middle  ear  with  a resultant 
adhesive  otitis  media  and  hearing  damage. 

Antibiotics  will  help  some  of  the  cases 
but  the  ones  that  persist  need  further  in- 
tervention by  surgical  methods.  In  the 
chronic  draining  ears,  simple  mastoidec- 
tomy and  repair  of  perforated  eardrums 
will  eradicate  the  infection  and  maintain 
good  hearing. 

Otosclerosis 

Deafness  due  to  fixation  of  the  stapes 
was  discovered  by  great  otologists  as 
early  as  1735.  This  condition  was  called 
otosclerosis  and  described  as  a bony  over- 
growth of  spongy  pathological  bone  in  the 

* Presented  at  the  Eighty-first  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
10,  1961,  in  New  Orleans. 

t From  the  Department  of  Otolaryngology, 
Louisiana  State  University  School  of  Medicine, 
New  Orleans,  Louisiana. 
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osseous  labyrinth.  This  ankylosis  of  the 
stapes  prevented  its  normal  vibration  to 
transmission  of  sound.  The  greater  the 
fixation  of  the  stapes  the  more  hearing 
impairment.  In  1938,  Dr.  Julius  Lempert 
devised  the  one  stage  fenestration  of  the 
lateral  semicircular  canal  for  restoration 
of  hearing.  This  operation  by-passed  the 
stapes  and  oval  window  so  that  sound  was 
transmitted  directly  to  the  inner  ear.  In 
1952,  Rosen,  in  elevating  the  eardrum  and 
testing  for  stapes  fixation,  accidentally 
mobilized  the  stapes.  The  patients  could 
hear  well,  but  in  several  months  the  stapes 
refixed  in  50  per  cent  of  the  cases.  Micha- 
el Portmann  of  France  and  John  Shea  of 
Memphis  in  order  to  avoid  re-ankylosis 
of  the  stapes  recommended  removal  of 
the  stapes  and  footplate  and  replacement 
of  a stapes  by  a polyethylene  tube.  As  a 
result  ossicular  continuity  was  re-estab- 
lished as  well  as  the  normal  transmission 
of  sound  to  the  oval  window. 

Otosclerosis  is  common  in  1 out  of  10 
people.  There  are  twice  as  many  women 
affected  as  men.  Clinical  otosclerosis  man- 
ifests itself  between  the  ages  of  15  years 
and  40  years,  but  does  occur  in  the  older 
age  groups.  There  is  a familial  tendency 
in  60  to  70  per  cent  of  the  patients.  This 
is  the  group  that  wears  hearing  aids  and 
feels  that  very  little  can  be  done  medically. 
To  the  contrary,  the  greatest  strides  have 
been  made  surgically  for  the  rehabilita- 
tion of  this  group.  The  etiology  of  oto- 
sclerosis has  been  termed  a vascular  pro- 
cess by  Dorothy  Wolff,  a localized  form  of 
Paget’s  Disease,  a form  of  osteogenesis 
imperfecta.  Numerous  other  theories 
have  been  given. 

Diagnosis  of  Otosclerosis 

1.  Clinical  otosclerosis  is  characterized 
by  a history  of  a progressive  hearing  loss 
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in  early  adult  life  which  may  or  may  not 
be  associated  with  tinnitus  or  a familial 
history  of  impaired  hearing. 

2.  The  presence  of  a conductive  hear- 
ing loss  is  determined  by  striking  a 500 
cycles  per  second  tuning  fork  in  front  of 
the  ear.  When  the  sound  is  no  longer 
heard  the  tip  of  the  tuning  fork  is  placed 
over  the  mastoid  bone.  The  sound  is  still 
heard  and  means  the  patient  has  good 
bone  conduction  and  nerve  function.  An 
audiometer  gives  the  exact  hearing  curve 
in  terms  of  air  and  bone  conduction  at  the 
speech  frequencies,  namely  500,  1000,  and 
2000  cycles  per  second. 

3.  By  elimination  of  other  causes  of 
conductive  deafness  such  as  a perforated 
eardrum,  blocked  eustachian  tube,  etc.  one 
arrives  at  the  diagnosis  of  clinical  oto- 
sclerosis. 

Stapedectomy  With  Vein  Graft  Procedure 

The  ear  canal  and  hand  are  prepared. 
A 6 mm.  vein  graft  is  taken  from  the  dor- 
sum of  the  hand  and  placed  in  Ringer’s 
lactate  solution.  Using  the  operating  mi- 
croscope, a triangular  incision  is  made  in 
the  posterior  auditory  canal  8 mm.  to  10 
mm.  from  the  annulus  of  the  drum.  The 
skin  flap  and  drum  are  then  dissected  and 
folded  anteriorly.  The  incus  and  stapes 
as  well  as  its  footplate  is  visible  (Fig.  1). 


Figure  1. — Exposure  of  the  middle  ear  show- 
ing the  incus,  stapes  and  footplate. 


The  stapedius  tendon  is  divided  and  the 
joint  between  the  incus  and  the  stapes  is 
separated.  The  stapes  is  fractured  and 
removed. 

The  stapes  footplate  is  cleared  of  muco- 


sal covering  and  then  splintered  with  a 
small  pick  (Fig.  2).  If  the  footplate  is 


the  thin  footplate  fractured  with  a pick. 


thick  a cutting  burr  is  needed  to  open  the 
oval  window  (Fig.  3).  The  vein  is  taken 


Figure  3. — The  oval  window  after  removal  of 
the  footplates. 


out  of  the  solution,  trimmed  of  fat  and 
divided.  The  vein  with  its  intima  side  up 
is  placed  over  the  oval  window. 

A polyethylene  strut  3.5  to  4 mm.  is 
placed  between  the  lenticular  process  of 
incus  and  the  oval  window  covered  by  the 
vein  graft  (Fig.  4). 

The  eardrum  is  then  replaced  and  the 
ear  incision  covered  with  gelfoam  sponges 
soaked  in  adrenalin.  The  patient  now 
hears  better.  Testing  with  the  tuning 
forks  will  reveal  the  patient  hears  better 
in  front  of  the  ear  than  over  the  mastoid 
bone.  This  means  that  normal  ossicular 
continuity  has  been  restored. 
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Fijjure  4. — The  vein  covers  the  oval  window. 
The  polyethylene  strut  is  placed  between  the 
lenticular  process  of  the  incus  and  the  oval 
window. 


The  hospital  period  is  usually  two  days 
and  the  patient  is  maintained  on  antibi- 
otics for  a week. 


Results  and  Audiograms 
Air-bone  gap  closures  for  the  500,  1000, 
and  2000  cycles  per  second  constitutes  a 
good  measure  of  success  (Figs.  5-9). 


Figure  5. — Overclosure  of  air  - bone  gap. 
(R.V.) 
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Figure  7. — Closure  air-bone  gap  within  10 
decibels.  (E.P.) 


This  closure  represents  a difference  of  ten 
decibels  between  the  preoperative  bone 
and  the  postoperative  air  conduction  in 
the  speed  frequencies.  Many  of  our  cases 
showed  overclosure  of  the  air-bone  gap. 
The  results  with  this  procedure  are  over 
90  per  cent  and  the  more  selective  we  are 
the  higher  our  prognosis. 


Summary 

There  are  over  17  million  Americans 
with  a hearing  impairment.  One-third  of 
this  group  has  a conductive  loss  due  to 
damage  or  disease  to  the  ear  canal,  ear- 
drum, stapes,  eustachian  tube  or  naso- 
pharynx. Early  paracentesis  and  adenoid- 
ectomy  in  children  with  recurrent  ab- 
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scessed  ears  will  reduce  hearing  loss. 
Adults  with  fluid  in  the  middle  ear  fol- 
lowing colds — secretory  otitis  media — of- 
ten results  in  adhesive  processes  in  the 
middle  ear  with  marked  hearing  losses. 
Paracentesis  and  nebulization  are  essen- 
tial. 

Otosclerosis  affects  1 out  of  10  people. 
These  people  wear  hearing  aids  as  they 
feel  nothing  further  can  be  done  medi- 
cally. Great  strides  in  rehabilitation  of 
this  group  to  normal  unaided  hearing  has 
been  done  by  first  the  fenestration  opera- 
tion and  now  the  stapedectomy  and  vein 
graft  procedure.  Ossicular  continuity  for 
normal  restoration  of  sound  in  90  per  cent 
of  the  cases  is  accomplished  by  removal 
of  the  fixed  stapes  and  its  footplate  and 
replacement  by  a polyethylene  strut  and 
vein  graft. 
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Discussion 

Dr.  George  D.  Lyons,  Jr.  (New  Orleans)  : Dr. 
Zoller  has  covered  the  field  of  surgical  manage- 
ment for  otosclerosis.  I would  like  to  very  brief- 
ly review  the  surgical  management  for  other 
forms  of  conductive  deafness,  particularly  those 
caused  by  trauma  or  suppurative  otitis  media. 

The  mastoid  operation,  that  is,  the  simple, 
modified  and  radical  mastoidectomy  is  still  em- 
ployed. 

Tympanoplasty — The  plastic  reconstruction  of 
a middle  ear  has  two  primary  goals.  These  are 
sound  protection  of  the  round  window  and  sound 
pressure  transformation  to  the  oval  window. 
The  indication  for  tympanoplasty  is  good  coch- 
lear function,  eustachian  tube  function,  and 
elimination  of  disease  processes.  The  types  are 
as  follows: 

1.  The  repair  by  skin  or  vein  grafts  of  a 
perforated  tympanic  membrane  with  a normal 
ossicular  chain. 

2.  The  perfpration  of  tympanic  membrane 
with  erosion  malleus  the  graft  is  placed  against 
the  ossicular  remains. 

3.  The  graft  is  applied  directly  to  the  head 
of  a mobile  stapes. 

4.  The  footplate  is  exposed;  a tubal  ear  is 
then  formed. 

5.  A fenestration  operation  is  performed  usu- 
ally in  the  2nd  stage. 

A new  procedure  was  introduced  by  Thomas 
Rambo  known  as  musculoplasty,  in  which  the 
temporalis  muscle  and  fascia  is  introduced  into 
the  middle  ear  and  a fenestration  performed, 
similar  to  Type  5 tympanoplasty. 
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Funerals  Are  Expensive 

Nobody  several  years  ago  survived  the  series  of  illnesses  that  I have  had.  If 
someone  tells  me  that  the  medicines  I carry  are  expensive  I must  laugh,  particularly 
when  1 read  circulars  advertising  graves.  I would  rather  pay  for  a medicine  than 
a grave  any  day. — George  E.  Sokolsky,  columnist.  King  Features  Syndicate. 
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Thoracic  Lesions  in  Infants 
Kc(|iiirin^  Urgent  Surgical  Carc^ 

• Many  infants,  newborn  or  under  one  year  of  age,  die  from  lesions 
of  the  chest.  Ihe  possibilities  of  surgical  intervention  are  discussed  by 
the  author. 

JOHN  L.  OCHSNER,  M.  D. 

New  Orleans 


A LARGE  number  of  fatalities  among 
'^newborns  and  infants  is  due  to  res- 
piratory failure,  cardiac  failure,  or  both. 
Thus,  each  year  in  the  United  States  more 
than  47,000  infants  younger  than  one 
year  of  age  die  from  lesions  of  the  chest.' 
Many  of  these  deaths  can  be  prevented  by 
early  recognition  and  prompt  surgical 
treatment.  Thoracic  conditions  in  infants 
requiring  urgent  surgical  care  range  from 
an  inhaled  foreign  body,  requiring  simple 
endoscopic  removal,  to  a complicated  con- 
genital cardiac  malformation  necessitat- 
ing use  of  extracorporeal  circulation  for 
correction.  The  common  bond  between 
these  extremes  is  that  each  creates  a 
state  of  urgency,  which  requires  imme- 
diate treatment  if  maximal  benefit  is  to 
be  achieved.  The  purpose  of  this  paper 
is  to  present  the  indications  for  and  the 
surgical  management  of  the  various  le- 
sions of  the  lung,  esophagus,  diaphragm, 
heart  and  great  vessels  in  infants  requir- 
ing urgent  surgical  care. 

Pulmonary  Lesions 

Congenital 

Congenital  pulmonarg  cysts  usually  have 
a connection  with  the  bronchial  tree,  and 
because  of  this  communication,  air  tension 
and  infection  are  apt  to  occur.  The  abso- 
lute indication  for  surgical  treatment  is 
increasing  air  tension  within  the  cyst. 
The  enlarging  cyst  will  compress  the  nor- 
mal pulmonary  tissue  on  the  affected  side 


* Presented  at  the  Eighty-first  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
7-9,  1961,  in  New  Orleans. 

From  the  Department  of  Surgery,  Ochsner 
Clinic,  New  Orleans. 


and  cause  shifting  of  the  mediastinum 
with  subsequent  compression  of  the  lung 
on  the  contralateral  side.  This  mechani- 
cal compression  of  pulmonary  parenchy- 
ma results  in  respiratory  distress  mani- 
fested by  dyspnea,  cyanosis,  and  tachypnea 
with  intercostal  and  sternal  retraction. 

Treatment  consists  of  resection  of  the 
involved  portion  of  the  lung.  However, 
in  moribund  patients,  transthoracic  aspir- 
ation of  the  cyst  as  a temporary  measure 
may  prove  lifesaving.  Aspiration  of  the 
cyst  results  in  production  of  a broncho- 
pleural fistula ; for  this  reason  a physi- 
cian should  remain  in  attendance  in  order 
to  further  relieve  tension  pneumothorax 
until  the  cyst  can  be  resected.  Treatment 
of  a non-expanding  congenital  cyst  that 
subsequently  becomes  infected  differs 
from  treatment  of  a cyst  that  develops 
secondary  to  infection.  In  the  latter  in- 
stance, medical  therapy  is  usually  all  that 
is  necessary;  however,  surgical  drainage, 
or  preferably,  excision  is  needed  to  con- 
trol infected  congenital  pulmonary  cysts. 

Localized  pulmonary  emphysema,  char- 
acterized by  emphysematous  expansion  of 
one  lobe,  is  due  to  maldevelopment  of  the 
bronchial  cartilage  in  most  instances,  al- 
though redundant  mucosal  folds,  com- 
pression by  an  aberrant  vessel,  or  bron- 
chial stenosis  secondary  to  infection,  cyst 
or  mucous  plugs,  may  be  the  etiologic  fac- 
tor. Symptoms  of  respiratory  distress 
usually  occur  early  in  life,  most  often, 
during  the  first  month.  Bronchoscopy  is 
usually  of  no  benefit. 

Once  the  condition  is  suspected,  imme- 
diate removal  of  the  abnormal  lobe  is 
mandatory  to  prevent  a tragedy.  Caution 
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should  be  exercised  not  to  increase  the 
tension  within  the  emphysematous  seg- 
ment or  expanding  pulmonary  cyst  dur- 
ing induction  of  anesthesia.  It  is  often 
desirable  to  delay  inhalation  anesthetiza- 
tion until  after  the  thoracotomy  incision 
has  been  made  with  use  of  a local  anes- 
thetic and  the  involved  lung  allowed  to 
herniate  through  the  incision.  The  af- 
fected portion  of  lung  may  then  be  re- 
sected without  haste. 

Inflammatory  and  Obstructive 

Massive  aspiration  syndrome  and  pneu- 
monia are  treated  primarily  by  medical 
measures;  however,  complications,  which 
are  rather  common,  necessitate  urgent 
surgical  treatment.  Bronchial  obstruction, 
secondary  to  aspiration  or  infection,  pro- 
duces emphysematous  changes  distal  to 
the  obstruction  with  occasional  resultant 
pneumomediastinum  or  pneumothorax. 
Asymptomatic  pneumomediastinum  or 
pneumothorax,  secondary  to  massive  as- 
piration in  the  newborn,  requires  no  treat- 
ment; however,  if  respiratory  or  circula- 
tory embarrassment  is  present,  aspiration 
is  indicated  and  often  should  be  followed 
by  closed  thoracotomy  with  the  tube  con- 
nected to  a water  trap,  so  that  air  can 
escape  but  not  enter  the  chest.  Because 
of  the  increased  resistance  of  certain  or- 
ganisms and  the  spread  of  staphylococcal 
infections,  the  incidence  of  surgical  com- 
plications of  pneumonia,  such  as  pulmo- 
nary abscess,  empyema,  pneumatocele,  fi- 
brothorax  and  pneumothorax,  has  in- 
creased. 

Empyema  and  pneumothorax  in  this 
young  age  group  require  emergency  sur- 
gical treatment,  whereas  fibrothorax,  pul- 
monary abscess  and  pneumatocele  rarely 
require  surgical  intervention.  Pulmonary 
collapse  and  toxicity,  both  sequelae  of  a 
pyo-pneumothorax,  must  be  prevented  by 
immediate  surgical  treatment.  Thoracos- 
tomy tube  drainage  placed  under  water 
as  a seal  expands  the  lung,  evacuates  the 
infected  material,  obliterates  the  pleural 
space  and  approximates  the  fistulous 
opening  to  the  parietal  pleura.  U.se  of 
large  thoracostomy  tubes  will  accomplish 


all  these  and  prevent  loculated  empyema 
and  fibrothorax.  Residual  pneumatoceles 
usually  will  disappear  after  medical  ther- 
apy of  the  pneumonia.  However,  if  these 
become  tension  cysts,  or  if  trouble,  such 
as  recurrent  abscesses  or  bronchiectasis 
persists,  resection  becomes  necessary. 
Traumatic 

The  resiliency  of  the  rib  cage  in  in- 
fants, plus  the  fact  that  they  are  not 
subjected  to  the  hazards  of  adulthood,  ac- 
count for  the  low  incidence  of  external 
\iolence  in  infants.  Treatment  of  thor- 
acic injuries  in  the  infant  does  not  differ 
from  that  in  adults  and  should  be  directed 
toward  providing  an  adequate  airway, 
stabilizing  the  chest  wall,  expanding  the 
lung,  and  evacuating  the  pleural  space  of 
air  and  blood. 

Foreign  bodies  within  the  tracheobron- 
chial tree  are  surgical  emergencies  be- 
cause of  the  immediate  and  potential  dan- 
gers associated  with  them.  They  may  ob- 
struct or  perforate.  An  attempt  should 
be  made  to  remove  the  foreign  body  by 
bronchoscopy.  If  this  is  unsuccessful,  the 
particle  should  be  removed  through  a 
bronchial  incision. 

Resuscitation  of  the  newborn  often 
requires  positive  pressure  insufflation, 
either  by  mouth-to-mouth  breathing  or  by 
direct  intratracheal  intubation.  If  the 
pressure  applied  is  too  great  or  if  the  in- 
flation period  is  too  long,  iatrogenic  rup- 
ture of  the  over-distended  alveoli  may  oc- 
cur. Intratracheal  anesthesia  in  an  in- 
fant, although  necessary  and  often  the 
safest  type  of  anesthesia,  carries  this  risk. 
If  pneumothorax  develops,  emergency 
thoracentesis  should  be  instituted,  fol- 
lowed by  tube  thoracostomy  drainage. 

Esophageal  Lesions 

Congenital 

Routine  aspiration  of  the  gastric  con- 
tents of  the  newborn  immediately  after 
delivery  has  resulted  in  demonstration  of 
many  cases  of  esophageal  atresia  in  the 
first  few  minutes  of  life.  Pneumonia  is 
inevitable  in  these  infants  because  of  as- 
piration either  from  overflow  from  proxi- 
mal blind  pouch  or  through  a tracheo- 
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esophageal  fistula.  Early  recognition  and 
surgical  correction  will  minimize  the  in- 
cidence of  this  complication. 

Once  the  diagnosis  is  established,  cor- 
rection may  be  accomplished  by  ligation 
of  the  fistulous  tract  and  anastomosis  of 
the  proximal  and  distal  esophageal  seg- 
ments. If  the  distance  between  the  two 
esophageal  .segments  is  too  long  for  ap- 
proximation, an  alternate  surgical  proce- 
dure must  be  performed:  (1)  sliding  the 
stomach  up  through  a dilated  e.sophageal 
hiatus  to  permit  anastomosis  of  the  two 
esophageal  .segments,  or  (2)  a two-stage 
procedure  consisting  of  first  establishing 
esophagostomy  and  gastrostomy,  and  lat- 
er, substernal  colon  or  jejunal  interposi- 
tion between  the  esophagus  and  stomach. 

Enterogenous  duplication  cysts,  which 
arise  in  the  posterior  aspect  of  the  medi- 
astinum, are  seldom  asymptomatic,  since 
they  lie  clo.se  to  the  trachea,  esophagus 
and  great  ves.sels.  Cyanosis,  dyspnea  and 
tachypnea  are  often  present,  and  recur- 
rent infection  of  the  upper  respiratory 
tract  and  hemorrhage  may  occur.  Since 
most  cysts  do  not  communicate  with  the 
gastrointestinal  tract,  accumulation  of  .se- 
cretions causes  progre.ssive  enlargement 
of  the  cysts.  Treatment  is  surgical  exci- 
sion with  meticulous  dissection  to  sepa- 
rate the  cyst  from  the  esophagus.  It  is 
often  necessary  to  leave  a muscular  por- 
tion of  the  cyst  wall  attached  to  the 
esophagus  to  avoid  esophageal  injury. 

Traumatic 

Caustic  burns  are  mentioned  only  to 
condemn  early  intervention.  Bouginage 
during  the  acute  inflammatory  phase  may 
further  augment  the  damage.  It  is  the 
practice  in  our  Clinic  to  have  these  in- 
fants swallow  a string  immediately  after 
injury,  and  after  subsidence  of  acute  in- 
flammation in  ten  to  twelve  days,  to  ascer- 
tain the  location  and  extent  of  injury  by 
roentgenography  after  ingestion  of  lipio- 
dol.  If  a stricture  becomes  apparent,  bou- 
ginage should  be  deferred  until  four  to 
six  weeks  after  ingestion.  Administra- 
tion of  steroids  and  a broad-spectrum 


antibiotic  in  the  early  pha.se  of  injury  is 
gaining  wide  acceptance. 

Foreign  bodies  in  the  esophagus  are 
commonly  encountered  in  infants.  Al- 
though the.se  can  usually  be  removed  suc- 
cessfully by  esophagoscopy,  .some,  because 
of  complications,  requii’e  emergency  op- 
eration. If  the  foreign  body  is  firmly 
wedged  and  cannot  be  broken,  or  if  there 
is  real  danger  of  perforating  the  e.sopha- 
gus  by  manipulation,  open  thoracotomy 
should  be  done.  Exploration  should  be 
from  the  right  side  of  the  thorax,  in  order 
to  give  access  to  the  entire  esophagus,  and 
the  material  should  be  removed  through 
esophagotomy.  Sharp  foreign  bodies  easi- 
ly perforate  the  esophageal  wall  and  cau.se 
acute  mediastinitis,  pericarditis  or  empye- 
ma. If  perforation  and  its  complications 
are  unrecognized,  they  may  prove  fatal. 
Open  thoracotomy  with  removal  of  the 
foreign  body,  repair  of  the  esophageal 
laceration  and  adequate  drainage  of  the 
mediastinum  and  pleural  space  will  pre- 
vent di.sastrous  .sequelae. 

Diaphragmatic  Lesions 

Occasionally,  symptoms  of  a congenital 
diaphragmatic  hernia  are  minimal  and  the 
condition  is  discovered  in  the  course  of 
routine  examination.  However,  usually 
there  is  difficulty  in  establishing  adequate 
respiration  in  the  neonatal  period.  The 
symptoms  are  dyspnea  with  periods  of 
cyanosis,  particularly  severe  when  the  in- 
fant is  turned  on  the  good  side.  Once  the 
diagnosis  is  established,  the  hernia  should 
be  repaired  regardless  of  the  degree  of 
respiratory  distress  or  the  size  of  the  in- 
fant. Delay  in  correction  will  result  in 
accumulation  of  air  in  the  gastrointesti- 
nal tract  with  further  compression  of  pul- 
monary tissue  and  increased  danger  of 
obstruction  to  the  herniated  abdominal 
viscera. 

A Levin  tube  should  be  inserted  as  soon 
as  the  diagnosis  is  suspected  in  order  to 
keep  the  intestinal  tract  decompressed  un- 
til operation  is  possible.  Surgical  ap- 
proach in  the  newborn  should  be  through 
the  abdomen  because  evisceration  of  the 
abdominal  contents  makes  reduction  and 
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repair  of  the  hernia  easier  and  other  as- 
sociated intra-abdominal  anomalies,  which 
occur  in  approximately  30  per  cent  of 
cases,  can  be  recognized  and  concomitant- 
ly treated.  Also,  lack  of  intra-abdominal 
space  can  be  accommodated  by  under- 
mining and  closing  the  subcutaneous  fat 
and  skin  only. 

Postoperatively,  the  lung  expands  slow- 
ly but  progressively.  Therefore,  vigorous 
attempts  to  expand  the  small,  hypoplastic- 
appearing lung  should  be  avoided.  Over- 
distention of  the  normal  lung  may  occur 
with  mediastinal  emphysema  and  creation 
of  a pneumothorax. 

Eventration  of  the  diaphragm  may 
cause  severe  respiratory  distress  early  in 
life  and  simulate  the  clinical  manifesta- 
tions of  congenital  diaphragmatic  hernia. 
The  abnormally  high  but  intact  diaphragm 
may  be  due  to  congenital  absence  of  the 
diaphragmatic  muscle  or  acquired  paraly- 
sis of  the  diaphragm  from  phrenic  nerve 
injury  at  birth.  Regardless  of  the  etiologic 
mechanism,  immediate  surgical  correction 
of  the  elevated  diaphragm  should  be  per- 
formed in  infants  who  exhibit  respira- 
tory distress.  Plication  of  the  diaphragm 
to  assure  a position  of  mid-expiration  can 
be  achieved  by  an  abdominal  or  thoracic 
approach. 

Cardiovascular 

The  mere  presence  of  a congenital  mal- 
formation of  the  heart  or  great  vessel  in 
an  infant  is  not  sufficient  indication  for 
surgical  intervention.  Many  of  these  in- 
fants who  fail  to  thrive  may  improve  with 
careful  management.  However,  if  the 
beneficial  effects  of  medical  therapy  are 
temporary  or  if  doubt  exists  regarding 
survival,  early  surgical  treatment  is  im- 
perative. The  most  common  indications 
for  urgent  surgical  treatment  are  cardiac 
failure  that  does  not  respond  promptly  to 
medical  therapy,  and  frequent  or  severe 
anoxemic  spells.  Tracheal  obstruction  due 
to  a congenital  malformation  of  the  medi- 
astinal vessels  is  a rare  but  definite  rea- 
son for  surgical  relief. 

Cardiac  failure  that  occurs  as  a result 
of  increased  pulmonary  blood  flow  is 


treated  ideally  by  surgical  obliteration  of 
the  anatomic  defect  responsible  for  the 
systematic-pulmonary  shunting  of  blood. 
However,  often  the  risk  in  an  extremely 
ill  infant  for  correction  of  an  intracardiac 
defect  necessitating  extracorporeal  circu- 
lation lends  favor  to  a less  dangerous  pal- 
liative procedure.  The  pulmonary  blood 
flow  can  be  diminished  by  constriction 
of  the  main  pulmonary  artery  to  decrease 
the  pulmonary  arterial  pressure  to  ap- 
proximately 30  per  cent  of  the  systemic 
pressure.  Complete  correction  of  the  vari- 
ous defects  can  be  delayed  until  a later 
date  when  both  the  size  and  physical  con- 
dition of  the  child  are  more  favorable. 
Surgical  removal  of  an  obstructing  mal- 
formation will  result  in  dramatic  im- 
provement of  the  infant  who  shows  car- 
diac decompensation  as  a result  of  in- 
creased resistance  to  ventricular  output. 

Anoxemia  is  manifested  in  the  infant 
by  paroxysmal  episodes  of  dyspnea,  asso- 
ciated with  severe  cyanosis.  If  anoxemia 
is  due  to  reduced  pulmonary  blood  flow, 
surgical  production  of  a systemic-pulmo- 
nary artery  shunt  will  increase  oxygena- 
tion and  render  palliative  improvement. 
Experience  has  shown,  however,  that  sys- 
temic-pulmonary artery  anastomosis  in 
the  presence  of  an  intact  ventricular  sep- 
tum, regardless  of  the  inadequacy  of  pul- 
monary flow,  will  lead  to  congestive  heart 
failure.^  Hence,  in  such  a situation,  sur- 
gical measures  must  be  directed  toward 
correction  of  the  obstructing  mechanism 
that  causes  decreased  pulmonary  flow.  If 
pulmonary  blood  flow  is  adequate,  but 
anoxemia  exists  because  of  inadequate 
communication  between  the  pulmonary 
and  systemic  circuits,  surgical  creation  of 
an  atrial  septal  defect  is  the  procedure  of 
choice. 

Various  anomalous  vascular  arrange- 
ments within  the  mediastinum  compress 
the  trachea  and  esophagus  and  are  mani- 
fested by  stridor,  dyspnea,  and  occasion- 
ally, dysphagia.  The  need  for  treatment 
is  dependent  upon  the  degree  of  constric- 
tion produced  by  the  vascular  ring.  Only 
surgical  interruption  of  the  constricting 
vascular  ring  can  relieve  symptoms. 
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Conclusion 

Many  infants  die  as  a result  of  intra- 
thoracic  lesions  that  are  amenable  to  ur- 
gent surgical  treatment.  It  behooves  all 
physicians  to  be  cognizant  of  the  various 
physiologic  disturbances  brought  about  by 
these  lesions,  for  early  diagnosis  and 
prompt  surgical  treatment  will  prevent 


many  unnecessary  deaths. 
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The  Fallacy  of  “Markups” 

Let  me  recall  to  your  mind  a series  of  headlines  concerning  fantastic  “markups.” 
One  such  set  of  headlines  charged  a 7000%  markup  over  the  ingredient  cost  of  one 
Schering  Corporation  drug!  ...  I can  tell  you  that  we  at  Baxter  have  a product  with 
a far  more  astronomic  markup  over  ingredient  cost  than  anything  the  (Kefauver) 
committee  released  for  the  front  pages.  One  of  our  ingredients  has  a markup  of 
more  than  half  a million  per  cent — 675,000%  to  be  exact.  That  ingredient  is  water. 
. . . Actually,  this  fabulous  markup  gives  us  a sales  profit  of  7.1%.  We  are  not  selling 
the  ingredient.  You  can  get  that  out  of  a faucet.  We  are  selling  injectable  distilled 
water  which  will  not  cause  a fever  when  introduced  into  the  blood  stream. — William 
B.  Graham,  President,  Baxter  Laboratories,  Inc.,  to  the  Investment  Analysts  Society 
of  Chicago. 
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Clinical  Experience  With  Fluphenazine  (Prolixin®) 
A New  Phenothiazine  Drug* 

• Trial  and  results  of  the  use  of  a new  tranquilizer  on  a group  of 
forty-eight  nonpsychotic  patients  are  analyzed. 


'^RANQUILIZING  drugs  have  estab- 
lished  a prominent  position  in  medical 
therapy.  These  drugs  have  been  classified 
as  those  which  bring  about  reduced  men- 
tal tension,  relieve  anxiety,  and  result  in 
a more  calm  outlook  without  producing 
any  marked  degree  of  sedation  or  hypno- 
sis.' Fluphenazine,  or  Prolixin®,  one  of 
the  newer  tranquilizing  agents,  has  been 
shown  to  be  an  effective  phenothiazine 
compound  in  the  treatment  of  the  psy- 
chotic or  severely  mentally  disturbed  pa- 
tients. Since  this  drug  might  be  equally 
effective  in  the  non-psychotic  patient,  this 
clinical  survey  with  fluphenazine  was  un- 
dertaken. 

In  1956,  thirty-five  million  prescriptions 
were  written  for  tranquilizers,  and  it  is 
believed  that  now  their  use  is  second 
only  to  antibiotics.  In  view  of  the  wide 
variety  of  such  drugs  available  for  the 
relief  of  emotional  tension,  the  physician 
should  select  a drug  wisely  in  order  to 
obtain  maximum  results  for  his  patients. 

The  phenothiazines  represent  the  most 
important  class  of  tranquilizers,  and  sev- 
eral of  the  more  potent  agents  are  now 
available.  These  drugs  have  been  in  clini- 
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cal  use  since  the  properties  of  prometha- 
zine were  discovered  in  1946  and  especi- 
ally since  the  advent  of  chlorpromazine 
in  1952.  These  agents  are  indeed  effective 
in  patients  with  excitement,  agitation, 
hallucinations,  and  overactivity.  They  are 
of  no  value  in  depression  and  should  be 
avoided  unless  there  is  agitation.  They 
act  primarily  at  a subcortical  level  rather 
than  at  the  cortical  sleep-producing  level 
and  do  not  significantly  depress  the  med- 
ullary vital  centers.- 

As  chlorpromazine  and  the  other  phen- 
othiazine derivatives  became  more  popu- 
lar, it  was  apparent  that  certain  toxic  ef- 
fects occurred.  These  included  an  obstruc- 
tive type  of  jaundice,  agranulocytosis, 
skin  rashes,  and  extra-pyramidal  activi- 
ty.’' Then  the  addition  of  the  piperazine 
ring  to  the  basic  chlorpromazine  formula 
not  only  caused  a marked  change  in  the 
potency  of  the  drug  by  increasing  the 
tranquilizing  effects,  but  also  the  inci- 
dence of  agranulocytosis  and  jaundice  has 
been  significantly  reduced.  However,  the 
incidence  of  extrapyramidal  reactions  has 
been  greater  when  higher  doses  were  used. 

In  an  attempt  to  further  improve  on  the 
phenothiazine  molecule  the  trifluoro-sub- 
stituted  phenothiazines  have  been  intro- 
duced. Here  the  effects  were  mainly  tran- 
quilizing, and  the  action  was  longer  than 
that  of  chlorpromazine  with  a dose  every 
twelve  hours  frequently  being  satisfactory. 
In  this  category  fluphenazine  or  Prolixin® 
has  been  developed ; this  drug  is  a triflu- 
oromethyl-hydroxyl-ethyl  piperazinepropyl 
derivative  of  phenothiazine.  Chemically 
fluphenazine  is  4-(3-[2-(trifluoromethyl)- 
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lO-phenothiazinyl I propyl)  1-piperazineeth- 
anol  (lihydrochloride. 

In  clinical  trials,  flnphenazine  has  dis- 
played maximal  tranquilizinp  effects  and 
has  exhibited  stronp  anti-hallucinatory 
and  anti-delusional  action  in  the  treatment 
of  psychotic  patients.  It  possesses  phar- 
macodynamic action  of  the  same  type  as 
chlorpromazine,  but  milligram  for  milli- 
gram, it  has  been  shown  to  be  more  potent 
than  the  older  preparation.^  This  drup  has 
been  shown  to  be  highly  effective  in  the 
treatment  of  agitation,  excitement,  explo- 
sive behavior  and  turbulence  commonly 
seen  in  severely  psychotic  states."’  It  has 
been  reported  to  modify  favorably  para- 
noid ideation  and  in  alleviating  obsessive- 
compulsive  behavior.'* 

To  date  all  reported  studies  with  flu- 
phenazine  have  been  mainly  with  these 
types  of  psychotic  patients.  Therefore,  to 
evaluate  the  effectiveness  of  this  new 
phenothiazine  preparation  on  non-psy- 
chotic  patients,  this  clinical  investigation 
was  conducted  using  flnphenazine  only  on 
patients  whose  symptoms  might  be  assoc- 
iated with  anxiety  or  tension. 

Material  and  Method 

Flnphenazine  was  administered  to  48 
patients  over  a seven  month  period  from 
June,  1960,  to  January,  1961.  The  majori- 
ty of  the  patients  were  selected  from  the 
Out-Patient  Department,  Touro  Infix'mary, 
New  Orleans,  Louisiana.  Several  of  the 
patients  were  started  on  the  drug  while 
in  the  hospital.  In  this  group  of  patients, 
ages  ranged  from  19  to  72  years,  with  a 
mean  age  of  46  and  a median  age  of  50 
years.  Because  of  the  predominance  of 
white  patients  in  this  clinic,  there  were 
only  11  non-white  patients  in  our  series. 
Fifteen  of  the  patients  were  males,  and 
33  were  female.  (See  Figure  1.) 

Fluphenazine  was  used  as  adjuvant 
therapy  in  four  cases  of  myocardial  in- 
farction and  angina  to  allay  anxiety  asso- 
ciated with  this  organic  process.  Like- 
wise, the  preparation  was  administered  to 
diminish  the  accompanying  tension  in  two 
cases  of  peptic  ulceration.  In  the  remain- 
ing cases  a complete  medical  survey  was 
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conducted  prior  to  therapy  with  fluphena- 
zine which  revealed  no  organic  basis  for 
the  initial  complaints.  To  our  knowledge, 
none  of  these  patients  had  received  pre- 
vious psychiatric  therapy  nor  were  they 
considered  to  be  basically  psychotic. 

The  basic  psychological  problem  was  not 
emphasized  during  the  patient  visits,  and 
no  form  of  psychotherapy  was  undertaken. 
All  patients  were  selected  from  general 
medical  clinics  or  the  general  medical 
wards.  Ambulatory  patients  were  seen  bi- 
weekly initially,  then  weekly,  and  then  at 
monthly  intervals.  During  these  visits  re- 
lief of  the  patients’  symptoms  were  eval- 
uated and  dosage  of  the  drug  was  regu- 
lated for  the  individual  patient. 

Six  dosage  schedules  were  utilized  in 
the  therapy  with  fluphenazine:  0.25  mgm. 
tablet  two,  three,  or  four  times  per  day; 
1.0  mgm.  tablet  two  or  three  times  per 
day;  and  2.5  mgm.  tablet  only  once  per 
day.  The  dosage  and  frequency  of  the 
drug  was  varied  from  time  to  time  during 
the  study  in  order  to  obtain  maximum 
efficiency  with  the  smallest  dose. 

In  28  of  the  48  patients  placebo  therapy 
was  administered.  The  placebo  was  either 
substituted  for  the  actual  preparation 
while  the  patient  was  being  maintained 
on  the  drug  or  used  as  the  initial  form  of 
therapy.  Results  with  the  placebo  were 
compared  with  those  of  the  actual  prep- 
aration, and  thus  each  patient  served  as 
his  own  control.  The  patient  was  unaware 
of  the  change  in  therapy. 

The  patient  was  considered  improved 
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if,  after  having  received  the  drug  for  one 
month,  he  demonstrated  relief  in  the 
symptoms  for  which  the  drug  was  uti- 
lized, and  also  after  at  least  three  months, 
no  recurrence  of  these  symptoms  had  oc- 
curred. 

Results 

The  presenting  symptoms  for  which 
therapy  with  fluphenazine  was  initiated 
are  listed  in  Table  1.  The  basic  psychologi- 


TABLE  1 

PRESENTING  SYMPTOMS  FOR  WHICH  THERAPY 
WAS  INITIATED 


Symptom 

Frequency 

1. 

Anxiety 

17 

2. 

Tension 

13 

3. 

Agitation 

12 

4. 

Headaches 

10 

5. 

Chest  Pains 

9 

6. 

Abdominal  Symptoms 

8 

7. 

Depression 

6 

8. 

Weakness 

3 

9. 

Relief  of  Pain  with  Narcotics 

2 

10. 

Obsessive  Compulsive 

2 

11. 

Back  Pain 

2 

12. 

Insomnia 

1 

13. 

Phobia 

1 

cal  problem  was  not  investigated  but 
merely  a brief  understanding  of  the  pa- 
tient’s initial  complaints.  Many  of  the 
patients  presented  multiple  difficulties, 
and  thus  there  existed  the  disparity  be- 
tween initial  symptoms  and  number  of  pa- 
tients in  the  series.  Fluphenazine  was 
given  in  combination  with  narcotics  for 
relief  of  pain  in  two  patients  with  carci- 
noma of  the  lung.  General  anxiety,  ten- 
sion, and  agitation  were  the  most  frequent 
symptoms  for  which  therapy  was  pre- 
scribed. 

Out  of  the  forty-eight  patients  to  whom 


fluphenazine  was  administered,  forty-two, 
or  87.5  per  cent,  showed  improvement  in 
the  symptoms  for  which  the  drug  was 
given.  The  average  length  of  administra- 
tion of  the  drug  was  four  and  one-half 
months,  with  over  half  of  the  group  re- 
ceiving the  medication  for  the  entire  seven 
months.  To  date,  none  of  this  group  has 
had  recurrence  of  symptoms,  and  no  new 
symptoms  have  been  encountered. 

In  six  of  the  cases,  which  included  5 
females  and  1 male,  4 white  patients 
and  2 non-white  patients,  the  preparation 
failed  to  cause  any  improvement  and  in 
fact  made  the  patient  worse.  The  drug 
was  then  discontinued  two  to  four  weeks 
after  the  initial  administration.  In  three 
of  these  cases,  the  patients  described  in- 
creased fatigue,  lethargy,  and  sleepiness 
due  to  the  drug;  whereas,  in  the  other 
three  cases  an  exaggeration  of  the  pre- 
senting symptoms,  including  depression, 
headache,  and  abdominal  pains,  became 
apparent.  As  in  the  improved  cases,  the 
dosage  of  the  drug  was  varied  before  we 
would  definitely  conclude  that  the  patient 
showed  no  improvement  to  therapy.  With 
the  exception  of  these  cases,  no  other  sig- 
nificant side  effects  were  noted  in  any  of 
the  patients  receiving  fluphenazine. 

Table  2 reveals  the  various  dosage 
schedules  employed  and  the  number  of 
patients  maintained  effectively  on  each 
dose.  It  becomes  readily  apparent  that 
the  1 mgm.  tablet  twice  a day  (giving  a 
total  of  only  2 milligrams  per  day),  one 
in  the  morning  and  one  in  the  evening, 
was  the  most  effective  dose  in  our  series. 
In  10  of  these  cases,  the  2.5  mgm.  tablet 
once  a day  was  substituted ; however,  this 


TABLE  2 
DOSAGE  USED 


Size  of 
Tablet 

Dose  per 
Day 

Fluphenazine 

Number  of 
Patients 

Number  of 
Patients 
Improved 

Total 

Improved 

1 mgm. 

B.I.D. 

2 mgm. 

24 

22 

48 

% 

1 mgm. 

T.I.D. 

3 mgm. 

2 

0 

0 

% 

0.25  mgm. 

Q.I.D. 

1 mgm. 

5 

4 

8 

%. 

0.25  mgm. 

T.I.D. 

0.75  mgm. 

9 

9 

18 

% 

0.25  mgm. 

B.I.D. 

0.50  mgm. 

2 

2 

4 

% 

2.5  mgm. 

Q.D. 

2.5  mgm. 

0 

5 

9.5% 

TOTAL:  48  42  87.5% 
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change  was  effective  in  only  one  case.  In 
the  remaining:  9 patients  the  original  dos- 
age schedule  was  resumed,  and  improve- 
ment continued. 

In  the  28  patients  on  whom  placebo 
therapy  was  employed,  22,  or  79  per  cent, 
had  recurrence  of  the  symptoms  within 
two  to  four  weeks  after  the  initiation  of 
the  placebo  therapy.  In  addition  to  this, 
in  4 patients  on  whom  placebo  was  the 
initial  form  of  therapy,  no  alleviation  in 
initial  symptomatology  was  noted  after 
two  to  four  weeks.  In  only  2 of  the  28 
cases,  or  7 per  cent,  no  clinical  relapse 
was  detected  with  placebo  therapy. 

Discussion 

Fluphenazine,  or  Prolixin®,  has  repeat- 
edly been  shown  to  be  an  effective  tran- 
quilizing  medication  in  hospitalized  psy- 
chotic patients  and  outpatients.  In  the 
studies  presented  here,  fluphenazine  has 
been  demonstrated  to  diminish  anxiety 
and  tension  to  a remarkable  degree  in  the 
non-psychotic  patient.  Anxiety  was  ban- 
ished without  changes  in  judgment,  men- 
tal skill,  or  behavior.  The  drug  has  also 
been  shown  to  be  effective  in  combatting 
anxiety  complicating  physical  illnesses. 

Previous  reports  on  the  use  of  fluphena- 
zine in  psychotic  patients  have  stressed 
its  potency  and  thus  the  necessity  for 
lower  dosage  levels.  Likewise,  in  our  se- 
ries of  non-psychotic  patients,  the  potency 
of  the  drug  was  evident  as  the  low  dosage 
schedule  indicated.  Two  milligrams  daily 
was  by  far  our  most  effective  dose.  There 
was  virtually  no  advantage  in  giving  more 
than  the  two  daily  doses,  as  an  adequate 
level  appeared  to  be  achieved  and  main- 
tained on  this  regimen.  The  single  dose 
tablet  (2.5  mgm.),  although  adequate  in 
several  cases,  did  not  appear  to  be  as 
effective  as  the  morning-evening  treat- 
ment. 

The  relatively  infrequent  dosage  sched- 
ule appeared  to  be  a tremendous  aid  in 
the  administration  of  fluphenazine  in  the 
ambulatory  patient.  Whereas  other  phen- 
othiazines  and  tranquilizers  used  in  the 
treatment  of  psychoneurotic  patients  are 
most  often  prescribed  three  to  four  times 


per  day,  the  2 mgm.  of  fluphenazine  per 
day  in  two  divided  doses  was  indeed  an 
adequate  dosage  level  for  optimal  tran- 
quilizing  effects.  The  0.25  mgm.  tablet 
was  effective  in  the  hospitalized  patient 
although  its  advantages  in  the  ambula- 
tory patient  is  questioned  unless  the  dos- 
age of  phenothiazine  necessary  is  minimal. 
Taylor  ‘ in  1959,  reported  2.5  mgm.  daily 
to  be  the  most  effective  dose  in  the  aver- 
age case;  our  average  dose  of  2.0  mgm. 
per  day  was  in  close  agreement  with  this 
earlier  report. 

Patient  acceptance  of  the  medication 
was  definitely  gratifying.  The  most  fre- 
quent comment  made  by  the  patients  was : 
“I  feel  better  now  than  I have  in  a long 
time.”  Rarely  did  a patient  neglect  to 
take  the  medication,  and  the  patients  ap- 
peared quite  anxious  to  receive  an  addi- 
tional supply  of  the  preparation  at  each 
visit. 

Side  reactions  were  conspicuous  by  their 
absence.  Such  complications  with  pheno- 
thiazine therapy  as  seizures,  hypotensive 
crises,  jaundice,  or  agranulocytosis,  as  re- 
ported by  Hollister  and  other  investi- 
gators were  not  observed  in  our  series. 
The  high  incidence  of  extrapyramidal  re- 
actions reported  by  Freyham  ” with  vari- 
ous phenothiazine  compounds  was  not 
noted  in  this  study;  and  indeed,  in  no 
case  was  there  need  for  “antiparkinson” 
drugs.  The  most  logical  explanation  for 
the  lack  of  side  reactions  with  fluphena- 
zine appears  to  be  twofold.  First  in  im- 
portance is  the  low  dosage  that  was  em- 
ployed with  therapy  with  this  new  pheno- 
thiazine, and  of  probable  equal  importance 
was  the  change  in  the  chemical  structure 
from  that  of  the  basic  chlorpromazine 
formula. 

Nonetheless,  although  no  significant 
side  effects  were  noted  in  this  study,  our 
series  was  small,  and  fluphenazine  is  a 
phenothiazine-type  drug.  Hence,  the  phy- 
sician must  be  mindful  of  some  of  the  ex- 
pected effects  which  may  occur,  although 
we  believe  them  to  be  minimal  with  flu- 
phenazine therapy. 

In  the  group  of  patients  on  whom  place- 
bo therapy  was  employed,  each  patient 
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served  as  his  own  control.  In  this  group, 
all  but  two  of  the  patients  manifested  a 
clinical  relapse  with  the  initiation  of  the 
placebo;  this  fact  confirms  even  further 
the  effectiveness  of  this  preparation 
rather  than  the  basic  support  which  the 
psychoneurotic  patient  receives  from  fre- 
quent visits  to  the  physician. 

The  variety  of  initial  complaints  which 
the  patients  in  our  series  presented  em- 
phasizes the  vast  range  of  functional 
states  for  which  fluphenazine  is  potenti- 
ally effective.  The  degree  of  effectiveness 
in  the  various  psychoneuroses  should  be 
manifest  in  future  studies. 

Goldman  has  reported  fluphenazine 
to  be  of  unquestioned  usefulness  in  for- 
merly psychotic  patients  in  remission. 
Likewise,  we  have  shown  fluphenazine  to 
be  as  useful,  if  not  more  effective,  in  the 
ambulatory  non-psychotic  patient.  Hence, 
we  believe  that  fluphenazine,  or  Prolixin®, 
is  an  effective,  potent,  and  safe  pheno- 
thiazine-type  drug  available  at  this  time. 

Conclusions  and  Summary 

1.  Fluphenazine,  or  Prolixin®,  was  used 
used  on  48  non-psychotic  patients  for  an 
average  of  4.5  months  at  Touro  Infirmary, 
New  Orleans,  Louisiana. 

2.  Eighty-seven  and  one-half  per  cent 
of  the  patients  on  whom  fluphenazine  was 
used  showed  improvement  in  their  initial 
symptomatology. 

3.  Two  milligrams  per  day  in  two  divid- 


ed doses  was  the  most  effective  thera- 
peutic dose. 

4.  Only  two  patients  displayed  equal 
effectiveness  with  fluphenazine  and  place- 
bo therapy. 

5.  No  significant  side  effects  usually 
associated  with  phenothiazine  therapy 
were  noted. 

6.  Fluphenazine  has  been  shown  to  be 
effective  in  a wide  variety  of  functional 
disorders. 

7.  The  therapeutic  effectiveness  of  flu- 
phenazine in  the  non-psychotic  patient  is 
comparable  to  that  in  the  psychotic  pa- 
tient. 
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Miracle  Drugs  . . . Household  Words 

Over  the  past  20  or  .30  years  medical  contributions  to  the  health  and  welfare  of 
our  people  throuiyh  careful  research  have  been  mairnificent.  That  this  is  true  is 
clearly  evidenced  by  the  fact  that  miracle  drups,  lifesaving  vaccines  and  new  types  of 
equipment  have  become  household  words  even  for  the  man  on  the  street. — Charles  S. 
Rhyne,  former  president,  American  Bar  Association. 
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What  is  Hypnosis* 


• The  author  advances  the  hypothesis  that  hypnosis  is  an  innate 
ability  of  man  to  attain  a state  of  hibernation  which  ability  must  be 
developed  by  a teaching-learning  process. 


'^HOSE  who  have  investigated  the  phe- 
nomenon  of  hypnosis  have  concluded 
that  it  is  undefinable.’’  - Hypnosis  has 
been  described,  discussed,  and  observed 
clinically  from  many  viewpoints  and  many 
theories  have  resulted  to  explain  its  mech- 
anism."’-  However,  though  many  of  the 
opinions  have  been  most  impressive,  none 
can  be  fully  accepted  for  each  one  seems 
to  present  a particular  facet  of  a very 
complex  puzzle,  but  no  one  theory  fits  all 
of  the  pieces  together  to  make  it  wholly 
and  universally  accepted. 

From  the  standpoint  of  definition,  hyp- 
nosis may  be  compared  with  the  phenom- 
enon of  love.  Many  have  attempted  to 
define  it  but  no  mortal  being  has  success- 
fully done  so;  all  men  have  experienced 
it,  poets  and  philosophers  have  written 
about  it — even  lives  have  been  given  for 
its  true  explanation;  but  its  definition  is 
still  awaited.  And  so  stands  the  definition 
of  hypnosis. 

With  this  comparison  in  mind  I would 
like  to  present  several  ideas  w'hich  could 
and  might  throw  a ray  of  light  on  the  title 
question  asked — What  is  hypnosis? 

Natural  Phenomenon 

It  is  my  intention  to  develop  the  idea 
that  hypnosis  is  a natural  phenomenon 
which  became  part  of  man’s  constitutional 
endowment  through  phylogeny.  Let  us 
first  define  the  word  natural  as  innate, 
inborn,  true  to  life;  occurring  in  nature, 
characteristic  of  or  explainable  by  the 
operations  of  the  physical  world ; not  arti- 
ficial, synthetic,  processed  or  acquired  by 
external  means. ^ It  is  an  accepted  fact 


* Presented  at  the  Eighty-first  Annual  Meet- 
ing of  the  Louisiana  State  Medical  Society,  May 
10,  1961,  in  New  Orleans. 


ESMOND  A.  FATTER,  M.  D. 

New  Orleans 

that  man  came  into  being  by  a natural 
process  and  that  all  of  his  abilities  have 
also  been  acquired  naturally,  man  evolv- 
ing gradually  during  the  process  of  phylo- 
genetic development.  Man’s  physical,  phy- 
siological and  biological  characteristics 
are  similar  to  those  of  the  animal  king- 
dom, and  he  is  also  governed  by  the  same 
biological  laws  that  govern  the  other  ani- 
mals. Man’s  resemblances  to  the  animals 
are  stronger  than  his  differences  from 
them ; however,  man  differs  from  all 
other  living  creatures  and  things  in  that 
he  alone  has  keenly  developed  intellectual 
faculties  and  spiritual  qualities,  giving 
good  reason  for  his  name  classification, 
homo  sapiens,  translated  from  the  Latin 
as  “wise  man’’.  The  intellectual  develop- 
ment, which  forms  the  most  important 
difference  between  man  and  the  lower  ani- 
mals, is  man’s  ability  to  think  and  to 
learn  from  his  experiences  and  through 
the  use  of  reason  he  is  able  to  adapt  him- 
self to  his  environment,  and  he  has  the 
ability  to  adapt  his  environment  to  suit 
his  needs.''  On  the  other  hand,  animals 
primarily  seem  to  react  to  environment 
instinctively. 

The  transition  which  has  occurred  in 
man’s  intellectual  development  can  be  said 
to  be  represented  biblically  by  Adam  who 
was  the  first  recorded  animal  to  become 
aware  of  the  feeling  of  shame.  With  the 
new  mental  capacity  afforded  him,  Adam’s 
resultant  behavior  was  motivated  by  feel- 
ings of  fear  and  guilt  (Gen.  3:1-13).  This 
could  be  known  then  as  the  first  descrip- 
tion of  the  transition  from  instinctual  re- 
actions of  animals  to  behavior  patterns  of 
man  motivated  by  thought,  reason  and 
feelings,  thereby,  resulting  in  the  evolu- 
tion of  Adamic  man. 
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State  of  Dormancy 

Self  preservation  and  perpetuation  of 
the  race  are  the  first  laws  of  nature ; 
nature,  being  quite  often  x’eferred  to  as 
Mother  Nature,  implying  its  parental  pro- 
tection. Mother  Nature  has  provided  both 
plants  and  animals  with  certain  constitu- 
tional endowments,  many  of  which  are 
directed  toward  propagation  and  survival. 
One  of  the  most  valuable  of  these  protec- 
tive mechanisms  possessed  by  living  ma- 
terial is  the  ability  to  go  into  a state  of 
dormancy.  Dormancy  is  a state  in  which 
physiology  and  biochemistry  are  altered 
so  that  life  is  maintained  at  the  minimal 
rate  possible  for  continued  existence.  This 
vital  state  enables  the  plant  or  animal 
to  conserve,  preserve,  maintain  and  pro- 
tect itself  from  certain  ecological  factors, 
for  sufficient  periods  of  time,  during 
which  they  may  be  exposed  to  destructive 
elements  within  their  environment.  For 
example,  certain  plants,  known  as  decidu- 
ous, lose  their  leaves  in  winter ; it  is  ex- 
plained that  the  sap,  so  called,  “goes 
down”  and  the  plant  appears  lifeless.  Dur- 
ing this  dormant  period  chemical  and  phy- 
siological changes  occur  which  are  de- 
signed to  conserve,  preserve,  maintain  and 
protect  the  plant  giving  maximal  security 
to  its  survival  and  its  eventual  return  to 
complete  biological  functioning  at  some 
future  time.  The  plant  need  not  be  taught 
to  attain  this  state;  its  attainment  is  ini- 
tiated by  changes  in  atmospheric  condi- 
tions, primarily  that  of  temperature.  This 
process  applies  to  that  group  of  plants 
known  as  perennials  and  they  maintain 
their  existence  year  after  year  with  this 
highly  developed  protective  mechanism. 

This  same  mechanism  is  also  found  in 
bacteria  that  attain  a state  of  spore  for- 
mation when  the  environment  becomes 
too  hot,  too  cold,  or  too  dry  for  them  to 
carry  out  their  life  processes;  this  mech- 
anism is  also  designed  for  their  protection, 
simulating  the  state  just  described  as  dor- 
mancy. We  know  that  entamoeba  histo- 
lityca  will  attain  a cystic  state,  the  lung 
fish  a state  of  estivation,  and  the  land 
animals  and  insects  a state  of  hibernation. 
Hibernation  is  the  Latin  for  “winter 


sleep”.  Among  the  hibernators  may  be 
mentioned  the  snail,  earthworm,  queen 
bee,  buttei’fly,  fly,  frog,  chipmunk,  bear, 
opossum,  badger  and  many  other  members 
of  the  animal  kingdom  who  make  use  of 
this  dormant  state.  The  badger  hibernates 
straight  through  the  winter;  other  ani- 
mals such  as  the  chipmunk  and  gopher 
also  hibernate  but  become  active  on  pleas- 
ant days  and  care  for  their  biological  pro- 
cesses. Other  animals,  such  as  the  lizard, 
change  color  when  in  danger;  the  fawn 
freezes  as  though  made  of  wax  or  stone 
when  harm  approaches,  and  it  maintains 
this  freeze  position  long  beyond  the  en- 
durance of  voluntary  control.  Also  the 
opossum  when  threatened  goes  into  a hi- 
bernation state,  his  heart  rate  is  minimal, 
oxygen  consumption  is  reduced  markedly, 
odor  fails  to  be  emitted,  even  an  ant  or 
fly  can  crawl  across  the  cornea  without 
eliciting  a response.  To  the  enemy  of  the 
opossum  he  is  dead,  but  let  danger  dissi- 
pate and  the  opossum  very  quickly  comes 
out  of  his  dormant  state  and  flees  to 
safety.  He  feigned  death — he  played  pos- 
sum. 

A considerable  amount  of  scientific 
investigation  has  been  carried  out  and 
much  information  gathered  concerning 
the  changes  in  physiology  and  biochemis- 
ti’y  from  the  wakeful  to  the  hibernation 
state  of  the  lower  animals.  The  informa- 
tion seems  to  repeat  the  same  theme  over 
and  over  again — that  the  animal  alters  its 
physiological  and  biochemical  processes 
for  its  own  well  being — again  to  conserve, 
preserve,  maintain  and  protect  itself. 

If  the  dictum,  “Ontogeny  x’ecapitulates 
jxhylogeny”,  be  true,  then  it  is  also  true 
that  man  has  acquired  all  of  his  charac- 
teristics and  abilities  during  the  course 
of  his  development  through  the  phylo- 
genetic scale.  A proven  truth  must  con- 
sequently act  as  a springboard  for  proof 
of  the  truth  of  many  related  factors.  If 
the  above  statement  be  true,  hypnosis 
(so-called  for  lack  of  a better  name)  pos- 
sesses many  of  the  characteristics  of  the 
hibernation  mechanism  and  like  hiberna- 
tion seems  to  present  itself  as  a conserver, 
preserver,  maintainer,  and  protector  of  its 
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subject.  Certainly  the  basic  nature  of  hyp- 
nosis seems  to  be  rooted  in  the  phenome- 
non of  hibernation.  The  hypnotic  state 
has  been  reported  repeatedly  and  by  many 
authors  to  be  of  benefit  in  many  clinical 
situations  such  as:  Control  of  inti'actable 
pain  in  terminal  illness,  asthma  relief,  pro- 
duction of  Kt^neral  anesthesia  for  major 
sur^jery,  to  relieve  an.xiety  and  fear  pre 
and  post  operatively  as  an  adjunct  to  gen- 
eral anesthesia,  control  of  pernicious  vom- 
iting of  pregnancy  and  to  maintain  post- 
operative comfort ; the.se  to  cite  only  a 
few  for  the  list  would  be  too  long  and  too 
monotonous  to  complete.  As  you  can  see 
the  theme  is  to  conserve,  preserve,  main- 
tain, and  protect  — the  same  theme  is 
found  in  animal  hibernation.  In  hypnosis 
we  seem  to  find  the  ability  of  man  to  hi- 
bernate coupled  with  man  as  a psychologi- 
cal being.  However,  man  must  develop  his 
innate  ability  through  learning,  and  with 
a teacher,  learning  progresses  faster.  The 
teacher  also  makes  it  possible  for  the  pu- 
pil to  recognize  his  abilities. 

Early  Use  in  Medicine 

Let  us  develop  this  idea  a little  further. 
Esdaile  •’  working  in  the  1840’s  used  hyp- 
nosis to  develop  surgical  anesthesia  in  his 
patients.  This  he  accomplished  very  well. 
In  reading  Esdaile’s  descriptions  of  his 
work,  it  is  interesting  to  note  that  his  pa- 
tients not  only  developed  the  anesthesia 
necessary  for  the  surgical  procedure  but 
also  reacted  to  the  surgery  and  infectious 
process  for  which  the  surgery  was  done 
as  though  antibiotics  were  used  in  con- 
junction. His  mortality  rate  was  tremen- 
dously reduced  with  the  use  of  hypnosis 
in  his  work.  One  may  argue  that  this  re- 
duction of  his  mortality  rate  was  due  pri- 
marily to  pain  reduction.  From  reading 
his  works  one  could  speculate,  and  justly 
so,  that  some  mechanism  was  at  work  to 
preserve,  conserve,  maintain,  and  protect 
and  that  the  achievement  of  pain  reduc- 
tion did  not  supply  the  entire  answer  to 
the  antibiotic-like  response. 

Berger  and  Simel ' investigating  the  in- 
fluence of  hypnosis  on  intraocular  pres- 
sure in  normal  and  glaucomatous  subjects 


found  that  on  direct  suggestion  for  symp- 
tom removal,  all  glaucomatous  patients 
showed  a drop  in  pressure  of  one  or  both 
eyes  to  a level  as  low  as  (in  one  case)  or 
lower  than  (in  six  cases)  the  lowest  re- 
corded tension  during  the  previous  twelve 
months  that  they  had  been  followed. 

Self  Hypnosis  and  Autogenic  Training 

Hoppe  di.stinguishes  between  self-hyp- 
nosis and  autogenic  training,  as  described 
by  Dr.  I.  H.  Schultz,  and  yet  agrees  that 
autogenic  training  is  rooted  in  hypnosis 
and  may  be  classified  as  self-hypnosis. 
Be  that  as  it  may,  the  patient  is  taught 
to  attain  a hibernation-like  state  through 
six  psychophysiologically-oriented  subjec- 
tive feeling  exercises.  No  direct  or  indi- 
rect suggestions  were  made  to  the  patients 
referable  to  symptomatology.  His  conclu- 
sions are,  and  I quote,  “In  summary,  our 
own  experiences  as  well  as  those  made  by 
others,  it  may  be  pointed  out  that  neurotic, 
and  under  certain  circumstances,  psychot- 
ic patients  may  derive  special  benefits 
from  the  autogenic  training.  Autogenic 
training  may  decrease  or  even  remove  the 
symptoms  of  an  actual  neurosis,  but  in 
itself  is  not  sufficient  to  cure  a psycho- 
neurotic illness.”  Again  the  same  protec- 
tive theme. 

Hock  '*  discussing  the  potential  applica- 
tion of  hibernation  to  space  travel,  dis- 
tinguishes between  natural  hibernation 
and  artificial  hibernation  as  used  to  de- 
scribe hypothermic  anesthesia.  He  brings 
out  the  point  that  there  is  no  similarity 
in  the  two.  He  poses  the  question  that  if 
a state  of  hibernation  could  be  achieved 
in  man,  then  some  of  the  problems  of 
space  travel  could  be  answered.  He  con- 
siders man  as  a potential  hibernator  and 
he  feels  that  concentrated  study  should 
be  made  of  mammals,  with  hibernating 
abilities,  particularly  the  black  bear  who 
achieves  an  intermediate  condition  of  hi- 
bernation which  condition  he  feels  can  be 
more  readily  duplicated  by  man.  He  ap- 
parently hopes  to  achieve  this  by  altera- 
tion of  environment  and  makes  no  men- 
tion of  achieving  it  through  psychological 
means  which  could  be  what  is  observed 
and  called  hypnosis.  His  main  objective 
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is  to  conserve,  preserve,  maintain,  and 
protect  man  in  space  travel. 

Summary  and  Conclusions 

1.  Man  has  been  presented  primarily 
as  a psychological  being  and  contrasted 
with  the  lower  animals  which  are  primari- 
ly instinctual  beings. 

2.  Man  has  stronger  resemblances  to 
the  lower  animals  than  his  differences 
from  them.  The  most  important  differ- 
ence is  that  man  has  the  ability  to  think 
and  to  feel  and  thereby  is  able  to  adjust 
himself  to  his  environment  and  adjust  his 
environment  to  suit  his  needs. 

3.  Both  plants  and  animals  have  been 
endowed  with  the  ability  to  attain  a state 
of  dormancy  or  hibernation  in  which  phy- 
siology and  biochemistry  are  altered  so 
that  life  is  maintained  at  a minimal  rate 
possible  for  continued  existence  to  con- 
serve, preserve,  maintain  and  protect. 

4.  It  could  be  that  the  ability  to  hiber- 
nate became  part  of  man’s  constitutional 
endowment  through  phylogeny  and  that 
this  ability  coupled  with  man’s  psycho- 


logical endowment  results  in  what  is  ob- 
served and  described  as  hypnosis.  How- 
ever, this  ability,  innate  in  man  (as  many 
others  are),  must  be  developed  by  a teach- 
ing-learning process.  The  possibilities  for 
the  extent  of  this  development  seem  limit- 
less. 
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Not  True  to  Life 

The  inference  is  not  justified  that  our  scientifically  trained  and  able  doctors  are 
not  capable  of  critically  evaluating  the  publications  of  new  drugs.  Doctor  friends  have 
told  me  that  the  intimate  doctor-patient  relationship  has  been  damaged  by  such  infer- 
ences from  Washington  and  by  articles  like  the  one  appearing  recently  in  LIFE  which 
urged  patients  to  press  their  doctors  to  prescribe  cheaper  drugs.  Most  of  you  prob- 
ably saw  the  LIFE  article  entitled  “A  Big  Pill  to  Swallow”  but  did  not  see  the  later 
ad  in  LIFE  or  the  letters  to  the  editor  pointing  out  numerous  errors  of  fact  in  the 
original  article,  including  the  fact  that  the  drug  on  which  the  article  was  centered 
retailed  at  an  average  price  of  only  11.3^  and  not  30^*  as  LIFE  had  written. — The  Drug 
Industry — Robbers  or  Heroes?:  Alex  Guerry,  Jr.,  President,  Hrayten  Pharmaceutical 
Company. 
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Attitude  Toward  Radioactive  Fallout 


A close  friend  said : “The  first  prerequi- 
site for  having  a definite  opinion  on  any 
subject  whatsoever  is  to  know  nothing  at 
all  about  the  subject.  The  minute  one  be- 
gins to  have  knowledge  of  a field,  he  be- 
gins to  equivocate,  to  have  some  diffi- 
dence in  thinking  and  shows  caution  in  ex- 
pressing an  opinion.” 

The  two  aspects  of  this  epigram  apply 
to  much  that  is  written  on  the  subject  of 
radioactive  fallout.  However,  since  this 
situation  exists  and  since  we  as  physicians 
are  being  asked  to  interpret  what  may  be 
called  the  conflicting  currents  in  the  float- 
ing knowledge  of  this  topic,  it  is  timely 
that  at  least  a tentative  opinion  be  ex- 
pressed. 

In  these  columns,  another  phase  of  this 
matter  was  discussed  ‘ in  regard  to  diag- 
nostic x-ray  exposure.  It  was  stated  that 
the  weight  of  authority  felt  the  obligation 
of  the  physician  and  radiologists  was  to 


1 Editorial.  J.  Louisiana  State  M.  Soc.  113: 
210  (May)  1961. 


employ  technical  procedures  that  would 
give  the  minimum  of  radiation ; that  radi- 
ation in  pregnancy,  as  a general  principle, 
should  be  avoided ; and  that  radiation  to 
the  gonads  should  be  kept  to  a minimum. 
It  was  felt  that  all  other  diagnostic  radia- 
tion exposure  should  be  used  as  needed 
and  without  fear. 

In  the  matter  of  fallout,  the  several 
positions  taken  by  the  authorities  do  not 
leave  us  with  a satisfactory  guide.  The 
subject  needs  to  be  considered  in  its  sev- 
eral aspects. 

Toward  understanding  of  the  matter,  it 
must  be  realized  that  we  are  constantly 
living  in  a world  of  radiation  effect  to 
which  the  fallout  problem  is  added.  The 
radiation  that  we  are  experiencing  comes 
from  the  sun,  the  earth,  the  cosmic  rays, 
and  the  potassium  in  the  body.  Added  to 
this  is  that  for  medical  and  dental  x-rays, 
luminous  devices,  power  plants,  and  tele- 
vision. The  fallout  from  atomic  tests  ap- 
proximately equals  that  from  television. 

The  sum  total  of  this  so-called  normal 
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radiation  is  one  micromicrocurie  plus  or 
minus  0.5  per  square  yard  of  air.  In  the 
New  Orleans  area,  on  September  18,  1961, 
following  the  successive  explosions  in 
Russia,  this  figure  reached  244.  However, 
authorities  agreed  that  concern  might  be 
generated  if  this  level  stayed  at  a few 
hundred  for  a considerable  length  of  time 
and  would  be  worried  only  if  it  reached 
several  thousand,  over  a similar  time. 

A report  from  the  Medical  Research 
Council  of  Great  Britain  indicates  from 
thyroid  gland  study  that  nuclear  explo- 
sions before  1960,  were  unlikely  to  have 
exceeded  one  quarter  of  the  radiation  re- 
ceived from  natural  sources  during  any 
year.  The  U.  S.  Atomic  Energy  Commis- 
sion said  on  October  31,  1961:  “It  is  esti- 
mated that  increasing  the  current  level  of 
strontium  90  in  the  United  States  by 
manyfold  would  still  result  in  less  stron- 
tium 90  in  the  bones  than  permitted  by 
the  radiation-exposure  guides  now  in  ef- 
fect for  the  general  public  for  normal 
peacetime  operations.” 

The  inference  from  these  various  re- 
ports is  that  up  to  now  there  is  no  need 
to  worry  about  fallout.  It  is  possible,  of 
course,  that  the  misanthropic  Russians 
may  continue  nuclear  explosions  in  such 
volume  and  numbers,  either  on  their  own 
soil  or  attempted  on  ours,  to  the  point  that 
we  will  be  continuously  exposed  to  suffi- 
cient fallout  which  would  exceed  any  tol- 
erable or  “permissible”  dose. 

When  radiation  exceeds  the  amount 
which  has  been  arrived  at  as  a permissible 
dose,  its  effects  need  to  be  considered 
both  in  the  somatic  and  genetic  fields. 
The  survivors  of  the  Hiroshima  and  Naga- 
saki bombs  are  reported  as  showing  an 
appreciable,  though  not  large,  increase  in 
the  incidence  of  leukemia.  No  genetic  ef- 
fects were  recognized. 

The  Rongelap  natives  who  were  caught 
in  the  fallout  from  the  1954  tests  have 


shown  minor  skin  damage,  and  a tendency 
towards  baldness,  which  was  usually  re- 
versible. 

In  the  field  of  the  genetic  damage  fol- 
lowing radiation,  there  is  much  contro- 
versy. The  estimates  of  ultimate  damage 
are  made  upon  the  changes  that  follow 
radiation  to  fruit  flies  and  mice.  Muta- 
tions have  been  the  effects  studied.  They 
are  alterations  in  the  genetic  structure  of 
a species.  There  is  no  threshold  dose 
necessary  to  produce  mutations.  They  can 
occur  spontaneously  in  every  living  thing. 
Naturally  occurring  background  radiation 
is  believed  to  account  for  somewhere  be- 
tween 10  and  50  per  cent  of  mutations  in 
humans.  Some  geneticists  have  reported 
mutations  following  the  wearing  of  tight 
trousers,  producing  high  gonadal  tempera- 
tures, and  concluded  that  the  mutation 
rate  among  the  male  genes  might  imply 
a genetic  hazard  100  to  1000  times  great- 
er than  those  estimated  from  different 
sources  of  radiation. 

Deductions  from  experimental  data,  by 
investigators  in  some  fields,  have  been  ex- 
panded to  imply  a risk  to  the  race,  which 
is  not  susceptible  of  proof.  Conservatives 
in  this  field,  however,  have  estimated  that 
if  the  whole  population  were  to  receive  an 
average  of  10  roentgens  per  generation 
for  many  centuries  in  addition  to  natural 
background  radiation,  the  mutation  rate 
would  theoretically  increase  20  per  cent 
and  would  raise  the  genetically  defective 
population  from  the  figure  of  2 per  cent 
to  one  of  2.4  per  cent. 

The  observed  effects  of  fallout  do  not 
agree  with  the  estimated  effects.  In  view 
of  the  unsettled  state  of  our  knowledge, 
it  seems  reasonable  to  state  that  we  have 
little  to  fear  from  what  has  passed,  and 
unless  the  forseeable  future  brings  disas- 
ter and  radiation  far  in  excess  of  anything 
anticipated,  we  should  not  live  in  daily 
fear  of  fallout  at  this  time. 
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The  Executive  Committee  dedicates  this  section  to  the  members  of  the  Louisiana  State 
Medical  Society,  feeling  that  a proper  discussion  of  salient  issues  will  contribute  to  the 
understanding  and  fortification  of  our  Society. 

An  informed  profession  should  be  a wise  one. 


SUMMARY  REPORT  ON  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
FIFTEENTH  CLINICAL  MEETING 
November  26-30,  1961 
Denver,  Colorado 

Social  Security  health  care,  relations  with  the 
American  College  of  Surgeons,  organization  of 
the  American  Medical  Political  Action  Commit- 
tee, medical  discipline  and  polio  vaccine  were 
among  the  major  subjects  acted  upon  by  the 
House  of  Delegates  at  the  American  Medical 
Association’s  Fifteenth  Clinical  Meeting  held 
Nov.  2(5-30  in  Denver. 

Sounding  the  keynote  for  the  Association’s 
campaign  to  oppose  enactment  of  the  King- 
Anderson  type  of  legislation  in  19(52,  Dr.  Leon- 
ard W.  Larson  of  Bismarck,  N.  D.,  AMA  presi- 
dent, told  the  opening  session  of  the  House  that 
proposals  to  incorporate  health  care  benefits 
into  the  Social  Security  system  “would  certainly 
represent  the  first  major,  irreversible  step  to- 
ward the  complete  socialization  of  medical  care.’’ 

The  compelling  issue.  Dr.  Larson  declared,  is 
socialization  versus  voluntarism — or  compulsion 
versus  freedom  of  choice.  He  predicted  that 
courage,  determination  and  the  will  to  win  on 
the  pait  of  physicians  will  bring  defeat  of  the 
King-Anderson  Bill  in  Congress  next  year. 

Pointing  out  that  “we  are  engaged  in  an  his- 
toric struggle  to  preserve  our  country’s  unique 
system  of  medical  care  and  our  stature  as  a pro- 
fession,’’ Dr.  Larson  said; 

“We  are  for  voluntarism.  We  do  not  believe 
that  Americans,  acting  either  as  citizens  or  as 
patients,  require  central  direction  from  govern- 
ment in  their  choice  of  doctor  or  hospital,  in  the 
spending  of  their  health  care  dollars,  or  in  their 
selection  of  the  health  services  and  facilities  best 
suited  to  their  own  individual  needs. 

“We  take  our  stand  for  voluntary  cooperation, 
for  preservation  of  the  historic  federal-state  or- 
ganizational structure,  for  individual  i-esponsi- 
bility,  for  help  for  those  persons  who  need  help.’’ 

Dr.  Larson  emphasized  that  the  AMA  will  con- 
tinue to  give  primary  attention  to  implementing 
the  Kerr-Mills  Act  in  the  states,  promoting  vol- 
untary health  insurance  and  prepayment  plans 
designed  for  the  aged,  and  upgrading  nuising 
homes. 

The  House  of  Delegates  gave  enthusiastic  ap- 
proval to  Dr.  Larson’s  address  and  took  several 
actions  reaffirming  strong  support  for  the  Kerr- 
Mills  program  to  aid  the  needy  and  near-needy 


aged,  and  urging  a concerted,  determined  fight 
against  Social  Security  health  care  proposals  in 
Congress. 

The  House  advised  all  state  and  county  medi- 
cal societies  to  recognize  the  impending  threat 
and  to  prepare  now  for  any  eventuality  by  con- 
tinuing to  oppose  any  scheme  which  tries  to  im- 
pose a substandard  system  of  medical  care  on 
the  American  people. 

“United,  as  well  as  individual,  effort  is  essen- 
tial,’’ the  House  declared.  “To  stop  short  of  our 
total  effort  is  to  invite  disaster  and  to  let  loose 
upon  our  beloved  America  irreversible  forces 
which  will  ultimately  destroy  her.  We  cannot 
and  we  must  not  fail.” 

American  College  of  Surgeons 

The  House  agreed  with  the  intent  of  five  reso- 
lutions which  expressed  strong  dissatisfaction 
over  recent  statements  by  a spokesman  for  the 
American  College  of  Surgeons,  and  it  also  ap- 
proved a Board  of  Trustees  report  informing  the 
House  that  arrangements  have  been  made  for  a 
January  meeting  with  the  ACS  Board  of  Regents 
to  discuss  that  organization’s  recent  statements 
and  policy  positions.  The  I'eport  expressed  hope 
that  the  meeting  “will  lead  to  a unification  of 
effort  in  behalf  of  American  Medicine.” 

The  House  instructed  the  Board  of  Trustees 
to  take  the  five  resolutions  to  the  January  meet- 
ing and  to  report  to  the  delegates  as  soon  as 
possible  on  the  results  of  the  meeting.  In  taking 
the  action,  the  House  approved  a reference  com- 
mittee report  which  said : 

“Your  reference  committee  believes  the  pub- 
lic airing  of  disagreements  between  large  seg- 
ments of  Medicine  can  only  confuse  and  shake 
the  confidence  of  the  public  in  the  medical  pro- 
fession and  distort  the  true  image  of  Medicine 
which  the  American  people  should  have. 

“However,  in  its  hearings  upon  the  several 
resolutions  relating  to  the  recent  statements  of 
the  American  College  of  Surgeons,  all  those  who 
testified  were  in  opposition  to  the  actions  and 
statements  of  the  ACS.  The  majority  of  those 
who  spoke  were  Fellows  of  the  American  College 
of  Suigeons. 

“Your  reference  committee  has  no  wish  to 
fan  the  flames  of  controversy  ignited  by  the 
statements  of  the  American  College  of  Surgeons. 
On  the  other  hand,  the  committee  feels  the 
House  has  an  obligation  to  its  membership — 
which  includes  physicians  in  all  types  of  prac- 
tice— to  agree  with  the  indignation  manifested 
by  the  introduction  of  these  resolutions  and  in 
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the  discussions  before  the  committee. 

“This  is  all  the  more  important  because  the 
position  of  the  American  College  of  Surgeons  is 
based  on  an  incorrect  interpretation  of  the 
action  of  this  House  which  in  no  sense  is  a 
retreat  from  its  position  of  firm  opposition  to 
fee  splitting.” 

American  Medical  Political  Action  Committee 

The  House  heartily  approved  the  purposes  and 
goals  of  the  recently  organized  American  Medi- 
cal Political  Action  Committee  and  urged  all 
physicians,  their  wives  and  interested  friends 
to  join  AMPAC  and  other  political  action  com- 
mittees in  their  states  and  communities. 

“Effective  political  action  must  be  carried  on 
at  the  local  level  and  effective  implementation 
must  be  done  by  local  groups  of  physicians,” 
the  House  said.  “The  formation  of  AMPAC 
recognizes  the  need  for  a national  medical  po- 
litical action  committee  to  coordinate  the  politi- 
cal activities  of  physician  groups  at  all  levels 
throughout  the  country.” 

The  purposes  of  AMPAC,  which  is  an  organi- 
zation separate  and  distinct  from  the  American 
Medical  Association  as  required  by  federal  law, 
are ; 

1.  To  promote  and  strive  for  the  improve- 
ment of  government  by  encouraging  and  stimu- 
lating physicians  and  others  to  take  a more 
active  and  effective  part  in  governmental  af- 
fairs. 

2.  To  encourage  physicians  and  others  to 
understand  the  nature  and  actions  of  their  gov- 
ernment as  to  important  political  issues  and  as 
to  the  records  and  positions  of  political  parties, 
officeholders  and  candidates  for  elective  office. 

3.  To  assist  physicians  and  others  in  organiz- 
ing themselves  for  more  effective  political  ac- 
tion and  for  carrying  out  their  civic  responsi- 
bilities. 

4.  To  do  any  and  all  things  necessary  or 
desirable  for  the  attainment  of  the  purposes 
stated  above. 

Medical  Discipline 

The  House  received  from  the  Council  on  Con- 
stitution and  Bylaws  a proposed  amendment 
which  would  have  made  it  possible  to  implement 
a recommendation  by  the  Medical  Disciplinary 
Committee  that  was  approved  by  the  House  at 
the  June,  1961,  meeting.  This  recommendation 
was  to  change  the  bylaws  so  as  to  confer  origi- 
nal jurisdiction  on  the  Association  to  suspend 
and/or  revoke  the  AM  A membership  of  a physi- 
cian found  guilty  of  violating  the  Principles  of 
Medical  Ethics  or  the  ethical  policies  of  the 
Association,  regardless  of  whether  or  not  action 
has  been  taken  against  him  at  the  local  level. 
However,  after  considerable  discussion  on  the 
floor  of  the  House,  the  proposed  amendment 
was  refeired  back  to  the  Council  on  Constitu- 
tion and  Bylaws. 


In  another  action  on  medical  discipline  the 
House  approved  the  expanded  activities  of  the 
Judicial  Council,  which  has  taken  over  perma- 
nent responsibility  in  that  area,  and  said  that 
the  Council  program  should  benefit  all  physi- 
cians, the  public  and  the  profession. 

Polio  Vaccine 

The  House  adopted  a resolution  which  urged 
that  medical  societies  at  the  local,  county,  dis- 
trict or  state  levels  throughout  the  United  States 
should  encourage,  stimulate  and  participate  in 
surveys  to  determine  the  percentage  of  individu- 
als in  each  community  who  have  undergone  im- 
munizing procedures  for  poliomyelitis. 

The  resolution  stated  that  on  the  basis  of  the 
results  of  the  surveys,  the  local  medical  society 
should  determine  the  type  of  vaccine  and  the 
most  effective  type  of  program  which  will  be 
of  greatest  benefit  to  the  public. 

Until  such  time  as  all  three  types  of  oral  vac- 
cine are  available,  the  resolution  concluded,  the 
Salk  vaccine  should  be  the  vaccine  of  choice 
for  routine  poliomyelitis  immunization,  with  the 
choice  of  program  for  administering  the  vac- 
cine to  be  determined  on  a local  basis  by  each 
county  medical  society. 

Miscellaneous  Action 

In  considering  a wide  variety  of  resolutions 
and  annual  and  supplementary  reports,  the 
House  also : 

Dissapproved  two  proposals  which  would  have 
lequired  that  resolutions  be  introduced  30  and 
45  days,  respectively,  before  Association  meet- 
ings. 

Approved  a statement  that  physicians  have 
an  ethical  obligation  to  participate  in  medical 
society  activities  and  express  their  opinions  fully 
and  freely. 

Reaffirmed  AMA  policy  that  it  is  not  con- 
sidered unethical  for  a physician  to  own  or 
operate  a pharmacy  provided  there  is  no  ex- 
ploitation of  the  patient. 

Agreed  with  the  Judicial  Council  that  the 
physician  himself  is  responsible  for  the  control 
and  custody  of  drug  samples  once  they  come 
into  his  possession,  and  in  the  high  tradition  of 
the  medical  profession  he  should  not  dispose  of 
them  in  any  way  that  could  cause  harm  to 
others. 

Commended  those  constituent  medical  socie- 
ties which  have  moved  forward  in  the  area  of 
human  relations  by  eliminating  membership  re- 
strictions based  on  race  or  color.  In  connection 
with  the  same  subject,  Dr.  Peter  Murray  of 
New  York  City,  retiring  after  12  years  of  serv- 
ice in  the  House,  told  the  delegates  in  a farewell 
address  that  Negro  physicians  now  have  some 
kind  of  medical  society  membership  in  every 
state  except  one. 

Approved  a recommendation  that  a special 
House  committee  be  appointed  to  investigate  all 
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facets  of  the  operation  of  the  Joint  Commission 
on  Accreditation  of  Hospitals. 

Agreed  with  the  Board’s  choice  of  Miami 
Beach,  Florida,  as  the  site  for  the  1964  Clinical 
Meeting. 

•Approved  the  combining  of  the  .American  Med- 
ical Education  Foundation  and  the  American 
Medical  Research  Foundation  into  the  American 
Medical  Association  Education  and  Research 
Foundation,  effective  next  January  1. 

Deferred  action  on  a proposed  study  of  fund 
raising  by  voluntary  health  agencies,  pending 
the  development  of  additional  information  by 
the  AM.A  Committee  on  Voluntary  Health 
•Agencies. 

Reaffirmed  the  previous  policy  that  physicians 
should  have  the  privilege  of  prescribing  drugs 
by  either  generic  Or  brand  name. 

Approved  the  principle  of  income  tax  deduc- 
tions for  medical  care  of  the  aged. 

Recommended,  in  reviewing  the  Medicare 
Program,  that  all  county  medical  societies  in 
the  area  surrounding  armed  forces  hospitals 
make  a serious  attempt  to  establish  formal  liai- 
son with  the  physicians  on  those  hospital  staffs. 

Endorsed  the  administration  of  indigent  medi- 
cal care  programs  developed  in  cooperation  with 
local  medical  organizations  as  a legitimate  ac- 
tivity of  state  and  local  health  departments. 

Urged  the  elimination  of  all  “categories”  in 
programs  of  assistance  to  the  needy  at  the  fed- 
eral and  state  level,  with  all  assistance  provided 
through  a single  program. 

Referred  to  the  Council  on  Medical  Service 
a resolution  proposing  the  use  of  state  and  fed- 
eral tax  funds  to  provide  voluntary  prepay- 
ment health  insurance  protection  for  the  aged. 
In  a related  action  the  House  approved  experi- 
mentation with  prepayment  plans  under  assist- 
ance programs. 

Urged  more  vigorous  promotion  of  voluntary 
non-profit  prepayment  health  plans. 

Urged  every  physician  in  the  United  States 
to  use  automobile  seat  belts. 

Recommended,  as  a civil  defense  measure,  a 
mass  immunization  program  for  the  general  pub- 
lic. 

Suggested  that  the  Board  of  Trustees  con- 
tinue its  negotiations  to  develop  a group  disabili- 
ty insurance  program  for  AMA  members. 

Concurred  in  the  Board’s  appointment  of  a 
special  committee  to  study  the  organizational 
status  of  AMA  Sections,  the  functions  of  the 
Scientific  Assembly  and  existing  procedures  for 
establishing  medical  certifying  boards. 

Instructed  the  Council  on  Medical  Education 
and  Hospitals  to  study  the  present  and  potential 
contribution  of  the  American  Board  of  Abdomi- 
nal Surgery  to  the  advancement  of  the  art  and 
science  of  surgery  and  the  betterment  of  public 


health,  to  determine  whether  it  should  be  ap- 
proved as  a recognized  examining  board. 

Approved  and  commended  the  objectives  and 
program  submitted  by  the  Committee  for  Liai- 
son with  National  Nursing  Organizations. 

Recommended  that  the  Secretary  of  Defense 
consider  the  advisability  of  developing  a train- 
ing pi'Ogram  foi'  reserve  medical  officers. 

Awards  and  Donations 

The  AMA  Board  of  Trustees  presented  a 
special  citation  to  the  producers  and  cast  of  The 
Donna  Reed  Show  for  its  “contribution  to  public 
understanding  of  the  high  ideals  of  the  medical 
profession.”  Carl  Betz,  who  portrays  Dr.  Alex 
Stone  on  the  television  show,  received  the  award 
from  Dr.  Hugh  H.  Hu.ssey,  Jr.,  AMA  Board  chair- 
man, at  the  Wednesday  Session  of  the  House. 

Contributions  totaling  $435,275.93  from  phy- 
sicians in  six  states  were  presented  to  the  Ameri- 
can Medical  Education  Foundation  during  the 
opening  session  on  Monday. 

Registration 

Final  registration  at  the  meeting  reached  a 
total  of  6,138,  including  2,976  physicians. 


WOMEN  SERVE  THE  PUBLIC 

In  the  four  decades  since  women  won  the 
right  to  vote  they  have  assumed  important  po- 
sitions in  business,  finance,  government — virtu- 
ally every  occupation  once  considered  “for  men 
only.” 

Nowhere  is  this  more  evident  than  in  public 
service : 

17  women  are  in  the  United  States  Congress 

347  women  sit  in  state  legislatures,  including 
55  in  New  Hampshire 
49  in  Connecticut 
48  in  Vermont 

12  each  in  Arizona  and  Pennsylvania 
Only  4 states  have  no  women  in  their  legis- 
latures 

In  1958  there  was  a 37  percent  increase  in  the 
number  of  statewide  elective  positions  women 
held. 

In  1959,  over  20,000  women  served  as  county 
clerks,  superintendents  of  schools,  tax  collectors, 
auditors  and  treasurers. 

10,000  women  serve  on  city  councils  or  hold 
comparable  jobs. 

Does  this  not  give  you,  as  members  of  the 
State  Society,  an  incentive  to  encourage  more 
of  our  auxiliary  members  to  enter  politics?  It 
would  be  materially  helpful  to  our  cause  if  more 
of  our  doctors  and  their  wives  would  become 
members  of  our  state  legislature,  where  they 
would  be  in  a position  to  fight  and  vote  against 
all  bills  detrimental  to  organized  medicine  and 
render  a great  service  to  our  profession,  our 
patients  and  the  public  in  general. 

We  need  such  support  at  this  time  in  our  ef- 
forts to  prevent  the  socialized  medicine  “good 
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wishers”  and  the  cultists  from  controling  the 
practice  of  medicine. 


1962  DUES 

Although  a letter  concerning  payment  of  1962 
dues  was  sent  to  all  members  of  the  State  Soci- 
ety the  early  part  of  November,  dues  have  not 
yet  been  received  from  many  members. 

As  stated  in  the  communication  from  the  Sec- 
retary-Treasurer of  the  State  Society,  accord- 
ing to  the  By-Laws  these  dues  must  be  paid  in 
advance  and  should  be  received  prior  to  January 
1,  1962.  Medical  defense  is  not  in  effect  for 
any  member  who  has  not  paid  annual  State 
Society  dues  prior  to  the  rendering  of  service 
for  which  damages  are  claimed  and  it  is  there- 
fore important  that  dues  be  paid  in  advance  in 
order  to  assure  continuous  protection  through 
the  entire  year  of  1962. 

Amount  of  dues  for  1962  State  Society  mem- 
bership is  $50.00  and  for  AMA  membership 
$35.00.  Since  dues  can  not  be  accepted  direct 
by  the  State  Society,  separate  checks  for  these 
dues  should  be  submitted  to  the  parish  or  dis- 
trict society  of  which  a doctor  is  a member, 
along  with  his  dues  for  membership  in  the  local 
society. 

As  stated  above,  continuous  membership  is 
important  and  in  addition  to  medical  defense 
protection,  it  is  most  desirable  to  have  no  inter- 
ruption in  receipt  of  the  State  Society  Journal 


and  publications  received  through  AMA  mem- 
bership. 

Each  member  who  has  not  already  paid  dues 
for  next  year  is  urged  to  do  this  immediately. 


MEDICARE  INFORMATION 

Of  course,  our  Society  no  longer  has  a con- 
tract with  Dependent’s  Medical  Care  Department 
of  the  U.  S.  Government  and  does  not  partici- 
pate in  this  program  as  a Society. 

However,  it  is  our  understanding  that  some 
individual  physicians  do  treat  these  cases  and 
have  been  paid  for  their  services  on  the  basis 
of  a published  schedule  fee  booklet  designating 
maximum  fees  which  the  Fiscal  Agent  can  pay 
for  these  respective  services. 

According  to  late  information  “This  Medicare 
Manual  and  Schedule  of  Allowances”  containing 
authorized  fees  will  no  longer  be  published  and 
made  available  to  physicians  in  Louisiana. 

It  is  recognized  that  Medicare  fees  have  al- 
ways been  published  and  distributed  to  practic- 
ing physicians  in  Louisiana.  Non-distribution  of 
schedule  of  fees  should  not  pose  a continuing 
problem,  however,  since  under  Medicare,  physi- 
cians are  expected  to  bill  their  usual  charges  for 
like  services  furnished  to  individuals  with  an- 
nual incomes  of  $4500.00  and  this  procedure 
should  be  continued  since  it  remains  as  a con- 
tract provision. 
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CALENDAR 


PARISH  AND  DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Society 

Date 

Place 

Ascension 

Third  Tuesday  of  every  month 

Calcasieu 

Fourth  Tuesday  every  other  month 

Lake  Charles 

East  Baton  Rouge 

Second  Tuesday  of  every  month 

Baton  Rouge 

Jefferson 

Third  Thursday  of  every  month 

Lafayette 

Second  Tuesday  of  every  month 

Lafayette 

Morehouse 

Third  Tuesday  of  every  month 

Bastrop 

Natchitoches 

Second  Tuesday  of  every  month 

Orleans 

Second  Monday  of  every  month 

New  Orleans 

Ouachita 

First  Thursday  of  every  month 

Monroe 

Rapides 

First  Monday  of  every  month 

Alexandria 

Sabine 

First  Wednesday  of  every  month 

Tangipahoa 

Second  and  fourth  Thursdays  of 

every  month 

Independence 

Second  District 

Third  Thursday  of  every  month 

Shreveport 

First  Tuesday  of  every  month 

Shreveport 

Vernon 

First  Thursday  of  every  month 

DR.  SEGALOFF  NAMED  DIRECTOR  OF 
RESEARCH 

Dr.  Albert  Segaloff  has  been  named  Director 
of  Research  at  Alton  Ochsner  Medical  Founda- 
tion, effective  October  1.  In  addition  to  this 
newly  created  administrative  position.  Dr.  Sega- 
loff will  continue  as  Director  of  the  Foundation’s 


Division  of  Endocrine  Research,  which  post  he 
has  held  since  1945. 

Dr.  Segaloff  also  serves  as  head  of  the  De- 
partment of  Endocrinology,  Ochsner  Clinic  and 
Ochsner  Foundation  Hospital.  He  is  Associate 
Professor  of  Clinical  Medicine  at  Tulane  Univer- 
sity School  of  Medicine,  and  a Fellow  of  the 
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American  College  of  Physicians.  He  was  the  re- 
cipient of  the  1951  Ciba  Award  of  the  Endocrine 
Society,  and  has  authored  numerous  publications. 

Dr.  Segaloff  currently  serves  as  consultant  in 
cancer  chemotherapy  to  the  National  Cancer  In- 
stitute, Bethesda,  Md.,  is  a member  of  the  Endo- 
crine Panel,  and  is  chairman  of  the  Hormone 
Evaluation  Committee  and  the  Cooperative 
Breast  Cancer  Group  of  the  Cancer  Chemother- 
apy National  Service  Center. 

One  of  the  Ochsner  Foundation’s  major  re- 
search projects  is  a continuing  intensive  study  of 
hormone  and  chemotherapeutic  agents  in  neo- 
plasia. This  work,  under  Dr.  Segaloff’s  direction, 
is  supported  by  grants  from  the  American  Can- 
cer Society  and  the  National  Institutes  of  Health. 


SYMPOSIUM  ON  INFERTILITY 

New  York  University  Medical  Center  in  con- 
junction with  the  American  Society  for  the  study 
of  sterility  will  present  a symposium  on  infer- 
tility on  February  8-9-10,  1962.  This  symposium 
is  planned  for  urologists,  gynecologists,  endo- 
crinologists, internists,  and  others  who  are  in- 
terested in  the  problems  of  infertility.  Approxi- 
mately one-third  of  the  program  will  be  devoted 
to  the  problems  in  the  male,  one-third  to  the  fe- 
male, and  one-third  to  the  couple.  The  material 
will  be  presented  in  the  form  of  lectures,  panels, 
and  demonstrations. 

The  symposium  will  be  staffed  predominantly 
by  a guest  faculty  of  outstanding  clinicians  and 
researchers  in  the  three  areas  to  be  covered. 

The  tuition  will  be  $75.00.  A detailed  pro- 
gram and  application  may  be  obtained  from  the 
office  of  the  Associate  Dean,  New  York  Uni- 
versity Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  16,  New  York. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

The  Part  I Examinations  (Written)  of  this 
Board  will  be  held  in  various  cities  of  the  United 
States,  Canada,  and  military  centers  outside 
the  Continental  United  States  on  Friday,  Jan- 
uary 5,  1962. 

Applicants  and  candidates  for  examination  in 
1963,  please  note  that  the  deadline  date  for 
making  application  is  advanced  to  July,  1962. 

Current  Bulletins  outlining  present  require- 
ments may  be  obtained  by  writing  to  the  Execu- 
tive Secretary’s  office. 

PHARMACEUTICAL  MANUFACTURERS 
ASSOCIATION 

Following  is  the  text  of  a letter  of  September 
29  from  Austin  Smith,  M.  D.,  President  of  the 
Pharmaceutical  Manufacturers  Association,  to 
General  Alfred  M.  Gruenther,  President,  Ameri- 
can National  Red  Cross,  and  The  Honorable 
Frank  B.  Ellis,  Director,  Office  of  Civil  and 
Defense  Mobilization : 


“The  Pharmaceutical  Manufacturers  Associa- 
tion was  established  in  Washington  in  1958  to 
serve  the  interests  of  its  Members  Firms  who 
produce  prescription  pharmaceuticals  and  to 
serve  on  their  behalf  the  interests  of  the  public. 

“In  the  latter  capacity  we  have  taken  an  in- 
creasing interest  in  collecting  and  distributing 
information  regarding  the  role  of  our  industry 
in  disaster  situations.  As  you  know,  a frequent 
result  of  an  accidental  or  natural  disaster  is 
damage  to  or  destruction  of  medical  supplies 
while,  at  the  same  time,  demands  for  such  sup- 
plies are  increased. 

“With  this  in  mind,  our  staff  has  made  a 
survey  of  the  response  of  our  Member  Firms  in 
the  area  affected  by  Hurricane  Carla.  The  poli- 
cy of  our  industry  in  this  type  of  situation 
emerges  quite  clearly  as  a result.  It  occurred 
to  me  that  it  would  be  helpful  to  you  and  your 
associates  to  have  this  information  now  and  for 
the  future. 

“Nearly  40  firms  who  responded  to  our  re- 
quest for  information  and  who  account  for 
most  of  the  prescription  drug  production  in  the 
United  States  have  undertaken  to  replace  with- 
out charge  damaged  and  destroyed  pharmacy 
stocks  in  the  hurricane  area.  Most  of  these 
firms  have  stated  that  such  replacements  apply 
to  those  stocks  which  are  uninsured.  The  meth- 
od of  carrying  out  these  activities  varies  some- 
what according  to  the  resources  and  personnel 
of  each  firm.  Those  who  maintain  or  are  able 
to  furnish  field  representatives  in  the  storm  area 
instruct  these  men  to  make  personal  observa- 
tions and  to  arrange  for  stock  replacements. 
Others  accept  claims  at  their  home  offices  and 
administer  them  accordingly. 

“The  basis  for  this  policy  is,  of  course,  that 
physicians  must  have  available  to  them  a guar- 
anteed supply  of  vital  therapeutic  tools  without 
the  loss  of  time  involved  in  recovery  by  individu- 
al pharmacists  of  resources  sufficient  to  resup- 
ply themselves  through  normal  commercial  chan- 
nels. 

“I  am  sure  that  this  policy  remains  in  force 
in  any  pertinent  disaster  situation  and  I hope 
that  it  has  been  of  meritorious  effect  in  coping 
with  problems  created  by  the  recent  hurricane.” 


THE  DR.  M.  T.  VAN  STUDDIFORD 

MEMORIAL  NURSING  LOAN  FUND  OF 
LOUISIANA  STATE  UNIVERSITY 
MEDICAL  SCHOOL 

A fund  has  been  established  in  memory  of  the 
late  Dr.  M.  T.  Van  Studdiford  for  the  purpose 
of  loans  to  young  women  who  desire  to  enter 
L.S.U.  from  the  State  of  Louisiana  for  a four 
year  nursing  course  leading  to  a B.S.  degree 
or  for  graduate  nurses  of  Louisiana  with  an 
R.N.,  to  acquire  the  B.S.  degree,  to  enable 
them  to  teach  or  to  become  hospital  supervisors. 

Donations  to  this  Fund  (tax  exempt)  may  be 
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sent  to:  Sister  Henrietta  Guyot,  Director  of 

Nursing,  Louisiana  State  University  School  of 
Nursing,  LSU  School  of  Medicine,  1542  Tulanc 


Avenue,  New  Orleans  12,  La.  Checks  should  be 
made  out  to:  Dr.  M.  T.  Van  Studdiford  Nursing 
Loan  Fund  of  Louisiana  State  University. 


BOOK  REVIEWS 


The  Physician  and  the  Law;  by  Roland  H.  Long, 
ed.  2.  New  York,  Appleton,  1959.  302  p.  $5.95. 
The  tone  of  this  book  is  well  characterized  by 
Dr.  Milton  Helpern,  Medical  Examiner  of  the 
City  of  New  York  in  the  Foreword: 

“However,  the  legal  responsibilities  and  med- 
icolegal situations  arising  out  of  the  practice  of 
medicine  in  our  increasingly  complex  society 
create  many  legal  hazards  against  which  the 
physician  should  be  constantly  on  guard.  Yet 
all  too  frequently,  he  is  unaware  of  these  haz- 
ards, or  misinformed  about  them,  in  his  pro- 
fessional relationships  with  patients  and  with 
governmental'  agencies.” 

The  book  though  brief  gives  a very  excellent 
coverage  of  the  medicolegal  ramifications  of 
the  practice  of  medicine  and  well  might  serve  as 
a text  for  a course  in  Medicolegal  medicine.  Of 
necessity,  the  subject  matter  is  handled  in  a gen- 
eral manner  and  specific  references  to  the  law 
of  the  state  in  which  the  book  is  to  be  used  must 
be  amplified. 

R.  J.  Muelling,  Jk.,  M.  D. 


Practical  Clinical  Management  of  Electrolyte  Dis- 
orders; by  William  .1.  Grace,  Appleton-Century- 

Crofts,  1960,  132  p.  $4.95. 

This  is  a small  book,  the  purpose  of  which  is 
to  give  a practical  guide  to  the  clinical  manage- 
ment of  patients  with  fluid  and  electrolyte  prob- 
lems. It  does  not  attempt  to  go  into  the  basic 
physiological  mechanisms  of  normal  regulation  or 
their  disturbance  during  disease.  Its  ten  chap- 
ters are  arranged  for  the  most  part  in  terms  of 
clinical  syndromes,  such  as  heart  failure  and  se- 
vere vomiting,  and  each  chapter  contains  one  or 
two  case  reports  presented  in  some  detail,  with 
a discussion  of  the  problems  presented  and  the 
treatment  given.  It  follows  that  the  amount  of 
space  devoted  to  formal  textual  instruction  is 
not  very  large,  but  there  are  three  chapters  dis- 
cussing acid  base  imbalance,  magnesium  defici- 
ency, and  potassium  depletion. 

This  book  must,  obviously,  stand  or  fall  by  the 
standard  of  its  advice  for  practical  clinical  man- 
agement of  patients.  This  is  reasonably  sound, 
though  oversimplified.  The  chapter  on  replace- 
ment of  electrolyte  deficits  by  formulas  uses 
rules  which  are  fallacious,  such  as  calculating 
sodium  deficit  on  the  decrease  in  serum  level  and 


the  volume  of  extracellular  fluid,  rather  than  to- 
tal body  water,  thus  ignoring  internal  fluid 
shifts. 

The  reviewer  does  not  feel  that  the  book  is  a 
useful  addition  to  existing  works. 

Brian  H.  McCracken,  M.  D. 


W.  B.  SAUNDERS  COMPANY  features  the 
following  recent  books  in  their  full  page  adver- 
tisement appearing  elsewhere  in  this  issue: 

GRAHAM,  SOTTO  and  PALOUCEK— CAN- 
CER of  the  CERVIX 

full  and  authoritative  coverage  of  the  diag- 
nosis and  management  of  cervical  cancer 
— from  Roswell  Park  Memorial  Institute. 

HOGAN  and  ZIMMERMAN— OPHTHALMIC 
PATHOLOGY 

an  atlas  and  textbook  on  diagnosis  of  dis- 
eases of  the  eye  and  on  the  pathology  of 
involved  tissue. 

OWEN— HOSPITAL  ADMINISTRATION 
covers  every  aspect  in  the  construction,  or- 
ganization and  administration  of  today’s 
hospitals. 


PUBLICATIONS  RECEIVED 
(Certain  ones  of  these  will  be  selected 
for  review) 

Appleton-Century-Crofts,  Inc.,  N.  Y. : Immu- 
nity, by  Sidney  Raffel,  M.  D.  (2nd  edit.). 

The  Bobbs-Merrill  Co.,  Inc.,  N.  Y. : Executives’ 
Health  Secrets;  How  to  Lick  Tensions  and  Pres- 
sures, by  William  P.  Shepard,  M.  D. 

C.  V.  Mosby  Co.,  St.  Louis:  Differentiation 
Between  Normal  and  Abnormal  in  Electrocar- 
diography, by  Ernst  Simonson,  M.  D. 

Philosophical  Library,  Inc.,  N.  Y. : The  Art  of 
Thinking,  by  Dagobert  D.  Runes. 

W.  B.  Saunders  Co.,  Phila. : Clinical  Obstet- 
rics, by  Benjamin  Tenney,  M.  D.,  and  Brian 
Little,  M.  D.;  Disturbances  of  Heart  Rate, 
Rhythm  and  Conduction,  by  Eliot  Corday,  M.  D., 
and  David  W.  Irving,  M.  D.;  Psychiatry:  Bio- 

logical and  Social,  by  Ian  Gregory,  M.  D. 

Charles  C Thomas,  Publisher,  Springfield,  111: 
A Simplified  Physiology  of  the  Human  Body, 
by  Deryck  Taverner,  M.  D. 

The  Williams  & Wilkins  Co.,  Balt.:  Medicine 
in  Tropical  Africa,  A Realistic  .Approach,  by 
Michael  Gelfand,  M.  D. 


532 


The  Journal  of  the  I./)uisiana  State  Medical  Society 


The  Cancer  Commission  of  the  Louisiana  State  Medical  Society 


ORAL  CANCER  MONOGRAPH 


by:  Dandy  P.  Slaughter,  Ai.  D. 
and  Lester  B,  Cahn,  D.D.S. 


This  is  a comprehensive  work  which  covers  oral  cancer  thoroughly  as  it  concerns 
the  dentist,  and  stresses  the  role  of  the  dentist  in  cancer  case-finding. 


Introduction 

Etiology  and  Pathogenesis  of  Oral  Cancer 

Professional  Attitudes  in  Diagnosis  and  Detection 

Examination  of  Patient 

Clinical  Diagnosis  of  Oral  Tumors 

Neck  and  Face  Tumors  Apparent  on  Inspection 

Skin  Cancer  of  Face 

Biopsy 

Treatment  of  Oral  Cancer 


We  are  pleased  to  advise  that  copies  of  the  Oral  Cancer  Monograph  will  be 
mailed  directly  by  the  National  Headquarters  of  the  American  Cancer  Society 
to  all  practicing  dentists. 


AMERICAN  CANCER  SOCIETY 
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Now... two  new  products  to  supply 
the  iron  inlauts’  and  cluldreu  need 
at  the  ages  they  need  it 


TRl-Vl-SOL 

VITAMIN  DROPS  WITH  IRON 


DEGA-n-SOE 

CHEWARLE  VITAMINS  WITH  IRON 


These  two  new  formulations— one  for  infants,  one  for  older  children 
— are  distinctive  additions  to  the  present  line  of  Vi-Sol®  vitamins, 
thereby  providing  the  choice  of  Tri-Vi-Sol  drops  with  and  without 
iron  and  Deca-Vi-Sol  chewable  vitamins  with  and  without  iron. 
Both  new  products  taste  good.  The  packaging  carefully  limits 
elemental  iron  to  a total  of  500  mg.  per  bottle.  Nevertheless,  the 
bottles  should  be  kept  out  of  the  reach  of  children. 

TiiA'i-SoI  \itnmin  (lro])s  with  iron.  Each  0.6  cc.  daily  dose  supplies  10  mg. 
clcinemal  iron  plus  safe,  rational  amounts  of  vitamins  C,  D and  A.  Supplied 
in  bottles  of  30  cc. 

Dcca-Vi-Sol  clicwahle  vitamins  with  iron.  Each  chewable  tablet  supplies  10  mg. 
elemental  iron  and  safe,  rational  amounts  of  C,  O and  A j)lus  seven  sigtiificatit 
B vitamins.  Supplietl  iti  bottles  of  .50  chewaltle  tablets. 

BiblioBraphy:  (1)  Jacobs,  I.:  Cif  2IM  (Jan.)  I960.  (2)  Sluilman,  I.:  J.A.M..V.  /75:n8.12.S 
(Jan  1-1)  1961.  (,S)  .Moore,  C.  V..  in  WobI,  M.  G..  and  Goodhart,  R.  S.;  .Modern  Nutrition 
in  Health  and  Disease,  cd.  2,  IMiiladelpItia,  Lea  X:  Kebiger,  1960,  p.  2-1.1. 

10  mg.  of  prophylactic  iron... 
logically  combined  for  your 
convenience  with  two  of  the 
most  widely  used  and  accepted 
pediatric  vitamin  products 

Mead  Johnson 
Laboratories 

Symbol  of  service  in  medicine 

• ojz  yi'  ''  ’ - ^ ' 


ACORfl 


The  New  York  Academy  of  Medicine 

Due  in  two  week* 


Not  renewabl 


•'•'ED. 


